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Abstract 
Professional identity formation is a process that happens simultaneously at the level of the 

individual (which involves their internal cognitive development), at the interactive level 

(which involves socialisation through participation) and at the institutional level (which 

involves being subject to institutional processes). Having a well-developed professional 

identity is important, as it helps professionals to practise with confidence, provides a sense 

of belonging, aids normative behaviours and has been linked to better quality care.  Whilst 

research has highlighted the factors that support professional identity development in other 

professions, there is limited understanding of the factors that student osteopaths use to 

construct their professional identity. The aim of this study was to construct a theory of how 

undergraduate osteopaths in the UK construct their professional identity and to determine 

whether undergraduate osteopathic students have conceptions of an osteopathic identity. 

A qualitative study was undertaken within a constructivist paradigm. A total of seven UK 

undergraduate osteopathic students were purposively sampled. Data was collected through 

all seven participants keeping a diary for one month. Following this, individual interviews 

were undertaken with all participants. Participant diaries acted both as data and as a 

reflective prompt for the individual interviews. Subsequent theoretical sampling informed 

the data analysis. Interviews were audio recorded and transcribed. Towards the end of the 

study, one participant was selected for a second interview. A constructivist grounded theory 

approach was used to code and analyse the data and to construct the grounded theory of 

how undergraduate osteopathic students in the UK construct their professional identity. 

The data resulted in the construction of a theory that encompasses three interrelated levels. 
At the individual level, students held a conception of their future self as an osteopath, which 
they used to motivate themselves and measure their progress. They constructed this future 
self as an osteopath by the interactive process which became known as ‘Magpieing’. This 
involved the collection of identity contents from tutors, peers and documentation. Students 
then experimented with these identity contents with either patients or peers before making 
the decision to integrate the content, continue to experiment with it in other situations or 
discard it. This was underpinned by institutional level processes that constituted providing 
students with role models and mentors, clinical encounters and safe spaces where they 
could collect and experiment with identity contents. Students held a conception of an 
osteopathic identity base on three levels: ways of interacting with patients, professionalism, 
and knowledge and ways of using it. They associated most strongly with ways of interacting 
with patients and least strongly with knowledge and ways of using it.  

The findings indicate that undergraduate osteopathic students in the UK construct their 

professional identity on an individual, an interactional and an institutional level, and that 

these levels are interrelated. Undergraduate osteopathic students in the UK have a 

conception of the professional identity of osteopaths based on three levels, with which they 

strongly or weakly associated. These findings provide the first theory of how student 

osteopaths construct their professional identity. 
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Chapter 1: Introduction 
 

“I wouldn't know how to put it into words, but there's something a little bit more abstract 
about, ‘This is who I want to be, not just what I want to do.’ It's not what you do, it's who 

you are”. Participant 750 

 

1.1 Introduction 
 

The purpose of this study was to acquire theoretical insight into the professional identity 

development of undergraduate osteopaths in the UK today. This chapter provides 

background information for this study by giving the underpinning rationale from both a 

personal and a professional perspective. It then presents the reader with an overview of the 

thesis by providing a summary of each chapter.  

 

1.2 Rationale for the study 
 

1.2.1 The personal perspective. 
 

My interest in how students develop their identity as osteopaths arose from a combination 

of being involved in undergraduate osteopathic education and also being involved with the 

statutory regulator of osteopathy, the General Osteopathic Council (GOsC). The GOsC is 

charged with ensuring the quality of undergraduate training and conferring recognised 

qualification status to the Osteopathic Educational Institutions (OEIs) in the United Kingdom 

(UK). It also holds osteopaths to account for breaches of its professional code.   

Holding these positions gave me a unique perspective as a lecturer dealing with students on 

a day-to-day basis and as a GOsC member with an overview of how all the institutions at the 
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time formatted and delivered their programmes, being involved in the development of 

professional standards and having first-hand experience of those who transgress 

professional boundaries. Also, at the time, the regulator was attempting to further integrate 

and make more explicit the teaching of professionalism and professional issues. This made 

me begin to question how students on different programmes delivered in different ways can 

end up in approximately the same place: that is, graduating and being allowed onto the 

statutory register, to essentially “become” osteopaths. It also made me consider whether 

there were any ways in which educators can better deliver programmes to facilitate 

students’ learning and transition to professional roles. I also saw both students and 

institutions struggle to integrate the teaching of professionalism in a way that made it 

relevant and real for them. I saw the disconnect between what is taught in the classroom 

and what is taught and done in the clinical and other environments: the passing of 

information, norms and values that were not embedded in the curriculum, yet somehow it 

was expected that students should understand these things. Often this information would 

take the form of perceived wisdom or approaches to deal with challenges or issues handed 

down in a historical context with sets of expected behaviours. These were skills and 

knowledge that students were expected to have or to know, yet which were not explicitly 

taught or mentioned in documentation or in the classroom. The “teaching” of these aspects 

was often haphazard, where tutors would discuss and describe them in some situations and 

not others, or would not fully explain why they were relevant or justify their reasoning or 

actions. Students appeared to use a variety of approaches to integrate this information, 

passing it between themselves in casual conversation or in study groups, seeking 

confirmation from other clinical tutors or lecturers, and modelling some behaviours but not 

others. In exploring these observations, I found a wealth of information from other 
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healthcare disciplines regarding professional identity development, the informal and hidden 

curriculum and the role of socialisation. I wanted to understand how student osteopaths 

navigated these issues and developed their own sense of self as osteopaths, given the 

unique historical and social forces acting upon the profession as it has developed in the UK.  

1.2.2 An educational perspective 
 

Fundamental changes have occurred in osteopathic undergraduate education since the 

statutory regulation of osteopathy came into force in 2001. The General Osteopathic 

Council introduced the Osteopathic Practice Standards (OPS) (General Osteopathic Council, 

2019) which “set out the standards of conduct, ethics and competence required of 

osteopaths to promote patients’ health and wellbeing, protect them from harm, and 

maintain public confidence in the profession” (General Osteopathic Council, 2019, p.4). It 

brought together the previous standards of proficiency and codes of practice. It was 

intended to support the delivery of osteopathic care and to act as a guide to osteopathic 

educational providers as the standards that need to be met by graduates. In order to 

safeguard standards and ensure the quality of educational delivery and experience, the 

General Osteopathic Council contracted the Quality Assurance Agency for higher education 

(QAA) to inspect and report to the council on the institutions’ ability to ensure that their 

students meet the Osteopathic Practice Standards (OPS). If successful, the institution would 

be awarded a Recognised Qualification (RQ) and its graduates would be eligible to register 

with the General Osteopathic Council (GOsC) and practice legally in the UK.  

As part of this process, the GOsC required all OEIs to map curricula explicitly to the OPS, 

which had a large component dedicated to professionalism. This shifted some of the focus 

from the acquisition of skills to the development of professional behaviours and attitudes. 
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Institutions have responded to this by refocusing curricula to make these elements of the 

course – which were implicit and learned through interaction, socialisation or the informal 

curriculum (where teaching and learning occur through informal faculty and student 

interactions: Dutton and Sellheim, 2014) – more explicit. More recently, there have been 

calls to reframe medical education (Monrouxe, 2010) to specifically focus on the 

development of professional identity (Cruess et al., 2014) in professionalism curricula. 

Cruess et al. (2014) argue that the implicit objective of teaching professionalism is to assist 

students to develop their professional identity. They propose that the current objectives be 

altered from teaching and assessing professionalism to the development of a professional 

identity. Over the ensuing years, the link between professionalism and professional identity 

development has become clearer and more explicitly separate, whilst professional identity 

may incorporate all the elements of what used to be seen as professionalism, such as the 

inculcation of the profession’s values, standards, and expected behaviours. professionalism 

is more explicitly linked to professional regulation. Professional identity encompasses many 

more elements than professionalism alone.  Wilson et al. (2013) contend that professional 

identity is how an individual conceives of themselves as a doctor, while professionalism 

involving being and displaying the behaviour of a professional, whilst Cruess et al. (2015) 

stated that the aim is now the development of a professional identity and not the explicit 

teaching of professionalism, and that professional issues would be encompassed within that 

identity and not separate from it. This study thus chose to investigate the professional 

identity development of undergraduate osteopaths in the UK in its broadest sense: that is, 

not explicitly linked to professionalism. 

There is little empirical evidence or writing on the effect of training on the professional 

identity of students of osteopathy. However, other healthcare disciplines have looked at 
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these issues, which may be transferable. Gill (2013), for instance, noted that medical 

training institutions exert a profound socialising force on students where learning extends 

beyond the mere accumulation of technical and academic knowledge: they suggest that 

such institutions are places where students learn to ‘become’, where norms, values, 

knowledge, skills and roles are learnt. Again in medicine, the role of the hidden and informal 

curricula (Ozolins, Hall and Peterson, 2008; Dutton and Sellheim, 2014) and exposure to role 

models (Cruess et al., 2014; Vivekananda-Schmidt, Crossley and Murdoch-Eaton, 2015) have 

been shown to play an important part in this socialisation process and contribute to both 

learning medical skills and learning how to ‘be’ a medical practitioner. 

The Osteopathic Practice Standards (General Osteopathic Council, 2019) were developed to 

assist qualified osteopaths in understanding the standards of practice expected of them by 

the regulatory body and consequently by others. The regulatory view regarding students is 

that if students are to be admitted onto the register and are able to practice independently, 

without supervision or constraint, then the student and consequently the OEI must be able 

to demonstrate that the student meets those standards. 

Frost and Regehr (2013) suggest that medical programmes are required to produce students 

who not only acquire the clinical knowledge and skills that are necessary to practice and 

thus meet the regulatory need, but also who conceive of and identify themselves as medical 

doctors upon graduation. As de-facto gatekeepers to the osteopathic profession, OEIs are 

responsible for not only producing osteopaths who meet the standards set out in the 

Osteopathic Practice Standards (OPS) but also for assisting students with constructing their 

professional identity, and it is this final responsibility that is the focus of this study. 
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There have been limited studies into the professional identity development of student 

osteopaths in the UK. Freeth, McIntosh and Carnes, (2012) carried out a study into the 

preparedness of newly qualified osteopaths, seeking the views of both newly qualified 

osteopaths and more experienced osteopaths with whom they work. They found that the 

study population was thought to be safe if not very effective, with overarching themes of 

diversity, variability with graduates’ skills and uncertainty by graduates in apply those skills. 

More importantly there was uncertainty in the understanding of osteopathic values by both 

students and more qualified practitioners. Thomson, Petty and Moore (2014) undertook a 

study of the conceptions of qualified osteopaths that also included some enquiry into the 

professional identities they hold and how this related to their conception of practice. 

Several differing discourses in identity were found. Some participants considered 

themselves to be practitioner-centred and distinguished themselves from other professions 

based on what they do and the theories that they hold as being unique to osteopathy, while 

others had less well-defined professional identities and did not see anything particularly 

unique about what they do. The latter seemed to be more patient-focussed, educating, 

empowering and working in collaboration with patients (Thomson, Petty and Moore, 2014). 

Neither study focussed upon how student osteopaths come to make sense of their 

professional identity or the factors that influence its formation. 

The OEIs may in some cases carry out the processes that are required to assist students to 

become fully-fledged professionals, conceiving of and identifying with the profession of 

osteopathy. However, there is no evidence to show that this takes place. Some of the 

processes they currently do may have little or no impact on professional identity formation; 

while conversely, processes that occur unseen by the institution or happen in the 

unintended curriculum may have a profound impact. If we can better understand how 
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students of osteopathy negotiate and come to form their professional identity, we may be 

able develop explicit interventions to support students and educators in this area. We may 

be able to move students further along the spectrum of learning, which will equip them to 

continue to develop when in independent practice.  

 

1.3 Thesis outline 
 

Chapter 1 introduces the study by describing my personal and professional motivations and 

rationale for wanting to undertake this research. It also provides an outline of the contents 

of this thesis as well as introducing the reader to the general area under examination. 

Chapter 2 examines the historical perspective by appraising the influences on the inception 

and development of the profession of osteopathy since its beginnings in the USA and its 

migration to the UK. It explores this development from a marginal alternative to a fully state 

recognised healthcare profession in the UK today. This chapter provides the reader with an 

overview of how this development shaped the profession and contributed to its identity. 

Chapter 3 reviews the literature pertaining to the area of study. Beginning with what it 

means to be a profession, it looks at the professional development of osteopathy in 

particular. It then appraises the literature regarding identity and its development. The 

chapter then examines and critically appraises professional identity development generally, 

and more specifically within osteopathy. 

Chapter 4 provides a description and justification of the methodology chosen to examine 

professional identity development in osteopathy. It justifies the epistemological and 
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ontological positioning of this study and the decision to use a constructivist grounded theory 

approach and considers the measures taken to ensure trustworthiness within this study. 

Chapter 5 describes how participants were selected and recruited for the study and how 

data was collected using personal diaries and individual semi-structured interviews. It then 

details the processes undertaken to analyse and derive meaning from the data, before 

moving on to present and document the ethical considerations relevant to this study. 

Chapter 6 presents the findings from the study. It provides context by detailing the 

participants’ backgrounds. It then details each aspect of the theory with supporting quotes 

from both their diaries and their individual interviews. The theory is presented using 

Jenkins’ (2008) perspective that identity is multifaceted and involves individual-level, 

relational-level and institutional-level components and describes the core category of 

“Magpieing”. 

Chapter 7 presents the findings in relation to the extant literature. It is initially formatted 

based on three summary points that cover the three conceptual levels at which identity was 

conceived in this study. It then goes on to discuss the impact of this study with regard to the 

fields of osteopathic education and professional identity research. The chapter also 

addresses issues such as authenticity before making recommendation and drawing final 

conclusions. 

 

1.4 Chapter conclusion 
 

This chapter examined my own personal perspective as well as an educational perspective, 

which acted as motivation for this research, and explained why this topic felt necessary and 
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worthy of study. It also gave an outline of each chapter to orientate the reader and facilitate 

their understanding of the study.  

The following chapter will examine the historical perspective, tracing the historical 

development of the profession from its inception in the USA to its migration and subsequent 

development in the UK. 
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Chapter 2: The Development of Osteopathy 
 

2.1 Introduction 
 

This chapter examines the influences upon osteopathy’s founder and how the profession 

came into being in the USA in the late 1800s. It also discusses how it diffused across the 

Atlantic to the UK and then examines how it developed both politically and educationally 

into the profession it is today. It seeks to highlight how the professional identity of 

osteopathy in the UK today can be traced back to its beginnings in the USA and its struggles 

to develop an identity separate from its American parent and from the healthcare 

professions developing alongside it (such as Medicine and Physiotherapy), whilst also 

meeting the expectations of the society in which it practiced. 

This chapter provides a review of this process from a marginal, alternative healthcare 

discipline to state regulation and acceptance as a standalone healthcare profession. It 

provides context to the developing identity of the profession which accompanied these 

changes, and for the following chapters and the findings presented later in this thesis. 

 

2.2 Osteopathy: the early years. 
 

Osteopathy is said to have been founded in response to what its founder Dr Andrew Taylor 

Still thought were the excesses of allopathic medicine in the late 1800s. He believed that 

there was an overuse of strong drugs, bleeding and surgery (Baer, 1984; Miller, 1998). He is 

said to have based osteopathy on a philosophy that stated all of the body’s systems are 

interrelated and dependent upon one another for good health (Baer, 2009). It is claimed 

that he recognised the importance of viewing disease in the context of the whole system, 
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including the spirit (Pettman, 2007). Still was raised in a Protestant Methodist family and 

practiced as a magnetic healer. It was central to his concepts of healing that religion and 

medicine co-exist (O’Brien, 2016). The development of these concepts led him to consider 

the vital importance played by the musculoskeletal system in health and disease (Pettman, 

2007).  

Steffinger (2011) contends that Still believed that using manual therapy techniques to 

provide optimal functioning of the musculoskeletal system could improve the body’s 

capacity to heal, and thus, by treating this system, a wide variety of ailments could be 

positively influenced. He is said to have urged his students not to focus on the disease 

process but rather on the individual, and to see the whole patient in context (Seffinger et 

al., 2011). This is in direct contrast to many of his writings at the time, which referred to the 

body as a machine and suggested that it is the osteopath’s goal to “fix” it (Miller, 1998). 

Despite the claim that Still founded osteopathy in opposition to the overuse of drugs that 

had no effect or harmed the patient (Seffinger et al., 2011), there is evidence to suggest that 

he continued to use drugs in his practice for some time, the usage of which gradually 

reduced over time (Miller, 1998). 

In 1892 he established the first school of osteopathy in Kirksville which is still in existence 

today. After Still’s death in 1917, osteopathic education began to include the use of drugs, 

or the “Materia Medica” as it was known at the time, and various schools attempted to 

become licensed medical schools and lobby for state registration on an equal footing to 

their medical counterparts (Seffinger et al., 2011). The progress of the osteopathic 

profession in the USA from that point onwards culminated in the full licensing of 

osteopathic physicians to practice medicine on an equal footing with medical physicians. In 
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the UK, however, osteopathy followed a different path, which resulted in osteopathy in the 

UK and most other countries outside of the USA practicing osteopathy without the use of 

drugs, and in many cases outside of any state-sanctioned or organised medical system 

(Miller, 1998), and, as a result, developing a very different professional identity. 

 

2.3 Osteopathy in the UK 
 

2.3.1 Political development in the UK 
 

From the early 1900s, American-trained osteopaths were emigrating or returning to the UK 

to begin a new life and practice their new profession (Baer, 1984). In 1911, the American 

Osteopathic Association (AOA) accredited graduates who had come to the UK to practice 

and founded the British Osteopathic Society. This became the British Osteopathic 

Association (BOA) in 1916. At this time, the newly formed BOA was still closely associated 

with its American parent body, the AOA.  

At the start of the twentieth century, osteopathic training in the UK was disorganised and 

intertwined with the chiropractic profession (Collins, 2005). However, in the early 1920s, 

three distinct schools of osteopathy developed. These were the British School of Osteopathy 

(BSO) in London, the British College of Chiropractic (BCC) and the Manchester School for 

Osteopathic and Chiropractic Courses (MSOCC). The BCC and the MSOCC struggled to 

survive and eventually closed (Collins, 2016). After the First World War, the BOA, which only 

admitted osteopathic physicians, set up a postgraduate institution called the London College 

of Osteopathy, which only trained qualified medical practitioners. The school ceased 
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operating in 1975 but re-opened in 1978 as the London College of Osteopathic Medicine 

(LCOM), which is still training medical practitioners to be osteopaths today. 

During the 1920s and 1930s, the BOA in particular pursued state recognition through several 

means. It sought to register itself under the Companies act as a scientific society but was 

blocked by the General Medical Council; it sought a Royal Charter, but the Privy Council 

thought their entry requirements too restrictive; and finally, in 1935, in association with the 

British School of Osteopathy, the Incorporated Association of Osteopaths and the 

Osteopathic Defence League, it introduced a bill to the House of Lords seeking state 

regulation. It was, however, opposed again by the General Medical Council, the Royal 

College of Surgeons, the British Medical Association and others (Baer, 1984). The Bill was 

withdrawn, and the Select Committee recommended that a voluntary register be formed 

which incorporated several of the existing registers and that a standardised system of 

education be established. As a result, in 1936 the General Council and Register of 

Osteopaths was formed, which amalgamated the British Osteopathic Association, the 

Incorporated Association of Osteopaths and the National Society of Osteopaths (Collins, 

2005). 

The GCRO’s main functions were to protect the public by providing them with a restricted 

register of fully trained osteopaths and ensure standards of education and conduct of its 

members. After some changes were made to the curriculum, graduates from the BSO were 

admitted to the register, and later, other institutions graduates were allowed to join 

(Collins, 2005). 

However, other schools of training came and went, and several other registers were set up 

to register their graduates. This meant that it was very difficult for the public to identify an 
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osteopath who had undergone a full four-year programme of study from one who had 

undertaken a few months of study (Baer, 1984). In 1989 the Kings Fund (a charitable 

organisation that aims to improve healthcare in the UK) set up a working party to consider 

state regulation of osteopathy (Walker and Budd, 2002). As a result of this, legislation (the 

Osteopaths Bill) was passed to formally regulate the title and practice of osteopathy in the 

UK and the General Osteopathic Council (GOsC) was established by statute in 1993. This was 

an important milestone for osteopathy, cementing its identity as a legitimised healthcare 

profession both within the profession and with the general public. 

The GOsC became operational in 1997, and between 1998 and 2000, all those practising 

osteopathy in the UK were required to submit a portfolio of evidence in order to be given 

registration and be allowed to practice as osteopaths in the UK. At the same time, the GOsC 

was conferring recognised qualification status on the osteopathic educational providers, and 

from 2001, only those graduating from an institution that had recognised qualification 

status were eligible to be admitted to the register (Collins, 2005). 

Since the 1st April 2017, osteopathy has joined the existing twelve health professions in the 

NHS in England. Allied Health Professions (AHPs) make up a third of the NHS workforce. 

AHPs are mainly degree-level professions, and those who work in them are professionally 

autonomous practitioners. This aims to support wider professional engagement and will 

allow osteopaths to routinely work for and apply for positions in the NHS in England.  

2.3.2 Osteopathic educational development in the UK 
 

Initially, osteopathic education set itself up to be on a par with medical training at the time, 

with entry to the programme requiring a certificate of completion of a regular High School 

course or a certificate of preliminary qualification to enter a medical school. The first two 
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years following matriculation (or its equivalent) required attendance at a premedical course 

in the regular medical colleges, covering physics, biology, chemistry, anatomy, physiology, 

embryology, biochemistry and dissection (Collins, 2016). 

Even in the early days, the course was designed to take four years and included basic 

medical sciences along with osteopathic technique and some form of supervised clinical 

practice, which, for the most part followed an apprenticeship model where students were 

supervised by more experienced qualified osteopaths (Collins, 2005, 2016). The quote 

below, which is taken from the BSO schedule of work for 1934 – 1935, demonstrates the 

similarities to current undergraduate curricula.  

In compliance with the Educational standards in our Charter: Clinical practice is 

an absolute requirement. Demonstrations are held daily on the cases presented 

in the Clinic for diagnosis and treatment. In the Clinic each student is required to 

have treated at least 700 Osteopathic cases during the third and fourth years 

before being eligible for the final examination. (Collins, 2016 Loc.786)  

This model of training undertaken at that time is not dissimilar from today’s model of 

undergraduate osteopathic education. 

In the latter three decades of the twentieth century, numerous curriculum changes were 

affected to bring osteopathy in line with general trends in healthcare education. In the late 

1980s, the first four-year BSc course was established with external university validation. The 

early part of this century saw OEIs gaining government funding through arrangements with 

universities and the development of taught initial masters’ degrees in osteopathy as the 

standard. In 2015, the BSO gained degree-awarding powers with direct government funding 

and became the University College of Osteopathy (UCO). 
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Today, there are three routes to becoming an osteopath in the UK. The majority of people 

undertake a four-year undergraduate degree that can be to bachelor’s or master’s degree 

level. A smaller number of students choose a part-time route. This can be a full 

undergraduate degree taken over five years; or, for those who hold a degree in a related 

healthcare discipline, such as medicine or physiotherapy, it can be undertaken in eighteen 

months to two years either full- or part-time. All programmes follow guidance in the form 

of a subject benchmark statement for osteopathy (QAA, 2015) issued by a collective of 

Osteopathic Educational Institutions (OEIs) organised by the QAA for higher education. 

They are required to map their curricula against the Osteopathic Practice Standards (OPS) 

issued by the professional body, the GOsC. The education, professional and ethics 

standards that are developed by regulatory bodies can provide anchoring identity markers 

(Baxter, 2011) for the profession and can act as ways of communicating that identity to 

others. 

When students have completed their undergraduate programme, they are eligible to apply 

for a license to practise and begin work as osteopaths. Many seek work in existing practices 

and are known as associates. The level of support provided when they enter practice varies 

and is wholly dependent on the practice in which they are working. Some may choose to 

establish their own practice and therefore work on their own, with no supervision or 

support (KPMG, 2011). Consequently, they experience varying levels of support in their 

ongoing development of both skills and professional behaviours. 

Currently, there are a number of discussions taking place regarding the level of support for 

the first two years after graduation, and a conglomerate of professional bodies, 

postgraduate educational providers and other stakeholders are attempting to work together 
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to formalise this support network (Rogers, 2018) and therefore support new graduates into 

practice. 

Osteopaths are required to undertake thirty hours of Continuing Professional Development 

(CPD) per year in order to continue their registration with the GOsC. Osteopaths are 

required to justify their CPD choices by linking them explicitly to the Osteopathic Practice 

Standards and including the domains Knowledge, Skills and Performance, Communication 

and Patient Partnership, Safety and Quality in Practice and Professionalism (General 

Osteopathic Council, 2019). These all contribute to the professional identity of the 

individual. Undertaking mandatory CPD is seen as one of  variety of ways in which regulators 

or other governing agencies ensure their registrants’ continuing fitness to practice 

(McGivern, Fischer, Palaima and Thomson, 2015) and assure the public that registrants are 

suitably professional. It can also strengthen professional identity and the identification with 

standards by acting as a focus for discussion and promoting a community of practice 

(Christmas and Cribb, 2017). Until recently, osteopaths were required to complete at least 

fifteen hours working with other professionals. The remaining fifteen hours could involve 

learning on their own or with others. However, this requirement has undergone change, and 

the new CPD scheme, which came into force in September 2019, runs over a longer period 

and will have to be mapped against existing standards in the form of the OPS, with some 

mandatory elements dictated by the regulator. This is also weighted towards more objective 

exercises such as peer review and patient feedback. This should assist in the ongoing 

development of registrants’ professional identity by providing an external view of their 

practice. 
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Since the beginning of osteopathic education, there has been a strong focus on medical 

sciences, osteopathic technique and work-based clinical learning. Apprenticeship was seen 

to be at the core of education, with students observing qualified osteopaths at work and 

taking clinical responsibility for patients (Collins, 2016). Until the 1980s, all schools of 

osteopathy were set up as independent entities with no ties to university education. Most 

students became osteopaths because they had a positive prior experience of osteopathy 

and many were mature students embarking on a career change (Collins 2016). Both 

students and courses are oriented towards producing osteopaths who practice and work in 

a clinical environment and thus the apprenticeship model that developed was appropriate. 

Since guidelines for low back pain were issued by the National Institute for Health and Care 

Excellence (NICE(National Ins, 2016), osteopathy has become more widely available as part 

of the National Health Service (NHS). Osteopathic education is becoming more integrated 

into the university education system, with all undergraduate programmes being validated by 

a university. One institution now receives direct funding from the Higher Education Funding 

Council for England (HEFCE) and can award its own degrees. As well as being taught at 

private institutions solely dedicated to educating osteopaths, osteopathy is also taught on 

university campuses. All of these changes have an impact on the understanding of the 

profession within the community, which consequently affects the professional identity of 

the profession and professionals in the making. 

 

2.4 Chapter conclusion. 
 

This chapter has reviewed the development of osteopathy from its origins in the USA, its 

struggles for recognition and its marginality in British society to statutory regulation and 
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recognition as an allied health profession in the UK today. As such, it gives an insight into its 

philosophy of healthcare and the struggles that formed its identity.   

This development from a marginal alternative that was at odds with the establishment to an 

allied health profession can be seen in the identities of those in the profession, and in the 

profession itself. There are continual struggles between the orthodox and the 

unconventional, played out not only in the philosophical underpinnings of osteopathy but 

also in the techniques that osteopaths use to evaluate and treat their patients. These 

tensions can be found in the writings of Tyreman (2013), McChesney (2013) and Cotton 

(2013), who evaluate the tension between a more traditional osteopathic principled 

approach to healthcare and more conventional notions of Evidence-Based Medicine (EBM). 

This is echoed in the ongoing debate regarding the use of techniques such as cranial 

osteopathy and whether they should continue to be taught or used (Hartman, 2006; 

Zegarra-Parodi and Cerritelli, 2016; Monro, 2017). These ongoing struggles for the identity 

of the profession highlight the orthodox and alternative identities that underlie them, and 

what can be seen today is a profession that has a metaphorical boot in each camp, and 

which sits astride the divide between the orthodox and the unorthodox. 

The literature reviewed in this chapter provides context to this thesis and most importantly 

to the study’s conclusions. The following chapter explores this further by critically examining 

the theoretical perspectives relating to professions, the education of professionals and how 

this relates to the development of students’ professional identities. 
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Chapter 3: Theoretical perspectives and literature review   
 

3.1 Introduction 
 

The previous chapters described the context and rationale for this research study 

and introduced the context in which it was carried out. This Chapter reviews the 

literature relating to the key theories that influenced the development of the 

research questions and approach. 

This chapter begins by exploring concepts such as what it means to be “a profession” 

and relates this back to the historical development or professionalisation of 

osteopathy since it came to the UK. It then examines professions, the formation of 

professional identities, the factors that are thought to affect such formation and the 

literature concerning identity in general. It is important to highlight the distinction 

between professionalism and professional identity. Professionalism is a necessary 

component of identity, as it directly relates to patient safety and is an important 

component of regulation. However, professional identity as described in this thesis 

extends beyond definitions of what it means to be and act as a professional, to 

encompass a deeper understanding of what it means to become a member of the 

community of the profession of osteopathy and all that this entails.  
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3.2 The use of literature in this study 
 

Whilst there is some debate about the use of literature in grounded theory studies, it is 

generally accepted that any substantive literature review is delayed until after the main 

theory has been developed (Charmaz, 2014). This is to ensure that any resultant theory is 

based on and thus grounded in the data that was collected and not on existing theory or 

previous research  (Chun Tie, Birks and Francis, 2019). However, there are some instances 

where it is accepted that prior knowledge of the area of study and a short review of the 

main literature in the area is acceptable (Birks and Mills, 2015). 

Given that this study is constructivist in nature, it is acknowledged that any theory 

generated from the data will be a co-construction that also includes the past knowledge 

and experiences of the researcher as well as the participants. This past experience needs to 

be acknowledged and documented in a reflexive capacity to ensure the trustworthiness of 

the study, and this is discussed in section 4.5 

In this study, two separate literature reviews were undertaken. The first was a brief 

overview that was necessary to orientate the researcher and to gather enough information 

to inform the application necessary to progress and meet the needs of the doctoral 

programme. The second, more substantive review was undertaken at the end of the study, 

once all the data had been gathered and analysed and the theory had been generated from 

the data. This review is presented below: it provides necessary background information to 

the reader and aids in situating the findings within the wider field of research. 

Grounded theory methods, along with the use of literature, are discussed in more detail in 

section 4.3. Further information can also be found in section 4.5, where a more in-depth 
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discussion is undertaken with regard to when and how the literature was used within this 

research study.  

 

3.3 Professions  
 

3.3.1: Definitions of professions 
 

The term ‘profession’ has been defined in many ways. Most definitions refer to groups of 

individuals who unite to define and share standards, values and approaches to doing 

things. They are motivated ethically to help society in some way and possess specialist 

knowledge and independence in decision-making (Klass, 1961; Nicholson and Raval, 2009). 

They usually involve lengthy periods of study, have a body that regulates their behaviour 

and have some form of state recognition as a profession (Cruess, Johnston and Cruess, 

2004; Baxter, 2011). However, others would argue that it is the public’s conception of an 

occupational group that defines it as such, so whether it is sanctioned by government as 

being a profession or not, if it is not useful to society its status as a profession will diminish 

as its relevance to society also diminishes (Horn, 2016). So, whilst academics and 

government may hold a view of what a profession is or should be, it is only when that 

profession practices its science or art that it realises its true place in, and worth to, society. 

What it means to be a professional is tied up in political, social and cultural assumptions 

which change over time (Baxter, 2011), and this can be seen in the development of 

osteopathy, as discussed in Chapter 2. These assumptions pervade public awareness, 

eventually being reflected back to the professional via their social networks, such as 

parents and friends, as well as their practice (Baxter, 2011). These all influence the 

formation of a professional identity over time.   
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From a historical perspective, those wishing to develop a profession have sought to control 

entry and quarantine expertise, usually within teaching institutions, with the goal of having 

the occupational group recognized by the community within which they functioned. They 

sought recognition by government in the form of statutory regulation and the setting of 

standards. Weiss-Gal and Welbourne (2008) recognise this approach as “The power 

approach”. The power approach focuses on how professions establish control or 

dominance within a certain field. This is usually in response to external threats to their 

traditional roles in society. These threats can be from other occupational groups, 

government or employers. The profession responds to such threats through several 

mechanisms, usually trying to establish control over certain practices, limiting what others 

can do and setting rigid boundaries. This is discussed in relation to osteopathy in the next 

section. 

From a regulatory standpoint, protection of the public is the main focus of attention. This is 

achieved by ensuring academic quality and the publication and adherence to professional 

standards. Whilst regulators and guidance documentation tend not to be prescriptive in 

the content of academic courses, they can exert pressure on institutions to focus on issues 

such as the teaching of professionalism when they believe there is a need to do so. 

Academics have focused on the traits held by professional groups. Again, recognised by 

Weiss-Gal and Welbourne (2008) as the “traits” approach, this approach focuses on how 

professions function in and contribute to society and how their unique contribution to that 

society ensures its continued existence or demand. It emphasizes core traits of the 

profession, such as codes of ethics and standards, professional associations, regulation, 

and having a systematic body of knowledge.  
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There is little consensus on what the essential traits or attributes are, in order to describe a 

profession. Klass (1961), for instance, states that a university education, state licensing, a 

professional body and loyalty to a professional code are prerequisites of a profession. 

Cruess et al. (2004) suggest that a profession is a vocation, that its members must master a 

complex body of knowledge and skills, that it must be governed by a code of ethics that 

serves the public good, and that society in return grants it autonomy over the use of its 

knowledge base. Whilst there is little consensus, there are points of intersection, and 

Baxter (2011) reviewed the literature on professional identities of public sector 

professionals. She drew on several sources to produce five attributes that should be in 

place in order to claim professional status, which encompass most of these points of 

intersection. Table 1, below, sets out these attributes and where they can be identified 

with reference to osteopathy.  

Table 1: Comparison of osteopathy against attributes of a profession (Baxter, 2011) 

Attribute Osteopathy 

The professional will be supported by a professional 
body, within which registration may or may not be 
mandatory. 

Osteopathy has state regulation requiring all 
osteopaths to be registered with the GOsC in 
order to practice. 

The profession will have an established code of 
ethics. 

The GOsC requires all osteopaths to practice to 
the OPS, which include ethical standards 
expected of osteopaths.  

There will be a recognised scheme of baseline and 
continuing accreditation. 

Baseline accreditation is ensured by only those 
qualifying from a course with a Recognised 
Qualification (RQ) status being able to register 
to practice. 

The profession will operate to certain professional 
standards. 

Osteopaths are required to practice to the OPS 
and are held accountable to it. OEIs are also 
required to map their curricula to the OPS. 

Professionals will have a sense of the profession: 
that they will possess a professional identity that 
differentiates them from other professions, and via 
which other professions (and the public) can gain an 
understanding of what it means to be: a professional 
teacher, social worker, youth worker (or osteopath). 

Some osteopaths claim to have a distinct 
identity and others see themselves as generic 
Musculoskeletal (MSK) practitioners. 
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Osteopathy meets the above criteria, apart from the final one. This is a contentious point, 

as some osteopaths claim that they have a distinct professional identity where osteopathy 

is defined by its history, values, skills and knowledge. Others have a less well-defined 

professional identity and see themselves as similar to proximate professions such as 

chiropractic and physiotherapy (Thomson, Petty and Moore, 2014). 

3.3.2 The professionalisation of osteopathy 
 

The term ‘professionalisation’ relates to the development of the profession itself and how 

it came to be a recognised as a profession over time (Edgar, 2011). It would usually involve 

the development of a craft, trade or para-profession that evolved into a profession as it 

became more specialised, required a greater degree of education, developed increasing 

skill and became increasingly valuable to society (Horn, 2016). 

As explored in Chapter 2, since it came to the UK in the early part of the twentieth century, 

osteopathy has struggled to find acceptance, recognition and status and to establish itself 

as an autonomous profession. Several failed attempts were made in the 1930s to gain 

statutory regulation for osteopathy to ensure that the title ‘osteopath’ was protected. 

These were strongly opposed by competing professions such as medicine, chiropractic and 

physiotherapy. This tension culminated in the Commons Select Committee meeting on 4th 

March 1935, which considered the Registration and Regulation of Osteopaths Bill. 

However, the Bill was withdrawn due to opposition and lack of organisation and a 

recommendation was made by the select committee that a voluntary register should be 

established. As a result, in 1936 the General Council and Register of Osteopaths (GCRO) 

was formed (Walker and Budd, 2002; Collins, 2005).  
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Failure to gain statutory regulation meant that for many years, the profession of 

osteopathy remained fragmented. Some sources suggest that it shunned contact with 

allopathic professions and began to rely wholly on popular support (Baer, 1984; Collins, 

2005), yet eventually it began to re-engage and use strategic elites to further its course for 

state regulation and an identity as a profession in the eyes of the law (Baer, 1984). Collins 

(2005) contends that it was this lack of statutory regulation that caused the fragmentation 

and meant that anyone (no matter what their training) could practice as an osteopath. 

Wide variations of training duration, content and quality existed. Several competing 

voluntary registers were established after the recommendation from the select committee 

in 1936 (Collins, 2005). By the time the GOsC was established in 1993, there were at least 

four voluntary registers admitting students from different training establishments and 

holding varying professional identities. Some were allied to other professions, such as the 

British College of Naturopathy and Osteopathy, whose graduates were eligible to register 

with the British Naturopathic and Osteopathic Association (Baer, 1984). These were closely 

aligned to naturopathic theories of disease and its treatment and the London College of 

Osteopathic Medicine, which only admitted qualified medical practitioners for training, 

producing osteopaths more closely aligned to the American model of the physician 

osteopath. 

During the time between osteopathy arriving in the UK and the Osteopaths Act of 1993, 

the link with American osteopathic institutions faded and osteopathy in the UK and 

America diverged. American osteopathy eventually gained the same rights to practice as 

allopathic medicine. Its practitioners’ identity became established as physician osteopaths, 

with the right to prescribe and carry out surgery (Seffinger et al., 2011). The UK model 
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focussed more exclusively on manual therapy and treating musculoskeletal conditions, 

establishing its practitioners’ identity as non-physician osteopaths or simply osteopaths. 

In 1993, the Osteopaths Act was passed: it required state registration of all those claiming 

to be osteopaths in the UK and established the General Osteopathic Council (GOsC) as the 

body to regulate, promote and develop the profession. By 2001, all undergraduate 

osteopathic institutions (OEIs) in the UK had to have recognised qualification (RQ) status 

conferred on them by the GOsC.  

The Act established the GOsC as the statutory body charged at the time with the regulation 

of the profession. At the same time, the British Osteopathic Association established itself 

as the trade body to represent osteopaths. Together, these two institutions, along with the 

undergraduate educational institutions, influence discourse that can have a profound 

effect on students, professionals, policy makers and the public.  

Soon after statutory regulation came into force in 2001, the GOsC took the decision to 

make all osteopaths register again rather than grandfathering those who had qualified 

prior to establishment, which allows all osteopaths after that point who had gained 

registration to say they met the level of requirement necessary to undertake safe and 

competent practice and thus establish a narrative that this was a profession taking itself 

seriously for the public good (Collins, 2005). 

In 2017, NHS England officially recognized osteopathy as an allied health profession (NHS 

England, 2017). In so doing, it gave osteopathy a standing that it had never had before. It 

legitimized the profession in the eyes of the state healthcare system and thus gave 

osteopaths rights to apply for and work in positions from which they had hitherto been 

barred.  



28 
 

The identity of the profession in the UK is firmly rooted in its history, which has been one 

of struggling for recognition from the establishment: one that worked autonomously from 

the national health system and was more aligned to alternative rather than to 

complementary medicine. This has changed over the years, with osteopathy increasingly 

being seen as a mainstream option for musculoskeletal pain and dysfunction. 

3.3.3 Summary 
 

The meaning of a profession and what it means to be a professional in any given society at 

any given time is constantly being negotiated (Evetts, 2011). Whilst there is some 

contention around what constitutes a profession, there is general agreement that having 

certain traits, having power devolved to it by government and being recognised as being a 

profession by the society which it serves would from all perspectives mean that a given 

grouping would be considered to be a profession. Along with these attributes come 

professional and regulatory bodies, which set standards of training and produce codes of 

practice and ethics that professionals are expected to follow. These act to protect the 

reputation of the profession and the public that it serves and to communicate information 

to both, and thus influence the profession’s and the professional’s identity. These 

attributes also act as anchoring markers (Baxter, 2011) which can secure professional 

resilience and provide an idealised version of the profession for its members to aspire to 

and model from. 

Educational programmes are expected to map their curricula against these standards and 

teach students to be professionals through the teaching of professionalism and whilst this 

will influence student’s identity it is important to note that professional identity 
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encompasses many more aspects of the role and how It is undertaken than just 

professionalism itself.  

 

Since its inception and migration to the UK, osteopathy has sought recognition as a 

healthcare profession equal in standing to other professions. Only in the last 30 years has it 

gained all three attributes so that it can be considered a profession. It now has a single 

professional association and regulatory body that set standards of training, standards of 

professional behaviour and patients’ charters. These are used by professionals, 

government institutions and society to understand the profession and what it means to be 

an osteopath in the UK today.  

 

3.4 Identity 
 

3.4.1 Background 
 

It is important to understand the main theories around the development, maintenance and 

contents of identity in order to enquire into and understand professional identity 

development (Monrouxe, 2016). The term “identity” has been used to signify many 

different things, from people’s internal meaning systems to characteristics and attachments 

conferred through group memberships or even positions taken in conversations (Vignoles, 

Schwartz and Luyckx, 2011). 

It has been postulated that one’s identity can guide, motivate, validate and give people 

meaning and purpose (Spears, 2011), and that it comprises not only “who you think you 

are” internally but also “who you act as being” in how you display yourself to the world 
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(Vignoles, Schwartz and Luyckx, 2011) and the recognition that these characteristics or 

actions receive from other individuals or groups. The meanings that these identities convey 

can be shared by members of groups, by individuals or by society at large (Burke and Stets, 

2009).  

There are many ways to conceive of and represent identity, ranging from solely being the 

product of the mind (Årseth et al., 2009) to being formed in social interaction (Bucholtz and 

Hall, 2005), with disciplines from sociology, anthropology and  psychology each espousing a 

different viewpoint (Vignoles, Schwartz and Luyckx, 2011). A further complication is that 

researchers use numerous theoretical perspectives to explore identity. These range from 

positive ontologies, which see identity as solely a construct of the mind that is there to be 

discovered, to more subjectivist approaches, which see identity as only being formed in 

interactions between people, and anything in between (Monrouxe and Rees, 2015). 

It is important to understand the evolution of how identity has been viewed, researched and 

conceptualised over time in order to appreciate how professional identity development is 

conceived of in healthcare today. Most of today’s conceptions of identity can trace their 

roots back to Erik Erikson’s construct of ego identity (Erikson, 1995). Erikson believed that 

there were two fundamental issues that late adolescents must confront: the choice of an 

occupation and the formation of an ideology. He believed that confronting these choices 

was a process that had to undergone in order to choose an identity in those domains 

(Waterman, 1999). According to Erikson, commitment to an occupation and ideology was 

followed by a period of trial and error and then a period of reflection, where past patterns 

are examined, tried out, discarded or integrated into the new identity (Kroger and Marcia, 

2011). Whilst Erikson did acknowledge that identity was subject to social influence, his main 
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focus was on the internal construct: he saw identity as a stable structure that was resistant 

to change over time (Schwartz, 2001), and in this regard it was seen as something that could 

be documented and described. The positivist, individualist nature of Erikson’s theories 

(Rattansi and Phoenix, 2005) and the lack of precision in his writing on which to base 

evaluative enquiry (Schwartz, 2001) are the main criticisms levelled at his work. 

Nevertheless, his theories have been the major influence on both theorising about and 

research into identity since their development.   

 

3.4.2 Marcia’s identity statuses 
 

One of the most widely researched approaches based on Erikson’s theories is Marcia’s 

identity status model (Marcia, 1966). Marcia developed a system of classification based on 

two criteria: exploration and commitment. Exploration referred to a period of trying out, 

thinking and sorting roles and life plans, while commitment referred to how invested the 

individual was in a belief or a course of action (Kroger and Marcia, 2011). Like Erikson, 

Marcia believed that in late adolescence, individuals went through a period of 

contemplating and experimenting with different roles and life plans before committing to an 

identity. Marcia’s theory classified individuals into four different identity “statuses” based 

on the amount of exploration and commitment in the areas of occupation and ideology 

(Kroger, Martinussen and Marcia, 2010). The main tools Marcia developed and 

subsequently used to explore this concept were the qualitative “identity status interview” 

and the quantitative “ego identity incomplete sentence blank tool”. After thousands of 

these tools have been applied and other empirical research undertaken, a clear portrait of 

the characteristics of the four identity statuses has emerged (Kroger and Marcia, 2011). The 
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identity statuses Marcia described were Achievement, Foreclosure, Moratorium and 

Diffusion, and these will be discussed below.  

Two of the statuses suggested by Marcia demonstrated high commitment (Achievement 

and Foreclosure), while the other two demonstrated low levels of commitment 

(Moratorium and Identify Diffusion). High levels of commitment mean that individuals 

spend less time exploring possible identities and commit to an identity more easily. 

Achievers, for instance, spend some time exploring possible identities before committing 

and by so doing have an active role in constructing their own identity. Achievers are said to 

be associated with high levels of self-esteem, reasoning, higher-level ethics and low levels of 

authoritarianism (Monrouxe, 2016). In contrast, foreclosers commit to an identity with little 

or no exploration. They are thought to take on the identity of significant others, rather than 

explore and construct their own identity, and it is said that they show higher levels of 

authoritarianism (Berzonsky and Adams, 1999). Those displaying low levels of commitment, 

such as moratoriums, are said to engage in a lengthy period of exploration and struggle to 

commit to any identity, as their future direction is thought to be vaguely defined (Kroger 

and Marcia, 2011). Those in the diffusion group have been shown to engage in little 

exploration or even commitment (Kroger, Martinussen and Marcia, 2010). Marcia's identity 

statuses have been found to have a range of different constructs associated with these 

positions. Whilst there has been little use of this in healthcare education, some findings can 

be said to be applicable to this context. It is claimed, for instance, that identity achievers 

show higher levels of conscientiousness (Chaytor et al., 2012), which Monrouxe (2016) has 

linked to professionalism. Achievers are also said to have higher levels of moral reasoning 

(Kroger and Marcia, 2011) and to perform better than others in stressful situations (Marcia, 

1966). However, little work has utilised this theory in healthcare education (Monrouxe, 
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2016). Marcia did, however, make a plea that professional programmes should provide 

opportunities for the study and exploration of ideas and values rather than merely focussing 

on academic qualifications, seeing this time as a prime opportunity for students to explore 

their identity (Kroger and Marcia, 2011).  

Since the inception of Marcia’s identity status paradigm, the original domains of occupation 

and ideology have been expanded by many researchers to encompass domains such as 

friendships, dating, values and even recreation (Schwartz, 2001). Additionally, many 

different methods of measuring identity statuses have been developed, with many different 

methods of administering them. However, the validity of these measures has been brought 

into question. Van Hoof (1999), for instance, questions whether the current identity status 

methods have been adequately validated and as such measure what they claim to be 

measuring. Both Schwartz (2001) and Van Hoof (1999) question whether the identity status 

model still has use, given the focus on the individual to the exclusion of social factors. 

Additionally, Berzonsky and Adams (1999) postulate that the model’s adherence to the 

conception that identity develops in a fixed sequential manner cannot be supported by the 

data. Others suggest that it under-represents Erikson’s theory, particularly with respect to 

value orientations and psychosocial moratoria (Schwartz, 2001), has not been cross-

culturally validated, and conflicts with current understandings of how identity develops (Van 

Hoof, 1999). 

In an effort to address some of the perceived weaknesses of Marcia’s model, alternative 

models were developed that either extend elements of Marcia’s paradigm in greater detail 

or expand upon the original concept (Schwartz, 2001). Below, I have chosen two 
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approaches: Berzonsky’s social cognitive approach and possible identities. These two 

models demonstrate the breadth of thinking in this area. 

3.4.3 Berzonsky’s identity styles 
 

Berzonsky extended elements of Marcia’s paradigm by developing an approach which 

conceptualised identity as a cognitive structure that provided a personal framework for 

problem-solving, decision-making and for the interpretation of information (Berzonsky, 

2011). The term ‘identity style’ refers to the strategies that may be used when undertaking 

or avoiding tasks associated with the construction and maintenance of identity (Bosch and 

Card, 2012). This model proposes a constructivist perspective (Berzonsky, 2011) where 

rather than identity being discovered, people play an active role in constructing their reality 

and identity (Berzonsky, 2004), so an individual’s reality reflects their own personal 

interpretations of events. However, Berzosky’s theory also assumes a reality external to the 

individual that we are unable to perceive (Berzonsky, 2004). He postulates that individuals 

actively seek identity-relevant information from a variety of sources, such as peers, parents 

and others, via modelling behaviour and through education or instruction (Berzonsky, 2011).  

Marcia’s identity statuses are seen as places rather than developmental processes. 

Berzonsky claimed to have formulated a process model that can be used to study individual 

differences in identity formation (Schwartz, 2001). He proposes that there are three 

different types of process that are used to engage with or avoid identity conflicts and issues, 

and proposes that people can be classified as undertaking different types of identity-

relevant processing style (Monrouxe, 2016). He named these processes informational, 

normative, and diffuse avoidant, and suggested that they function on three levels.  
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Berzonsky claims that individuals with an informational processing style are natural sceptics 

and open to new ideas and alternatives, so they actively seek out information and use 

formal reasoning strategies to help them resolve identity conflicts (Van Hoof, 1999). It has 

been shown that their reasoning focusses on personal values, goals and standards. They 

value autonomy and can self-regulate (Berzonsky, 2011). In contrast, individuals with a 

normative processing style internalise goals and values, which they appropriate from 

significant others or referent groups (Monrouxe, 2016). They make premature 

commitments without fully evaluating the information, and Monrouxe (2016) postulates 

that they will follow strong role models unquestioningly. Those with a diffuse-avoidant 

processing style show reluctance to tackle identity conflicts. They delay for as long as 

possible, and as a result of this, choices are often made for them (Berzonsky et al., 2011; 

Bosch and Card, 2012). They also emphasise social attributes of themselves such as 

reputation or popularity and are concerned with how others view them, and 

conscientiousness has been negatively linked to the diffuse avoidant approach (Berzonsky, 

2011).  

Berzonsky postulates that most healthy individuals should be capable of utilising all three 

strategies (Schwartz, 2001). However, it is also noted that individuals do seem to display a 

preference for one strategy above others and this may be related to motivational factors 

such as the need for structure, knowledge and cognition (Berzonsky, 2004). The implications 

of this work in an educational setting may mean that some styles are more conscientious 

and others may be overly influenced by certain role models.   

Whilst Berzonsky’s Identity style model has been shown to have more stability across 

cultural contexts than Marcia’s identity statuses (Schwartz, 2001), it has the same inherent 
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weaknesses as Marcia’s model: that identity is seen to be stable over time, that it does not 

fully represent Erikson’s theory, on which it is based, and that identity is largely considered 

to be wholly represented internally. It is also questionable whether this approach is valid in 

adult populations (Schwartz, 2001). 

3.4.4 Possible identities 
 

Possible identities are a way of viewing identity that seeks to re connect with Erikson’s 

adolescent identity development and extend Marcia’s model. It is seen as a process of 

defining oneself in a particular historical, cultural, and sociological time period (Oyserman 

and James, 2011).  

Possible identities are internal theories of who one could become, which are based on an 

assessment of one’s own characteristics, strengths and weaknesses (Oyserman and James, 

2011). They can be both positive and negative, involving aspects that one wishes either to 

attain or to avoid. One’s future identities are viewed as self-theories which are constructed 

from one’s past experiences and have been shown to influence how information about the 

self is processed (Markus, 1983; Markus and Kunda, 1986). It is thought that they can 

determine which stimuli are attended to, which stimuli are remembered, and what types of 

inference are drawn from them (Markus and Nurius, 1986). 

Holding future identities has been shown to affect attainment, but only when students are 

able to develop strategies to link future identity and the current actions necessary in order 

to attain the imagined future self (Markus and Nurius, 1986). This linking is important. One 

can generate any number of possible identities. However, they will not be attained unless 

the identity and the specific action are linked, and the action undertaken. It has been 

shown, for instance, that students who are able to demonstrate linking strategies between 
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action and future identity have better outcomes, but that the development of these linking 

strategies is mediated by context, such as socioeconomic status (Horowitz et al., 2020). 

The impact of role models has been explored with regard to future identity in children and 

adolescents throughout the last century. Oyserman (2011) highlights that younger children 

identified their role models as those people who were immediately around them. In middle 

childhood, this shifted to famous athletes or movie stars, and later shifted back towards 

those in their immediate circle, such as aunts, uncles, siblings and neighbours. Parents were 

most often mentioned as those with traits that they value (Havighurst, Robinson and Dorr, 

1946; Teigen et al., 2000). It has also been noted that adolescents tended not to choose a 

single ideal role model, preferring to form composite ideal identities abstracted from a 

number of people (Oyserman and James, 2011). They also tended to be much more detailed 

in their reasoning for choosing a particular role model and they identified moral and social 

qualities above others, including achievement and popularity (Teigen et al., 2000).  

Although early researchers of this aspect of identity focused on identifying who role models 

were rather than on the desired content, Oyserman (2011) points out that the narrative 

content from this early research still survives and it clearly demonstrates that children were 

describing the content of their future self and its implications for action. 

The above highlights the role that future identities may play in the construction of a 

professional identity. However, caution should be exercised when drawing conclusions. 

Much of the research into the part role models have to play in future identity construction 

was undertaken in the early and mid-twentieth century, when rigour was less of a focus. 

However, this also has to be contrasted against more recent work, such as the study 

conducted by Teigen et al. (2000), which demonstrated similar results. 
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3.4.5 An integrated view of identity  
 

The identity theories that have been examined above represent a small but relevant 

selection of the theories that exist. Schwartz et al. (2011) produced a handbook of identity 

theory and research, which they claim is an attempt to bring together identity theories and 

group them to provide a more integrative view of identity. They list at least thirty theories, 

ranging from those considered to have a personal perspective to those espousing a social 

perspective, and theories that look at identity with regard to race, gender, occupation, 

family, health and many other aspects. Other approaches to organising or categorising 

identity theory have been suggested. Some authors have sought to organise these theories 

either by process, such as self-discovery or self-construction, or by structure, such as 

personal identity components, social identity components and cultural contexts (Schwartz, 

2001). Others have sought to present an integrated picture of identity (Monrouxe and Rees, 

2016). The approaches that contribute to this integrated picture typically focus on one or 

more of three different levels of organisation through which identity may be viewed or 

conceived. These unifying theories seek to understand identity from multiple interrelated 

perspectives, thus claiming to provide a more encompassing view of identity. There are two 

main “identity theories” that have sought to do this, namely Jenkins’ (2008) Social Identity 

and Burke and Set’s (2009) Identity Theory. Both theories conceive of identity as being 

composed of different levels or orders, with each level seeing identity from a different yet 

interrelated perspective. These levels or orders comprise personal level, interactional or 

social level, and role or institutional level identity processes that make up the overarching 

theory of identity.   
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Jenkins’ (2008) theory of social identity seeks to integrate individual and collective 

approaches. He postulates that the two are routinely entwined and that they only come into 

being within interaction, and therefore that the individual and collective must be given 

equal weight (Jenkins, 2006). He suggests that our experience of the worlds we construct 

can be best understood as three distinct yet interrelated orders, as set out below: 

• The individual order is the human world as made up of embodied individuals and 

their cognitions.  

• The interactional order is the human world as constituted in relationships between 

individuals, in what goes on between people. 

• The institutional order is the human world of pattern and organisation, of 

established ways of doing things.  

 

Jenkins identifies the importance of the internal-external dialogue, such that what we 

identify with internally needs to be externally sanctioned in order to have meaning. In the 

individual order, individual identity is seen as meaningless in isolation from the rest of the 

world, and so Jenkins posits that identity is socially constructed. He also acknowledges, 

though, that there are processes that occur internally to make sense of information, solve 

problems and represent ourselves. In the interactional order, he asserts that how others see 

us is as important as how we see ourselves and that the two affect each other in an endless 

spiral of identifying and being identified. Within the institutional order, Jenkins suggests that 

institutions are established patterns of doing things: they are task-orientated collectives that 

classify individuals and set ways of doing things. Jenkins’ theory is complex, and whilst his 
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categories for viewing identity have received consideration (Monrouxe, 2016), the theory 

itself has yet to receive much attention and thus remains largely unexplored. 

The existence of these attempts to integrate and unify theory indicates the changing 

approach, which is to see identity as including multiple interrelated aspects that include 

individual, social and organisational aspects. 

 

 

 

 

3.5 Professional identity 
 

3.5.1 Professional identity: why is it important? 
 

Professional identity has been described in a variety of ways, from being “an individual’s 

conception of her/himself as a professional” (Christmas and Cribb, 2017, p.13) to “a 

representation of self, constructed over time during which the characteristics, values, and 

norms of the profession are internalised, resulting in an individual thinking, acting, and 

feeling like a member of that profession” (Cruess et al., 2014, p.1447). Neither of these 

definitions, however, recognises the other identities that members of that profession 

possess or the impact they may have on their professional identity. There do seem to be 

core elements to professional identity, and these relate to the profession itself, the 

individual’s conception of that profession and the individual’s identification with the 

profession’s values and norms. 

Professional identity and its formation have been studied in numerous professions, from 
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medicine (Monrouxe, 2009a; Goldie, 2012; Wong and Trollope-Kumar, 2014) to teaching 

(Leijen, Äli and Kullasepp, 2013; Hsieh, 2016) and counselling (Brott, P. Myers, 1999; Gibson, 

Dollarhide and Moss, 2010) using a myriad of approaches, including grounded theory 

(Auxier, Hughes and Kline, 2003; Pratt, Rockmann and Kaufmann, 2006; Gibson et al., 2010), 

and through several lenses, including social identity theory (Willetts and Clarke, 2014) and 

cultural-historical activity theory (Ryynanen, 2001). The field is vast, and whilst some 

methods endure, no single way to research or conceive of professional identity has become 

more dominant than any other. 

Monrouxe, Rees and Hu (2011) postulate that professionals develop their professional 

identity through a process of internal identification, and that this is necessary for them to 

begin to be able to regulate their behaviour in a professional manner. Monrouxe (2009) 

goes further by stating that the development of a strong professional identity helps 

professionals to practice with a ‘professional demeanour’, thus giving themselves and 

others confidence in their abilities. She posits that even if students learn all the knowledge 

and skills required for them to practice, they will ultimately find working in the field to be 

more difficult if they have not developed their professional identity.  

Baxter (2011) states that having a clear professional identity has been shown to provide a 

sense of belonging and worth. It has also been posited that it aids the process of 

socialisation into the profession (Cruess, Cruess and Steinert, 2018), and it has been linked 

to better quality of care (Professional Standards Authority, 2016). Weak professional 

identities, on the other hand, have been linked to lower levels of motivation, commitment 

and public confidence. This, as a consequence, is believed to  contribute to a reduction in 
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the attractiveness of a profession to students, whilst also leading to higher levels of attrition 

in existing members (Baxter, 2011). 

 

3.5.2 Professional identity formation 
 

Professional identity formation has been linked with the same processes through which 

people develop their personal identity (Cruess et al., 2015). However, professional identities 

are likely to hold identity content that is more situated and specific to that profession. As 

can be seen from the above review of the literature on identity development in individuals, 

there is evidence to demonstrate that individuals continuously organise their experiences 

into a meaningful whole that incorporates their personal, private, and public selves. As 

people move through life phases, they gain experience and develop the capacity to 

construct an increasingly complex persona (Berzonsky and Ferrari, 1996). The theoretical 

approaches to identity formation suggested above highlight three levels or orders through 

which identity is influenced and developed, all of which are relevant to professional identity 

development (Monrouxe and Rees, 2016). The three levels indicated are individual level 

contents and processes, relational level contents and processes and institutional level 

contents and processes. 

The individual level includes the influence of things like personal characteristics, values and 

hopes about the future. The social/relational level expresses the influence of significant 

others, such as family members, friends and mentors (Cruess et al., 2015). The institutional 

domain reflects the impact of the institutional processes, messages and ways of doing things 

(Jenkins, 2006). 
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3.5.3 What affects professional identity development? 
 

As mentioned in the opening chapter, there is little evidence regarding the professional 

identity development of osteopathy, its practitioners or its students. The research explored 

below represents evidence from a range of related professions such as medicine, 

physiotherapy and nursing, which all have both academic and clinical components to their 

undergraduate programmes and share a similar legal status in the UK. Whilst there are 

similarities, there are also significant differences in the public’s view of these professions 

and in how undergraduate programmes are delivered, and so the evidence needs to be 

understood in that context. 

A number of factors have been shown to affect the professional identity of undergraduate 

professionals, and these will be examined below. 

3.5.3.1 Participation in the community’s work 

 

Cruess, Cruess and Steinert (2018) suggested that the desired educational goal of 

undergraduate medical programmes is not only to teach clinical skills and their associated 

knowledge: they should also focus on developing a professional identity and more 

specifically on students’ value system and their perception of the self. This includes personal 

attributes and roles. They believe that the expressions of specific actions, norms and 

aspirational goals serve to guide and reinforce emerging behaviour patterns (Cruess et al., 

2014). They postulate that this is best done whilst undertaking the work of the community 

and suggest Lave and Wenger’s (2011) situated learning theory and more specifically 

communities of practice as a way in which this can be achieved (Cruess, Cruess and Steinert, 

2018). Christmas and Cribb (2017) also noted the importance of communities of practice in 

the formation of professional identity, noting how they provide alignment where members 
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of the community expect things of each other and so are aligned in key areas. They also 

note that they form norming behaviours where members of the community hold each other 

to account.  

The place where this community is enacted in osteopathy and similar disciplines such as 

physiotherapy and medicine is in the clinical environment, when interacting with mentors 

and role models. Cruess et al. (2015) described role models as being admired for their ways 

of acting and being, and mentors as trusted and experienced counsellors who have a much 

closer relationship to learners and are members of the community which they aspire to join. 

In another paper, Cruess, Cruess and Steinert (2018) also state that both play a crucial role 

in transferring both explicit and tacit knowledge to learners. However, they fail to point out 

that mentors can also be role models and vice versa, and acknowledge that students tend 

not to identify one ideal but rather form composites made up of several different people 

(Oyserman and James, 2011).   

There is evidence to suggest that being involved in a community of practice does help 

professionals in training to construct the professional identity. Wong and Trollope-Kumar 

(2014), for instance, carried out a study with undergraduate medical students and found five 

themes associated with professional identity development. Most notable were role models 

and patient encounters. The researchers concluded that environments that are nurturing 

and supportive are important in students’ professional identity construction. Monrouxe et 

al. (2011) demonstrated that with medical students, exposure to early patient encounters 

and opportunities for discussion in small groups help students to develop a rich and 

multifaceted understanding of professional identity. 
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Côté and Leclère (2000) explored the importance of role models in medical students’ 

professional identity development, especially in clinical encounters during residency. They 

noted that students paid particular attention to aspects of the doctor–patient relationship, 

including both knowledge and communication. Sambunjak, Straus and Marusic (2010) echo 

these findings in their systematic review of mentoring in medicine when they conclude that 

in order to be successful, both commitment and interpersonal skills are paramount, and that 

the environment in which this mentoring happens needs to facilitate these aspects.  

Situated learning theory (Lave and Wenger, 2011) has been suggested by several authors as 

a possible way to assist students with their professional identity development (Cruess, 

Cruess and Steinert, 2018). It offered an alternative to the cognitivist learning theories that 

dominated at the time. It questioned the assumption that decontextualized classroom-

based learning was as effective as other more social methods such as learning through 

doing. Handley et al (2006) suggest that the cognitivist approach is founded on a positivist 

assessment that knowledge reflects an objective reality that is understood by all. Situated 

learning theory, however, posits that individual learning should involve the development of 

an identity which provides commitment to a profession through participation in the work of 

the community. Lave and Wenger (2011) claim that knowledge is provisional and socially 

constructed. Others have raised concerns regarding the focus on communities of practice, 

as communities are said to reinforce and perpetuate some behaviours that may not be fair 

or optimal. The exclusion of women and minorities in the medical profession, for instance, is 

cited by Cruess, Cruess and Steinert (2018) as one such criticism. The ever-changing 

demands of the society as a whole on communities and the implications of this on 

knowledge management has also been highlighted (Roberts, 2006). Despite these criticisms, 
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it is important to consider the impact of communities of practice on those who work within 

them and how this affects professional identity development. 

3.5.3.2 The perceptions of wider society 

 

The perceptions that wider society has of professional identity development have also been 

highlighted. It is believed that the views and conceptions held by society as well as the 

status afforded to the profession are reflected back to professions, which then has an 

impact on professional identity (Baxter, 2011). Wilson et al. (2013), for instance, note how 

status and standing within society can affect professional identity development in medical 

students by placing social expectations on them.  Others have noted that the lack of public 

expectations or having a diverse public image also has an influence. Hoeve et al. (2014) 

concluded that nurses needed to work harder to improve their public image, as they found 

that nurses’ image was understood differently by different people and therefore 

incongruous.  

3.5.3.3 Professional skills and knowledge 

 

An important element in the development of professional identity, especially within the 

medical professions, is the attainment of skills. Aguilar et al. (2013), for instance, explored 

the professional values of Australian physiotherapists. They noted as one of their main 

themes the importance of clinical skills and knowledge, which encompassed practising 

safely, knowing one’s limitations and maintaining boundaries. Alves and Gazzola (2011) also 

note the importance of skills in the identity of professional counsellors. Christmas and Cribb 

(2017) reviewed the literature in relation to professional identity and regulation. They also 

highlighted the importance of skills and professional identity and noted a complementary 

relationship between skills of the trade and training to create professional identity. In 
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contrast, Noble et al. (2014) highlight the lack of opportunities for pharmacists to practice or 

even observe clinical skills as a negative factor in the professional identity of undergraduate 

pharmacists.  

3.5.3.4 Existing identities and values 

 

As mentioned in section 3.4.3.1, Cruess, Cruess and Steinert (2015) identified past or 

existing identities as central to the representation of professional identity development in 

medical students. They note that when students enter medical school, more stable 

elements of their identity will already be formed to differing extents. They include in this 

things such as genetic inheritance, including their sex, race, and personal characteristics, as 

these in part determine who they are. They also acknowledge that life experiences could be 

a major influence. All of these not only shape the person they are but will influence the kind 

of professional that they will become (Cruess, Cruess and Steinert, 2018). Leijen, Äli; 

Kullasepp (2013)have also recognised the importance of past or present identities and their 

contents on developing professionals, seeing both personal and professional identities as 

being intertwined.  

The research that has enquired into this element of identity has identified several elements 

that seem to support professional identity development. These tend to complement or 

enhance what would be expected of a healthcare professional and in all likelihood relevant 

in that person’s decision to pursue a career in healthcare. Rassin (2008) undertook a study 

of nurses’ personal and professional values. He claimed that nurses’ personal values, such as 

honesty, responsibility and intelligence, support their professional values of human dignity, 

equality amongst patients and prevention of suffering. These support their professional 

identity and acknowledge the implication of these values on their choice to become a nurse 
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and the kind of nurse they become. Leners, Roers and Picconi (2006) echoed these findings 

in a study undertaken in the United States via pre- and post-entry questionnaires to nursing 

student applicants. They noted that students who participated in the study entered the 

programme with some professional values already well established, and they believed those 

values to be inherent in individuals drawn to the profession. Whilst both studies applied 

questionnaires with tabulated values already ascribed and did not speak directly to the 

participants to gain more depth of understanding, the results do add to the understanding 

in this area.  

3.5.3.5 Dressing the part 

 

Whilst there is literature looking at the role of uniforms on the identification with and 

professional identity of professions, much of it is written by the professions it seeks to 

research and mainly consists of opinion rather than empirical research (Timmons and East, 

2011). However, an exploration of the role of dress on professional identity formation does 

add to understanding. Uniforms serve several functions. Joseph and Alex (1972) state that 

uniforms act to certify legitimacy, indicate status and supress individuality. They point out 

that they bestow upon the wearer a sense of membership and allegiance to the same set of 

rules. In this sense, they also bestow the beholder with a sense of identity and belonging. 

Rafaeli and Pratt (1993) echo these points by suggesting that uniforms affect compliance 

with values and standards and signal to others the legitimacy of the wearer. Timmons and 

East (2011) reported on attempts to make all healthcare workers (except medical 

practitioners) wear the same uniform in one hospital. They found that uniforms were very 

important to professionals in terms of defence of professional boundaries and status. They 

also noted their contribution to professional identity. Whilst the above highlight how some 
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view uniforms, the study with the most relevance to professional identity development is 

that of Pearson et al. (2001), who interviewed nurses regarding their opinions on uniforms. 

Interestingly, they found that uniforms were most important to those who had most 

recently qualified, as they gave them a sense of belonging, made them feel safe and 

indicated a rite of passage. 

3.5.4 Professional identity formation in osteopathy 
 

Whilst there is a significant body of literature regarding professional identity formation in 

professions such as medicine and nursing, there is little information regarding professional 

identity formation in osteopathy. Whilst we can gain some insights from work undertaken in 

those other professions, differences in training context, work patterns, society’s 

understanding of the profession and historical development make direct comparisons 

difficult.   

Thomson et al. (2014) undertook a grounded theory study examining qualified osteopaths’ 

professional views, identities and conceptions in the UK. Their findings suggest that 

osteopaths held different views and perceptions of their identity and that these were 

related to their views of health and disease and their clinical approach with patients. They 

also noted that there was variation in how osteopaths viewed themselves in relation to 

other proximate healthcare professions such as physiotherapy and chiropractic, which may 

influence identity. They suggest that future studies could explore how these views, 

identities and conceptions of osteopathy evolve through undergraduate education. 

However, most of the sample used were both educators and osteopaths, which makes 

transferability to the wider osteopathic community, and especially to undergraduates, 

difficult. 
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Clarkson and Thomson (2017) also undertook a grounded theory study of professional 

identity in osteopathy. This was solely with final-year osteopathy students. The aim of this 

study was to describe these students’ professional identities and define how developed 

these identities were at that point in time. The researchers did not set out to understand 

the factors that contributed to the development of identity or make recommendations as 

to how professional identity could be supported in osteopathy.  They concluded that the 

effect of osteopathic training on professional identity development is not known and 

recommended that further research be undertaken in this area. Their findings suggest that 

final-year osteopathy students held differing professional identities. They grouped these 

into four categories, which were:  

• Approach to patient care 

• View of osteopathy 

• Learning experience 

• View of practical skills 

 

They noted that the level of participants’ professional identity varied, which enabled them 

to be placed on a continuum. This continuum included ‘under construction’, ‘transitioning’ 

and ‘constructed’ identities. This finding is interesting for two reasons. First, given that the 

researchers interviewed only final-year students at the same point in time, they displayed 

remarkable variation in identity development based on their suggested continuum. There 

is evidence to suggest that having a strong professional identity aids socialisation (Cruess, 

Cruess and Steinert, 2018). This is linked to better care and adherence to standards and 

norms (Professional Standards Authority, 2016), and that having weak identities facilitates 

attrition from the profession, low public confidence and reduced motivation of 

practitioners (Baxter, 2011). It highlights the need to better understand what contributes 
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to student osteopaths’ professional identity development so that undergraduate 

programmes can shift them further down the continuum towards having a stronger, more 

fully formed professional identity at graduation. Secondly, the presented continuum 

suggests an end-point to professional identity construction, which some participants, 

despite still being undergraduates, seemed to have already achieved. This is in contrast to 

many authors’ belief that professional identity continues to be constructed well into 

professional life (Cruess et al., 2015; Monrouxe and Rees, 2015).  

Neither of the above studies looked at which factors contributed to the construction of 

professional identity. However, some insights can be drawn. Osteopaths and osteopathic 

students do develop an identity as osteopaths. There does seem to be an underlying 

process, and this process may be related to the views the participants hold regarding what 

they do and how they view themselves with regard to other professions.  

 

3.6 Research question and aims 
 

There were several reasons for choosing to undertake a study into this subject. As 

highlighted in Chapter 1, my own interest in the area and a desire to understand how 

students make sense of their professional identity when it is not considered in curricular 

design or given attention by educators in osteopathy fascinated me. Undertaking the 

limited literature review required to carry out the study enabled me to be more focussed 

with my research questions and the aims that underpin the study and allowed me to 

understand what students believed to contribute to their professional identity formation. 

Consequently, I developed the research questions below, which will be discussed again in 

relation to the findings in Chapter 7.  
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  1a. What understanding do students have of their professional identities? 

  1b. What factors do osteopathic students believe contribute to the formation of 

their professional identities? 

  1c. What recommendations can be made in light of the findings to support 

professional identity development? 

The overarching aim of this study is to provide a better understanding of the development of 

professional identity by student osteopaths in the UK and the factors that contribute to its 

construction, so that stakeholders can better support student’s socialisation into the profession.  

 

Aims 

• To understand the professional identities of a group of UK undergraduate 

osteopathic students.  

• To understand what they believe to contribute to the formation of their 

professional identity. 

• To see what recommendations can be made in light of the findings. 

 

 

3.7 Chapter conclusion 
 

In this chapter, I have reviewed evidence relevant to the topic area to provide an 

understanding of what identity is and how it is developed. I demonstrated why it is 

important to understand identity theory in general if we are to understand professional 
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identity development in more detail. The literature on professional identity development 

was then reviewed in general and then specifically in relation to osteopathic professional 

identity development.  

What can be seen from this review is that the literature on identity development spans a 

considerable period of time, and as such, our understanding has evolved. Early 

understandings, such as Marcia (1966) identity statuses, situated identity mainly within the 

individual, positing that identity was something that was to be discovered and that this 

process happened internally, with little input from others or from society. This 

understanding evolved with Berzonsky (1986) who took a broader view whereby the 

individual took an active role in constructing their identity, learning from those around 

them yet remaining largely an internal process. More contemporary understandings 

include the individual level, which includes internal processes, personal values and 

characteristics, but also the collective level, which encompasses social conceptions and 

influences from family, friends, and mentors. These approaches also acknowledge the role 

of institutions in identity construction by providing structure and established ways of doing 

things (Monrouxe, 2016). This expanded view of identity, which uses these different yet 

interrelated lenses, allows us to understand identity and its construction in a deeper way. 

Regarding professional identity in related fields, what can be seen is that having a strong 

professional identity provides a sense of belonging and worth wherein the values and 

norms of the profession are upheld and linked to better quality care (Professional 

Standards Authority, 2016) , prevent attrition from the profession, make the profession 

more attractive to newcomers and foster a more positive public perception of the 

profession (Baxter, 2011). We have also seen from the above review that factors that are 
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thought to contribute to professional identity include participating in a community of work, 

the ways in which perceptions of the wider society are reflected back to the professional, 

the attainment of professional skills and knowledge, and existing identity contents such as 

values and characteristics (Cruess, Cruess and Steinert, 2018). The review also highlights 

the role of others in identity construction, in terms of how we use others to actively 

construct our identities based upon what we observe in those around us. 

The theories and research reviewed provide important background understanding of the 

issue of professional identity development and a framework for this thesis. The review also 

represents the evidence used to enhance the data collected and guide the construction of 

the final theory. In the following chapter, I will detail the methodological choices made 

regarding this enquiry and how issues such as credibility, transferability and dependability 

were addressed to ensure quality.  
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Chapter 4: Methodology 
 

4.1 Introduction 
 

This chapter seeks to justify and describe the methodological approach taken in this study, 

taking into consideration the research questions and the wider field of understanding of 

professional identity development in education. It discusses how the epistemological and 

ontological decisions influenced the choice of methods used to collect and analyse the 

data. The chapter then explores grounded theory and its evolution, and explains the 

decision to use a constructivist grounded theory approach and why this was chosen as the 

most appropriate way to explore this issue. It also explicates issues of rigor within the 

study such as credibility and trustworthiness.  

 

4.2 Methodological positioning of this study 
 

In order to conduct research that is clear, precise and enables others to evaluate it, 

researchers need to be clear about the philosophical underpinnings or the “paradigm” that 

informs their choice of research questions, methodologies, methods and intentions (Mack, 

2010). A paradigm is a belief system based around the holder’s worldview. This worldview 

defines the nature of the world where they place themselves and the relationships within 

that world (Guba and Lincoln, 1994). There are numerous paradigms, each representing for 

the holder a basic set of assumptions about the world. These beliefs cannot be proven and 

to some extent need to be accepted on faith. 
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A research paradigm is a set of assumptions shared by research communities that 

determine how that community views the phenomena under study and the research 

methods that should be employed to study that phenomena (Given and Saumure, 2008). 

Researchers need to state which paradigm they are working within from the beginning and 

ensure that the methodologies they employ and methods they use are consistent with 

their philosophical position in order to provide assurance to those reading and evaluating 

the research. The paradigm within which the research is taking place needs to be stated 

clearly and each element within the study needs to support that paradigm. There is 

considerable dispute over the classification of and the constitution of a paradigm. Higgs 

and Jones (2000) suggest a classification system for researching within healthcare based on 

three broad paradigms, as follows:  

• The empirico-analytical paradigm, which is suited to research about effectiveness 

and is ontologically positivist, with the epistemological and methodological 

assumptions that go with that view. 

• The interpretative paradigm, which is more suited to the generation of knowledge 

in the human sciences. It is ontologically relativist and so is concerned with 

understanding meaning and experience. 

• The critical paradigm, which aims to overcome obstacles in practice and create new 

knowledge. Its proponents believe that knowledge is socially and historically 

constructed. 

Mack (2010), when discussing the philosophical underpinnings of educational research, 

reasons that positivist, interpretivist, or critical paradigms could be used. As will be 

discussed in more detail below, Guba and Lincoln (1994) suggest using either positivism, 
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post-positivism, critical theory or the critical paradigm (which embodies different 

ideologies, such as postmodernism, neo-Marxism and feminism) (Mack, 2010) or 

constructivism as ways to categorise and conceive research paradigms and the ontological, 

epistemological and methodological assumptions that are attached to them. 

Guba and Lincoln (1994) also suggest that the basic beliefs that define research paradigms 

can be summed up by the responses to three questions and that these three questions are 

interdependent and constrain each other based on the answers to each. The questions 

they pose are: 

• What is the form and nature of reality? This relates to the ontological positioning of 

the study.  

• What is the nature of the relationship between the enquirer and what can be 

known? This relates to the epistemological positioning of the study and is to a large 

extent determined by the answer to the question above. 

• What methodology can be employed to whatever it is the enquirer would like to 

know, based on the answers to the above two questions?  

These questions are interdependent in that the answer to any one will to some extent 

determine the answer to the next. It is important that we understand the positioning of 

each paradigm within the context of ontology, epistemology and methodology by posing 

the three questions above. It is important to point out that paradigms are human 

constructions and as such they cannot be proved. However, in the context of any research 

study, it is important, as discussed above, to justify the decisions made to explore a subject 

to provide assurance regarding the quality of the study. 
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Below, I will justify the decisions I made concerning how to research professional identity 

in the way that I did. I will do this through exploring the ontological, epistemological and 

methodological positioning of the four paradigms, as suggested by Guba and Lincoln 

(1994). 

4.2.1 Ontological positions.  
 

Ontology refers to how the nature of reality is viewed, what we think truth is and how this 

shapes what we think we can know about reality. Positivists have a realist ontology; they 

believe that there is a single truth which is independent of society, that it is context-free, 

and that this truth is constant and does not change. Realists believe that this one truth is 

there to be discovered, that it can be measured objectively and that it can be generalised 

to other situations. A post-positivist paradigm is more critical. It assumes that there is a 

truth to be discovered but that due to limitations in our understanding, we can never truly 

know that reality. This ontology is commonly referred to as critical realism and those who 

subscribe to this belief believe that claims about reality must be subjected to the widest 

possible critical examination in order to reach the closest possible understanding of that 

reality (Guba and Lincoln, 1994), but that we can never truly know what that truth is. 

Critical theory (and related ideological positions) is also a realist ontology. However, critical 

theorists believe that the reality that we experience today has been shaped by our past 

and made “real” to us in political, social or cultural structures, so our reality today was 

moulded by us in the past. This ontology is referred to as historical realism (Mack, 2010). 

A constructivist paradigm, however, is relativist. This contrasts with realists, who believe in 

some form of fixed reality. A relativist ontology postulates that there are multiple realities 

and that these are all based on meaning, so what one experiences as real or true depends 
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on the meaning that is attached to it and that this truth or reality is also shaped by context. 

Since reality is created by how we see things, it evolves and changes depending on our 

experiences. As reality is related to context, it cannot be generalised, but may be able to be 

transferred to similar contexts (Mills, Bonner and Francis, 2006a).  

It is the ontological position that sets constructivism apart from the other paradigms, as 

described above. The positivist, post-positivist and critical paradigms all share a realist 

ontology; whether that be naïve realist as with positivist, critical realist or historical realist, 

they all believe there is a reality that exists to be discovered. However, it is constructivism’s 

relativist ontology which assumes multiple social realities, where people construct their 

own knowledge of the world based on their experience (McPhail, 2016), and recognises 

context; thus, a constructivist paradigm with a relativist ontology is better able to explore 

experience and meaning. 

4.2.2 Epistemological positions 
 

Epistemology relates to how we can know reality, how we get knowledge and discover new 

things. To a certain extent, ontological beliefs about the nature of reality dictate 

epistemological beliefs about how we can know reality (Guba and Lincoln, 1994). As stated, 

positivism is closely related to a realist ontology, which posits that there is an objective 

reality that exists external to society, and as such, positivists hold a dualist or objectivist 

epistemology. An etic approach is used where the observer and the observed are 

independent of each other (Given and Saumure, 2008; Mann and MacLeod, 2015). 

Positivist researchers believe that they can observe and describe this reality. They often 

use a deductive approach where theories are tested using methodologies and methods 

that support that way of thinking. The post-positivist paradigm, whilst being ontologically 
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realist, assumes that our attempts to be completely independent are largely futile (Given 

and Saumure, 2008). It uses a modified dualist/objectivist epistemology, where dualism is 

largely abandoned yet objectivity is maintained (Guba and Lincoln, 1994). There is more 

reliance on the critical community, such as peers, previous knowledge and replication of 

findings, to gain a better approximation of reality.  

Critical theory adopts a subjectivist or interpretivist epistemology where it is acknowledged 

that the investigator and the subject are interactively linked and that this inevitably 

influences the inquiry and so is context-dependent. Like critical theory, constructivism 

adopts a subjectivist epistemology where the distinction between ontology and 

epistemology fades and where findings are created as the investigation continues (Guba 

and Lincoln, 1994). Constructivism posits that reality is shaped by meaning and thus that 

there are multiple realities based on one’s own personal experience. Constructivist use an 

emic approach to research (Given and Saumure, 2008), where they become involved in the 

subject under study. They must interact with people in order to uncover what the “truth” 

means to those under study and the interaction of the researcher is acknowledged.  

 

4.2.3 Methodological positions 
 

As discussed previously, ontology, epistemology and methodology are interdependent 

(Guba and Lincoln, 1994). Engaging at any level  constrains the other elements (Crotty, 

1998). Thus, the choice of ontology largely constrains the epistemological position that 

would be adopted, and this, in concert or in turn, affects the methodology chosen to 

undertake the investigation. Researchers can engage at any level and this will influence 

their choice at the other levels (Crotty, 1998). Research in the positivist paradigm adopts a 
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realist/dualist ontology and thus an objectivist epistemology that believes the researcher 

and the object under scrutiny are independent, and that through methods to reduce bias, 

the researcher can have no effect on the object or study. The methodologies they thus 

employ are quantitative and experimental (Mann and MacLeod, 2015), and where possible, 

variables are manipulated to prevent bias in any direction. Post-positivist methodologies 

use the same methods. However, they are modified to include some form of context and 

may take place in less rigid settings. They may also employ more qualitative methods such 

as semi-structured interviews.  

Critical methodologies are usually qualitative. This method uses a dialogic approach: that 

is, there must be a dialogue in order for understanding to be transferred and there must be 

a logical discussion of ideas and opinions in order to transform ignorance into more 

informed understandings and thus effect a change (Guba and Lincoln, 1994). The 

constructivist paradigm adopts a qualitative, dialectical approach in that a logical 

discussion of opinions and ideas must take place, but holds that the nature of these ideas 

and opinions is constructed between and among researcher and respondent, with the final 

aim being to distil a consensus construction. The potential impact that the researcher has 

on the study is acknowledged. Interaction is seen as necessary in order to gain an in-depth 

understanding of what is happening and discover the meaning related to it. Constructivists 

use an inductive approach and use methods to support that approach, such as in-depth 

interviews and focus groups. Data is gathered and patterns or common findings in the data 

are sought; from this, theory may be generated (Guba and Lincoln, 1994). 
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4.2.4 The positioning of this research 
 

Below, I will set out why this study adopted a constructivist paradigm, a relativist ontology 

and a subjectivist epistemology that recognises the existence of multiple realties and 

perspectives (Guba and Lincoln, 1994). I will explore how this approach gained an 

understanding of the social worlds of participants through an  interactive process which co-

constructed knowledge and meaning (Crotty, 1998) and thus why a qualitative 

methodology was more appropriate to uncover the perspectives of participants.  

As set out in the previous chapters, the process of professional identity development in 

undergraduate osteopathy is poorly understood and under-researched. Students must gain 

a sense of their professional identity in order to identify with the values and norms of that 

profession and in order to be considered to be part of that profession by their peers and 

others (Cruess et al., 2015; Monrouxe, 2016). It is a complex social process whereby 

students co-construct knowledge (Crotty, 1998) with their peers, tutors and others, where 

each develops their own understanding of what it means to be an osteopath and their own 

meaning around it. This understanding of the nature of reality and meaning that underpins 

current understanding of education and professional identity development (White, Borges 

and Geiger, 2011; Woods, Cashin and Stockhausen, 2015) is at odds with a realist – 

positivist viewpoint and quantitative methods where hypotheses are constructed and 

variables manipulated. Applying such control creates an artificial setting which is removed 

from reality (Patton, 1990). Quantitative methods seek to produce generalisations, and by 

doing so, they lose all context and meaning: the very context and meaning that are 

fundamental to the research questions for this study. Students’ views and perceptions 

regarding their professional identity development are subjective. These views are likely to 
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have many influences, both professional and personal, and will be related to context. A 

qualitative approach is thus more appropriate to the task, as it seeks answers to questions 

that highlight how social experience is created and given meaning (Denzin and Lincoln, 

1998). Qualitative designs are therefore better suited when, as in this case, the goal of the 

research is to develop a deeper understanding of individuals’ experiences and the 

meanings they attach to them.  

4.2.5 Qualitative research  
 

Qualitative research is a broad term. It encapsulates a range of research methodologies, 

each of which has been influenced by a number of different philosophical traditions 

(Patton, 1990). However, they often share several characteristics, and these can be better 

suited to certain areas of enquiry. These are discussed below with reference to the current 

study. 

Qualitative designs usually seek to understand phenomena as they occur without 

manipulation and without making predictions about the research outcomes. An emic 

approach of enquiry into professional identity development therefore enhances the 

validity of the findings because it ensures that it is rooted in real experience in its natural 

setting and adopts an insider perspective (Rolfe, 2006). In addition, the body of existing 

literature on the subject predominantly utilises a qualitative approach. Taking this 

approach will allow for a greater understanding when considered alongside the existing 

literature. 

The primary aim of a qualitative approach is to uncover subjective meanings and aid 

understanding of individual experience. Qualitative research embraces variety of 
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experience, where unique cases are sought to elaborate theory and deepen understanding 

of a phenomenon (Flick, 2002). 

Qualitative research requires the researcher to engage with participants so that they can 

gain insight into their experiences and the meanings they apply to these experiences. This 

requires close interaction with study participants, the settings and the data in order to 

change the researcher’s understanding or interpretation of the phenomenon under study. 

The researcher is directly and personally engaged with the research, with the goal of 

generating more realistic descriptions and explanations that are closer to individual 

experience (Crotty, 1998).  

In quantitative research, data are gathered from a large number of participants that make 

up a representative sample of the potential population. Multiple steps are taken to reduce 

bias in the method of data collection and analysis. The goal is to gain internal and external 

validity so that the findings can be generalised to entire populations (Kukull and Ganguli, 

2012). In qualitative research the individual stories of the participants are largely written 

out and thus they forsake specific context in favour of the results being able to be applied 

to large populations. In qualitative research the opposite is true, sample sizes are usually 

significantly smaller. More time is spent immersed in the data in order to understand and 

document in more detail the experiences of the participants (Amin et al., 2020). Bias is 

acknowledged as inherent within this process and is documented. Due to the focus on 

individual experience, inherent bias and the highly contextual nature of the research 

qualitative research can never be said to be generalisable. Instead, qualitative researchers 

focus on the transferability of the findings to similar situations (Curtin and Fossey, 2007). 

The goal of this immersion in the area of study and in any data collected is to provide 
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enough detailed information regarding the findings and the participants to allow the 

reader to determine whether the findings can be applied in other contexts (Curtin and 

Fossey, 2007), and it is left up to the reader to determine (based on the information 

provided) whether the findings are transferrable to their situation (Amin et al., 2020). As 

will be discussed in the following chapter, the issue of sample size is a source of discussion 

(Dworkin, 2012), with some authors focussing on the number of interviews to be 

undertaken, diaries evaluated or other methods. However, others have successfully argued 

that the number of participants is unimportant and data collection should cease when 

theoretical saturation has been achieved (Charmaz, 2014). In essence, this means that 

enough data has been gathered to ensure that no new categories are being constructed, 

that each category has been explored to its limits within the area of study and that gather 

additional data would not add anything new to the study findings.  

Qualitative researchers adopt a reflexive approach where they are required to reflect on 

the data, the processes of data collection and its analysis throughout the study 

(Darawsheh, 2014). The researcher’s influence is acknowledged as an inherent part of the 

process and their contribution to the development of any resultant theory should be 

clearly documented. The researcher’s reflections may be considered a source of data in 

their own right, and are often woven into any interpretation, rather than excluded (Patton, 

1990). This enables the reader to judge the extent to which the researcher’s interactions 

with participants and the data have affected the study. 

Qualitative research into professional identity development commonly uses interviews, 

diaries and observation as methods of data generation (Monrouxe, Rees and Hu, 2011; 

Moss, Gibson and Dollarhide, 2014), with the intention of capturing the students’ 
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perspectives. Selecting this approach also allows me to locate the research within the 

existing field, to understand the meaning that participants attach to their professional 

identity and to identify the social process that underlies this development. 

 

 

4.3 Grounded Theory 
 

4.3.1 Introduction. 
 

As stated in the previous sections of this chapter, the position taken in this study is 

ontologically relativist and epistemologically subjectivist, which reflects my position that 

realities are constructed by individuals and society and that any findings are a co-creation 

by myself and the research participants. Grounded theory was chosen because there was 

an absence of previous research on the subject and because it would allow me to construct 

an explanatory theory (Chun Tie, Birks and Francis, 2019) that would allow me to 

understand the social process of professional identity development in undergraduate 

osteopaths. A constructivist grounded theory method would enable the research questions 

set out in Chapter 3 to be addressed by uncovering previously hidden processes and 

factors that students use to construct their professional identity (Glaser, 2002). The 

following sections provide an overview of grounded theory, along with an explanation of 

the decision to adopt it in this study. 

Grounded theory involves applying systematic methods to gathering, analysing and 

conceptualising data in order to build a theory to explain a social process, action or 

interaction (Glaser, 2002; Charmaz, 2014; Birks and Mills, 2015). Grounded theory was first 

described in 1967, as an approach that allowed the discovery of theory from data, which 
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was systematically obtained from social research. This was a unique concept, which 

challenged the dominant approaches used. One of the main differences between methods 

used to conduct qualitative research at the time and grounded theory was that with 

grounded theory, the researcher did not approach the study with pre-conceived ideas or 

hypotheses deduced from logical assumptions (Birks and Mills, 2015). It sought to use 

inductive methods to build a theory as opposed to deductive methods of testing theories. 

Its originators provided guidelines for systematic qualitative data analysis and detailed 

specific procedures and strategies for looking at the data. Grounded theory has now 

become one of the dominant methods used in contemporary qualitative research (Bryant, 

2009). 

 

4.3.2 The evolution of grounded theory 
 

Grounded theory was “discovered” by Barney Glaser and Anslem Strauss, two researchers 

conducting a study into the awareness of dying. It was during this study that the methods 

we know today as grounded theory were developed. The original grounded theory simply 

described a set of methods to be used.  It was not until much later that the methodological 

underpinnings of grounded theory were discussed, and since its construction, three 

primary approaches to grounded theory have evolved, each holding differing views on its 

philosophical underpinning (Babchuk, 2009). 

The original philosophical foundations of grounded theory are often attributed to its 

originators, Glaser and Strauss (Charmaz, 2014). Glaser emerged from a positivist 

background where quantitative approaches dominated. Strauss, however, was influenced 

by his work in social research (which used a more qualitative approach) and his 
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philosophical leaning towards American pragmatism and symbolic interactionism (Bryant, 

2009). It was this duality that set the scene for the first two theoretical positions held in 

grounded theory. This original or “Glaserian” grounded theory did not describe grounded 

theory as a methodological/methods package. It was simply seen as a set of strategies, 

techniques or methods (Birks and Mills, 2015) that could be used to develop theory 

grounded in data, and it was Glaser’s background that emphasised systematic empirical 

data collection and analysis. It was not until the 2008 version of Strauss and Corbyn’s book, 

“Basics of Qualitative Research: Techniques and Procedures for Developing Grounded 

Theory”, that grounded theory began to be described as a methodology/methods package, 

and, true to his roots, Strauss identified pragmatism and symbolic interactionism as 

philosophically underpinning his and Corbyn’s grounded theory approach (Birks and Mills, 

2015).  

Pragmatism considers that through interacting, people develop knowledge of the world, 

which they can use. Pragmatists consider reality to be fluid and open to multiple 

interpretations, and therefore see truth as “relativistic and provisional” (Charmaz, 2014). 

They believe that there can be no universal claims to truth. Pragmatists believe that all 

knowledge is provisional, and has to be judged in terms of its usefulness within the context 

in which it is being judged (Bryant, 2009). 

Symbolic interactionism takes a different approach. It posits that human behaviour and 

actions are based upon the meaning that individuals attach to people and things (symbols), 

and how this meaning is understood and then communicated through language. Symbolic 

interactionists believe that rather than meaning simply emanating from a symbol, it is 

constructed through interaction (Charmaz, 2014; Carter and Fuller, 2015). This perspective 
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laid the foundation for Charmaz to develop her constructivist approach to grounded theory 

(Mills, Bonner and Francis, 2006b). 

More recently, Charmaz (2014) has put forward an alternate vision from Glaser’s more 

objectivist approach or Strauss and Corbyn’s symbolic interactionist approach, namely 

constructivist grounded theory, which has a more subjectivist epistemology. Charmaz 

describes this iteration of grounded theory as both a method and a product of inquiry, and 

suggests that its strengths lie in the methods that guide the researcher through the 

process, the data collection process having self-correcting mechanisms and an emphasis 

on comparative methods. Instead of taking an objectivist view and using prescribed 

processes, she suggests that the methods used in grounded theory should be flexible, and 

should focus on the construction of meaning for both subject and researcher. 

Charmaz also suggests that the grounded theorist’s analysis tells a story about people, 

social processes, and situations. Rather than the more objectivist view of a story unfolding 

to the observer, the story is told by the observer, and this story reflects the meaning of the 

researcher as well as the subjects. She sees constructivism as being situated within the 

interpretive tradition and states that constructivist theories explore how and why 

participants construct meanings in their situations (Charmaz, 2014). She emphasises that 

what is vital to this process is that any theory that is developed is dependent on the 

researcher’s view and promotes the researcher’s reflexivity about their own 

interpretations as well as those of their research participants. 

This view of grounded theory has, however, been challenged by Glaser, who states that the 

term ‘constructivist grounded theory’ is misleading. He claims that constructivism is an 

epistemological bias and that given how data is collected through methods which primarily 
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utilise passive listening and then focused questioning, such as in theoretical sampling, it is 

hard to see how co-construction of meaning can happen (Glaser, 2002). Glaser claims that 

Charmaz’s concept of constructivist grounded theory is more of a descriptive qualitative 

data analysis (QDA) method rather than grounded theory. However, what Glaser fails to 

acknowledge is that co-construction does not need to be concurrent for it to occur. Even 

acknowledging that there is some controversy over this approach to grounded theory, 

Charmaz’s approach was chosen because of its applicability to the subject and the 

researcher’s interpretivist conception of education. 

 

All three approaches – Glaserian grounded theory, a pragmatic-symbolic interactionist 

approach and the interpretivist / constructivist grounded theory – share the key 

characteristics of what is now considered to be a grounded theory approach (Charmaz, 

2014), namely: 

1. Simultaneous data collection and analysis; 

2. Construction of codes and categories; 

3. Using the constant comparative method of data collection and analysis; 

4. Advancing theory development during each step; 

5. Memo-writing; 

6. Purposeful and theoretical sampling; 

7. Conducting a comprehensive literature review towards the end of data analysis. 

(Babchuk, 2009; Charmaz, 2014; Birks and Mills, 2015)  
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However, there is variation in how the features listed above are applied. Whilst these 

features involve iterative steps of going back and forth to the data to extract meaning 

together, they define the grounded theory approach. Charmaz provided a useful distinction 

between constructivist and objectivist grounded theory that highlights the role of the 

researcher, data analysis methods and development of theory in the two paradigms, as set 

out in Table 2 below. 

 

Table 2 Major differences between constructivist and objectivist grounded theory. 

Version of grounded theory Constructivist grounded 
theory 

Objectivist grounded theory 

Research Paradigm Interpretive/Constructivist Positivist/Post-positivist 

Role of Researcher Interactive, participatory and 

reflexive 

Passive, objective and 

detached 

Analysis Codes and categories are 
actively constructed through 
an active interpretive 
process 

Codes, categories and 
patterns passively emerge 
from the data 

Theory Theory is constructed and 
represents a re-construction 
of multiple realities 

Theory is there to be 
discovered and represents 
the facts of a real and 
external reality 

Taken from Grounding osteopathic research: Introducing grounded theory (Thomson, Petty and Scholes, 2013) 

As can be seen from Table 2, an objectivist approach to grounded theory where I could 

discover the truth about what participants believe would be incongruent with the 

methodological positioning of this research, whereas a constructivist approach would 

support the ontological and epistemological positioning of this study, as detailed earlier in 

this chapter. Using a constructivist paradigm allows a deeper understanding of how 

participants construct meaning in this situation. A constructivist acknowledges that any 

resulting theory is an interpretation (Charmaz, 2014). A social constructivist approach would 
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allow me to explore the meanings and experiences of professional identity development in 

undergraduate osteopaths and would aid my understanding of the multiple views and 

realities of those participants. 

This study employed an interpretivist approach to grounded theory which used all 

essential grounded theory methods, including purposeful and theoretical sampling, 

simultaneous data collection and analysis, as well as constant comparative methods, such 

as comparing codes with codes, categories with categories and codes with categories. It 

employed memo-writing and diagramming to advance codes to categories and ensure 

theoretical saturation, and in line with essential grounded theory methods, a 

comprehensive review of the extant literature was not undertaken until the final stages of 

this process.  

 

4.4 Insider research 
 

Even though the data gathered was from students I had no connection to, and from 

institutions I had no connection with, this study would be considered insider research. My 

identity as an osteopath and educator was made explicit to participants from the outset and 

the acknowledgement of my role in co-creating meaning was necessary and entirely 

consistent with the ontological and epistemological positioning of the research (Mercer, 

2007; Hanson, 2013). 

Insider research occurs when the researcher is conducting the study within their own 

workplace, community or profession (Hewitt-Taylor, 2002) and has both advantages and 

disadvantages. Advantages include being able to form a bond with participants more quickly 
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and being able to understand the language of participants and the environments in which 

they go about their work or study, and insiders may be granted access to information that 

outsiders might not be. It may also be a detriment, as common professional assumptions 

may go unexamined due to assumed meaning between participant and researcher (Ross, 

2017). 

As a consequence of my work with the regulator of osteopathy, as an educator and as a 

practicing osteopath, and the participants being students, my position may have caused 

them to be more reserved or apprehensive when sharing their experiences. Steps had to be 

taken to reduce this possibility by ensuring that I recruited from institutions where I had not 

taught. I also had some prior knowledge of some of the education literature considering the 

broad area of professional identity, which will have influenced me whilst interpreting data, 

and this also needed to be acknowledged. Keeping detailed memos of when extant 

literature was brought into the data analysis process was key to ensuring that this was 

acknowledged. 

 

4.5 Ensuring the quality of the study 
 

All researchers need to take steps to ensure quality within their research. This includes the 

data they collect and any findings they report. There is debate amongst researchers as to 

what constitutes quality in qualitative research (Darawsheh, 2014). As a concept, ‘rigour’ is 

the most widely used term to describe quality of process and is extensively used in 

qualitative and quantitative research (Davies and Dodd, 2004). However, rigour is thought 

by some to have a stronger qualitative bias, and it has been suggested that the adoption of 

reliability and validity as overarching constructs may produce more rigorous research and 
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work better for qualitative research (Morse et al., 2002). Some see quality in terms of 

trustworthiness. In essence, a more rigorous research process will result in more 

trustworthy findings, and so some suggest that the term ‘trustworthiness’ may be more 

appropriate (Rolfe, 2006). For instance, Curtin and Fossey (2007) suggest that what is 

important is that any findings are an “authentic reflection of the personal experiences of the 

phenomenon under investigation” (Curtin and Fossey, 2007, p. 88) or that the criteria for 

trustworthiness in constructivist research should address the extent to which there is co-

construction of meaning between researcher and participants (Morrow, 2005). Others are 

concerned that in our rush to produce research that can be considered rigorous, reliable, 

valid and/or trustworthy, we may stifle creativity. Whilst there is that potential, a balance 

must be found that can produce trustworthy research whilst also allowing innovation.   

However, there are a number of features that are thought to define rigorous or trustworthy 

qualitative research: credibility, transferability, dependability and confirmability (Rolfe, 

2006; Mann and MacLeod, 2015). These include actions such as peer debriefing; audit trials; 

member checking; and reflexivity, which should be detailed in research reporting to allow 

the reader to make a judgment as to the quality and trustworthiness of the research and its 

findings (Morrow, 2005; Rolfe, 2006; Curtin and Fossey, 2007; Charmaz, 2014; Birks and 

Mills, 2015). Below, I will detail the steps taken to meet the above criteria in this study.  

 

 

 

4.5.1 Credibility 
 

For research to be credible, it needs to ensure confidence that the researcher has 

understood the meaning of the participants and reflects their views and experiences of the 
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subject under study (Morrow, 2005). Several efforts were made to ensure credibility in this 

study.  

Member checking was undertaken, which involves participants in the data analysis process, 

providing opportunities for them to read, comment on and contribute to the findings. It is a 

way of establishing if the data analysis is consistent with participants’ experiences (Curtin 

and Fossey, 2007).  

All volunteers kept a diary for one month prior to interview. This diary was sent to each 

participant so that they could re-read their entries prior to interview. At the interview, they 

were given the opportunity to elaborate on their diary entries or provide further detail. 

Additionally, once transcribed, the interviews themselves were sent to participants, to 

enable them to judge whether they were an accurate reflection of what was said, and they 

were given the opportunity to make amendments to the transcripts before they were used 

in analysis. No participants chose to amend their interview transcripts. Furthermore, during 

the process of theoretical sampling, an additional interview was undertaken where the 

developing theory was discussed, which provided another opportunity for them to 

comment on the developing theory.  

Whilst the research was being undertaken, I worked as a practicing osteopath and as an 

educator. Colleagues were able to assist me informally by challenging my assumptions and 

viewpoints, proposing alternative views or reflecting my own views back to me (Morrow, 

2005). More formally, during supervisory meetings, I was repeatedly challenged on my 

developing theory and assumptions, provided with feedback and asked searching questions. 

These all helped me to engage with the data on a deeper level and refine my developing 

theory.  
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Researcher reflexivity is also critical to the credibility of any study. This refers to the process 

of self-examination that seeks to uncover and articulate often hidden views and judgements 

which may affect the research. This may include biases, values or special interests and seeks 

to articulate how the researcher influences the research and its findings. As this research 

took place within a constructivist paradigm, it focussed on the social construction of the 

world. It is important for any researcher working within this paradigm to acknowledge, the 

ways in which the research process, the data, and any analysis have shaped the co-

constructed theory in order to provide the necessary credibility (Mann and MacLeod, 2015). 

Field notes and reflexive writing are considered to be crucial to the reflexive process (Curtin 

and Fossey, 2007; Darawsheh, 2014). These helped me reflect on my theoretical position, 

assumptions and biases by putting them into words, which encouraged me to challenge 

myself on these issues. 

4.5.2 Transferability 
 

Unlike quantitative approaches, qualitative approaches do not claim their findings to be 

generalisable. As stated in the previous chapter, grounded theory studies usually involve 

fewer participants than qualitative approaches, as they seek to understand individual 

experience. The primary aim is not to achieve a representative sample but to achieve 

theoretical saturation of categories (Charmaz, 2014) by providing ‘thick’ descriptions 

(Geertz, 1973) of participants’ experiences, demonstrating trustworthiness (Guba and 

Lincoln, 1994). and by providing enough detailed information about the participants and the 

process to allow the reader to determine whether the findings could be applied to other 

contexts (Curtin and Fossey, 2007; Mann and MacLeod, 2015).  
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A concerted effort was made during the interviews to obtain detailed or ‘thick’ descriptions 

of the professional identity development of undergraduate osteopaths so that the data 

would provide enough detail and an accurate representation of the subject for both analysis 

and transferability. Additionally, the presentation of the data in the results section and the 

detail provided regarding how the theory was developed provides the reader with 

sufficiently ‘thick’ detail to enable them to determine whether transferability to other areas 

would be possible.  

4.5.3 Dependability 
 

Dependability in constructivist research is comparable to reliability in more positivist 

paradigms, where stability of the research setting is the goal so that studies can be 

replicated and therefore verified. In qualitative approaches, the assumption is that real-

world settings are dynamic and changeable and that replication is not achievable (Mann and 

MacLeod, 2015). Judgements on the dependability of research findings must consider 

whether the process can be audited in some way by someone else in order to establish 

trustworthiness. This is done through providing an ‘audit trail’ which clearly describes how 

recruitment occurred, the questions asked of the participants and how the analysis was 

conducted, as well as the interpretations drawn from the analysis and their relationship to 

the data. Chapters 5 and 6 attest to the audit trail by detailing the methods used to collect, 

store and analyse the data, as well as the process used to construct the theory. Additionally, 

memos, interview transcripts, field notes and interview guides contribute to the ‘trail of 

evidence’, documenting each stage of the study.  

4.5.4 Confirmability  
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Confirmability is the extent to which the researcher makes clear their personal relationship 

to the research and its findings, and the contribution that any personal views may have 

made to the research (Mann and MacLeod, 2015). As stated in section 4.2.4, research 

conducted in the constructivist paradigm cannot be said to be objective, and so researchers 

working within this paradigm need to provide sufficient detail of how they collected and 

analysed their data so that readers can identify how the conclusions have been reached. The 

researchers’ ontological and epistemological position has been made explicit from the 

outset. The process of data collection, analysis and the development of theory are made 

explicit in the following chapters. In this and the following chapters, reflexivity is 

demonstrated, documenting my personal relationship with the study, participants and data. 

This provides the reader with assurance of the conformability and trustworthiness of this 

research. 

 

4.6 Chapter conclusion 
 

This chapter established the methodological choices that influenced the researcher and the 

research questions. It explained the reasoning behind the choice to situate this research 

within a constructivist paradigm and why a relativist ontology and a subjectivist 

epistemology were chosen. It defended the use of grounded theory, and in particular the 

constructivist approach to grounded theory used in this study.  

It also detailed the steps taken to provide the reader with assurance that this research is 

trustworthy by describing the processes undertaken to provide that assurance. In the next 

chapter, this will be expanded upon by detailing the methods used: this forms part of the 

audit trail necessary to provide that assurance.   
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Chapter 5: Methods 
 

5.1 Introduction 
 

This chapter not only discusses the methods used in this study but also acts as an audit trail, 

making clear the methods undertaken to gather, analyse and derive meaning from the data. 

This, as mentioned in the previous chapter, enhances the confirmability and dependability 

of the study. It commences by detailing the steps taken to recruit and sample participants. It 

explains how ethical considerations were managed and then details the processes used to 

collect and analyse the data. 

5.2 Recruitment of participants 
 

The participants for this study were recruited by asking programme leads or other relevant 

department personnel to disseminate information regarding the study to students via 

internal email. The email contained information regarding the study and how to become 

involved. A copy of this email can be found at Appendix 1. Attached to the email was a more 

detailed participant information sheet (Appendix 2) which gave further information 

regarding the study, its purpose, what participants’ roles would be and information on how 

they could withdraw. Also attached to the email was a poster (Appendix 3) which could be 

printed out and which programme leads were asked to display on campus asking students 

to contact the researcher for information. Additionally, the research ethics committee study 

approval letter was attached so that the programme lead could be assured that ethical 

considerations had been considered. This can be found at Appendix 4. 
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All OEIs that could be included in the study were contacted in September 2016 and 

September 2017. Emails were duly disseminated to all students. Students from three OEIs 

took up the opportunity. These OEIs were the European School of Osteopathy (ESO), the 

British College of Osteopathic Medicine (BCOM), and the London School of Osteopathy 

(LSO). Students were sent a copy of the participant information sheet (Appendix 2) and a 

consent form, which can be found at Appendix 5. They were invited to read the participant 

information sheet and contact the researcher if they had any questions or queries. If they 

were satisfied that they had enough information to make an informed decision, then they 

should sign and return the consent form. Once the informed consent form was received by 

the researcher, each participant was sent an email which contained the link to the online 

diary with instructions on its use. They were also given a sequentially generated identifier 

code that they would be required to input before they could make an entry. At this time, the 

researcher would also arrange the telephone interview with the participant. This was usually 

five weeks after the email was sent. This allowed the researcher time to read and reflect on 

the participants’ diary entries and formulate questions in order to understand those 

responses in more detail. Emails were sent to participants periodically to check that they 

were not having issues with the diary. The participants’ diary entries were also sent to them 

prior to the interview so that they could familiarise themselves with their entries before the 

interview. 
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5.2.1 Inclusion criteria 
 

Students registered on an undergraduate osteopathic programme in the UK that had 

Recognised Qualification (RQ) status for the General Osteopathic Council (GOsC) were 

considered eligible to take part in the study 

5.2.2 Exclusion criteria 
 

Students from two institutions (Swansea University and the College of Osteopaths) were 

excluded, as the researcher has been involved with undergraduate education at those 

institutions. The London College of Osteopathic Medicine was also excluded, as the college 

only admits qualified medical practitioners and thus does not have an undergraduate 

programme. Leeds Becket University and Oxford Brookes both had undergraduate 

programmes but had closed admission and only had students in the final years of study. The 

list of institutions whose students were asked to participate is below. 

The British College of Osteopathic Medicine, London.   

The British School of Osteopathy, London.    

The European School of Osteopathy, Kent.    

The London School of Osteopathy, London.   

The Surrey Institute of Osteopathic Medicine, Surrey.  

 

5.3 Sampling procedure 
 

The sample was taken from the student population studying on an undergraduate 

programme at three of the UK validated institutions. A total of seven students kept the diary 
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and were subsequently interviewed. Snowballing was also used, where study participants 

were asked to suggest to their peers that they may wish to participate and pass on the 

contact details of the research should they wish to do so.  

 

5.3.1 Purposive sampling 
 

Purposive sampling is widely used in qualitative research for the identification and selection 

of information-rich cases related to the area of interest (Ryan and Bernard, 2000; Palinkas et 

al., 2015). The main aim of this research was to understand the professional identity 

development of undergraduate osteopaths in the UK. There was at the time no empirical 

evidence to use within osteopathy. There was evidence from other professions. However, 

these studies used samples from only one institution as a convenience sample. When I 

considered these two factors, it became clear that a model needed to be developed that 

would allow me to understand this issue from as wide a perspective as possible yet reflect 

the focus of the study, which was on undergraduate osteopathic students. This required 

that my theory would not be rooted in the individual culture of any one institution and that 

it could act as a model for future researchers, who could test, expand and explore it, either 

in individual institutions or further afield.  

With the above in mind, initial purposive sampling was used to select student osteopaths 

from the five institutions identified above who had not previously come into direct contact 

with the researcher. All seven participants were purposefully sampled, as they met the 

inclusion criteria and were prepared to take part in the study. It was anticipated that they 

would form a useful initial starting point for exploring the processes of professional identity 

development.  
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5.3.2 Theoretical sampling 
 

Theoretical sampling is considered to be one of several essential grounded theory methods 

(Babchuk, 2009). The main purpose of theoretical sampling is to elaborate and refine the 

categories that constitute the developing theory (Charmaz, 2014). As can be seen in Figure 

1, It is a process of data collection whereby the researcher revisits or selects new 

participants and tests out elements on the participants to ensure that the theory can be 

understood and resonates with the participant (Chun Tie, Birks and Francis, 2019).  

When using theoretical sampling, a decision needs to be made about what data needs to be 

collected and from whom, as well as how this data is going to be generated in order to move 

the theory towards theoretical sufficiency (Birks and Mills, 2015). 

Figure 1: Representation of how theoretical sampling is used in Grounded Theory 
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After reading the diaries and undertaking an initial interview with each of the participants, 

theoretical sampling was undertaken. This involved returning to participant 750 to conduct 

a second interview, as they had sensitised me to the main categories that were constructed 

during data analysis of the first seven interviews. The reason for this was to confirm and 

explore the boundaries of the core category as well as broadening the range of the 

developing theory.  A new interview guide was developed based on the developing theory 

that sought to explore this with participants in more depth. 

 

5.4 Data collection 
 

Two methods of data collection were undertaken in this study. Data was gathered from an 

online diary which participants filled out when they felt it was appropriate. This was kept for 

one month and was followed by individual interviews. These are discussed individually for 

clarity, below. Piloting was undertaken with one student, where they kept the diary for a 

week and then participated in an interview which was based on the developing interview 

guide. Some changes were made to the wording and instructions for the diary to aid clarity 

and some changes were made to the interview guide as a result of the pilot. A separate 

participant information sheet and consent form were produced for the pilot study, and were 

sent to the participant and signed before they were enrolled. This can be found in Appendix 

6 and 7. 

5.4.1 Online diaries 
 

The decision to use diaries as a method of data collection as well as individual interviews 

was taken, as it was felt that this would add another dimension to the data and provide a 
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richer, more contemporaneous record of the participants’ experience (Morrell-Scott, 2018). 

Gathering data with a real-world element, such as diaries written by students using their 

own words, in their own way, adds authenticity and more depth to the study (Monrouxe, 

2009b). It allowed them to reflect on their identity as it was played out with their peers, 

tutors and others. It provided the rich, deep data that is often required for qualitative 

research. It was also felt that using diaries would minimise intrusiveness, thus allowing 

participants to be unencumbered by the presence of the researcher. They could be used as 

a way of reflecting on experience that is not available in individual interviews alone, thus not 

only acting as data in itself but also as a reflective focus and prompt for part of the 

individual interview (Alaszewski, 2006).  

The diaries were kept online through Survey Monkey (surveymonkey.com). Participants 

were given a link to their diary to use each time they wanted to make an entry. The diary 

was filled out whenever they chose. Instructions on the diary encouraged students to think 

about any incidents, moments or encounters that might have arisen that they believed 

affected how they thought about their developing identity. It also encouraged them to 

reflect on how the incident or learning opportunity had changed their views or 

understanding on the profession they were joining. As stated, this was to add some real-

world context and situate their accounts in the environment in which they learn and as their 

identity is played out through interaction with patients, peers, educators and clinical 

supervisors. The diaries were then used as the basis for part of the interview, where the 

investigator could ask questions about the entry to try and dig a little deeper into their 

understanding.  
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The diary contained instructional text and the contact details for the researcher should 

participants need help. It was tested with one participant in a pilot study, and colleagues 

also tested the diary and made comments when in development. The instructional text can 

be found below, and a full copy of the diary can be found in Appendix 8.  

 

The diary contained two instructions and one question which needed to be answered each 

time the participant made an entry. These were - 

1. Please enter your unique identifier code. 

2.  In your own words, explain what happened to make you reassess or change your 

opinion of your role or the profession you are joining. 

3. Where were you when this happened? 

 

Dear student. 
 
Thank you for participating in this study. 
 
This diary is for you to use when you feel something has changed the way you practice, view 
practice or the profession you are joining. 
 
You should feel free to express yourself in any way you like, in your own words. There is no 
format as such but I would encourage you to document the incident, encounter, lecture, 
tutorial or anything else that has caused this change and try to articulate what has changed 
for you. 
 
Please remember to use your unique identifier code and try to maintain other people’s 
confidentiality by not using their names where possible. However, if you feel you do need to 
do this please, be assured that all personal information will be removed at transcription and 
so not appear in the final thesis or any publications arising from it.  
 
All diary entries will be returned to you prior to being used so you can check them before they 
are used. 
 
If you have any questions or queries please email the researcher. 
brian.mckenna@study.beds.ac.uk 
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Participants were issued a unique identifier code. This code had to be entered before they 

could move on to the next question. This ensured that each participant’s entry could be 

traced back to them in preparation for interview. 

The second question was designed as an open prompt for participants to enter any text they 

felt was appropriate. The third question was designed to identify where they were when the 

incident happened to see whether there were any environments in which this type of 

occurrence happened more than others.  

Diary entries were used both as data itself and as a reflective prompt and focus to uncover 

implicit meaning. Once the diary entries had been collected, they were read and follow-up 

questions prepared for the interview. These mainly took the form of open questions asking 

the participant to expand on all or elements of the diary entry. Occasionally, specific 

questions were asked to try and get underneath the written text. Participants were sent a 

copy of their diary entries prior to the interview so that they could review and re-familiarise 

themselves with them. At the start of the interview, interviewees were reminded that in the 

second part of the interview we would move on to discussing their diary entries. At that 

point in the interview I read the diary entry or part of the diary entry to the participant and 

asked if they recalled it. If they did not, I would go back and read the diary entry again to 

them for clarity. I would then pose questions to them regarding the entry, usually as stated 

in an open format. 

An example of this process can be found in Table 3 below.  
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Table 3: Example of diary entries being used as reflective material during interview 

Interviewer So we'll move on to the next one. In this one you said, "This morning, I studied my 
final exam, and I was studying for my final exam in two days, going over the 
orthopaedic testing feels comforting. It makes, it all makes sense now. I used to feel 
overwhelmed by the medical side of things and rejected, possibly to avoid facing 
my feelings of not being smart enough. Now, I'm a lot more relaxed with it. I won't 
ever know all the tests, but I understand the anatomy and principles behind the 
testing and feel competent. I think in the end, that's all that matters. Being a good 
clinician, get on with my job, and keep my biased opinions to myself."  

Interviewer Do you remember that one? 

Interviewee Yes. 

Interviewer You mention that you used to feel overwhelmed by the medical side of things 

Interviewee Yeah. 

Interviewer Can you tell me a bit more about that? 

Interviewee It has to do with my whole paradigm shift, you know, from esoteric to medical…… 

 

5.4.2 Individual interviews 
 

Interviewing is one of the most widely utilised ways to gather data for qualitative research 

and analysis. By gathering data using this approach, it is hoped that researchers will come to 

an understanding of the phenomena under scrutiny from the perspective of the subject 

being interviewed. It is also one of the main ways qualitative researchers use to enter the 

participants’ world, obtain detailed descriptions of and explore the experiences and views of 

participants and the meaning they attach to these experiences (Mills, Bonner and Francis, 

2006b). Each research participant has their own perception and set of experiences. It is on 

these perceptions that the research is focused, identifying the meaning of these multiple 

points of view or perceptions in order to produce a shared account from the multiple 

realities that exist.  
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Semi-structured interviewing is interactive, allowing certain lines of enquiry to be pursued, 

and seeking to get below the surface of the topic under scrutiny in as much detail as 

possible whilst maintain flexibility (Britten, 1995). Traditionally, interviewing has been 

considered as the main way of extracting knowledge from the participant, where the 

interviewer acts as a passive receiver of that knowledge. Within a constructivist paradigm 

interviews are considered more akin to a conversation, the format of which can be partly 

constructed as the interview progresses but with certain boundaries put in place prior to the 

interview taking place by developing an interview guide. Within a constructivist approach, 

research participants are not considered passive holders of knowledge about facts, feelings 

and experiences. Interviews are conducted from a perspective that acknowledges the 

subjectivities of both interviewee and interviewer as they co-construct knowledge (Mann 

and MacLeod, 2015). This fits well with grounded theory (Chun Tie, Birks and Francis, 2019) 

and allowed me to be flexible during the interview and between interviews.  

5.4.3 Interview procedure 
 

All interviews were undertaken over the telephone. There has been some criticism of 

telephone interviewing. The absence of visual cues is thought to result in loss of contextual 

and nonverbal information, and a possible effect on rapport, probing, and interpretation of 

responses makes telephone interviews less attractive. However, there is little evidence to 

support this supposition (Novick, 2008), and in fact some comparisons of face-to-face and 

telephone interview transcripts results in no significant difference (Sturges and Hanrahan, 

2004). It has also been said that telephone interviews can have advantages over face-to-face 

approaches, as they can allow contact can be maintained over larger periods of time and 

distance (Birks and Mills, 2015).  They allow the participant to be more relaxed and allow 
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the researcher to take notes more discreetly (Novick, 2008; Irvine, Drew and Sainsbury, 

2012). Given that I lived at least two hours from any of the institutions being used in the 

study and that students from all years of the course were participating, which meant that 

some participants might move after qualification, it was felt that telephone interviews 

would make it easier for participants to schedule interview when they wanted, they would 

be more relaxed in an environment of their choosing and it would ensure the maintenance 

of contact over time, should re-interview be necessary. Furthermore, by making a concerted 

effort to use more vocalised acknowledgements as suggested by Irvine (2012) such as ‘uh-

huh’, ‘umm’, and ‘yes’, and by using reflective listening techniques to clarify understanding 

and paying closer attention to verbal cues, any disadvantages could be minimised and the 

advantages maximised. This can be seen in the interview transcripts in Table 4: as my 

developing technique improved, the use of vocalised acknowledgements increases from the 

initial pilot. 

Table 4: Comparison of vocalised acknowledgements in interview transcripts. 

Early interview Later interview 

Interviewer: Yeah, okay. So, it's the-the complex 
nature of it that you find- 

Interviewee: Yeah. 

Interviewer: - enjoyable? 

Interviewee: Yeah. 

Interviewer: Is there anything you don't find 
enjoyable? 

Interviewee: Well, yeah. [chuckles] Well, as a 
student, uh, I didn't find enjoyable, uh, being, uh, 
constantly challenged by, um, my tutors who 
have very different approaches. 

Interviewer: Yeah. 

Interviewer: Yeah. So-So this is quite a while ago 
then, was it? 

Interviewee: Yep. And I wanted to train back 
then. At the time there wasn't grants available. 

Interviewer: Mm. 

Interviewee: Um, and then my career really got 
in the way. 

Interviewer: Yeah. 

Interviewee: So, I didn't have, um, the finances 
to kind of go in osteopathy a bit later once the 
grants were in place. 

Interviewer: Mm. 

Interviewer: Oh, dear. 
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An interview guide was developed prior to the interviews taking place, which can be found 

in Appendix 9. This was based on my prior knowledge of the area, my brief literature review 

at the start of the study and discussion with my supervisors at the time. The aim was to 

ensure that the focus of discussion towards the area of interest could be maintained. This 

also allowed me to think through the kinds of questions that would help me fulfil my 

research objectives and would help to avoid any unexamined preconceived perceptions or 

assumed meanings, as I was familiar with the language and situation of the participants. It 

also allowed me to craft questions that would get underneath and behind the participants’ 

experiences (Charmaz, 2014). 

Each interview began with an informal chat to relax the participant in order to build rapport 

with the interviewee, to build trust and help develop a participant–researcher relationship. 

Each interviewee was given a briefing before the interview began. In line with Turner’s 

(2010) suggestions, this included reiterating the purpose of the interview, reminding them 

about confidentiality, explaining the format, how long I expected the interview to take and 

how to get in touch with me following the interview, and asking them if they had any 

questions or queries before the interview began (Turner, 2010).  

I also reminded participants that the interview would be audio-recorded and that they were 

free to not answer a question, skip a question, stop, pause the interview or withdraw at any 

time without prejudice. Participants were told that the transcripts of the interviews would 

be sent to them for checking and that they could make changes to them at that stage if they 

wished. They were also reminded that excerpts of the interviews might be used in any 

publications resulting from the study or in the final thesis and that their names and the 

names of anyone they mentioned would be obscured.  
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I also stressed that there were no right or wrong answers and that I was only interested in 

their experiences. Participants were reminded that only I and my supervisors would have 

access to any interview data. Each participant was asked to confirm that they understood 

the above, and that they had read and understood the participant information sheet, before 

proceeding.  

Using a grounded theory approach to interviewing meant paying close attention to the 

interviewees’ definitions and the context in which these were conveyed. This involved 

exploring implicit meaning of often taken-for-granted practices. In order to get underneath 

these assumptions, I used reflective listening techniques whereby I reflected the essential 

meaning back to the participant in their own words to check if I had understood what they 

were saying. I also used an open questioning style, long pauses, and probing questions, and 

attempted to keep the tone conversational.  

As an educator and practitioner, the ‘language’ of osteopathic education was understood by 

both me and the interviewees, but as a researcher, I needed to understand the terms and 

language that they used from an outsider perspective.  I did this by continually asking 

participants to provide more detail of what they meant when they used the ‘language’ of 

the profession. Using open questions helped me to protect against unconsciously forcing 

data into categories without proper examination and to ask questions which were more 

focused but that also allowed participants to easily express themselves (Charmaz, 2014; 

Birks and Mills, 2015). 

After each interview, participants were asked if they would consent to being contacted to be 

interviewed again if necessary but reassured that they were under no obligation to do so. 
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During each interview, field notes were recorded by hand in short form, and then, after the 

interview, additional thoughts and feelings were documented. 

The data from all interviews were transcribed using a professional transcription service, as 

word processing skills were limited. Transcriptions were full verbatim, including pauses, 

unintentional or repeated words and hesitations, as it was felt that this would provide more 

detail. As I did not transcribe the interviews myself, I listened repeatedly to each recording 

and read the transcriptions. This allowed me to become immersed in the data and enabled 

patterns and processes to become apparent. Transcripts were then sent to participants for 

checking via email, with the reassurance that any identifying information would be 

anonymised if used in the thesis or any publications that come from it.  

 

5.5 Researcher-Participant relationship 
 

All participants in the study were undergraduate students of osteopathy. Due to the nature 

of the investigation and the method being used, the researcher–participant relationship was 

necessarily interactive, as this would facilitate the mutual construction of data (Mills, 

Bonner and Francis, 2006a). My standing within the profession, having been involved in 

regulation and education for some time, meant there was an inevitable power imbalance 

that needed to be acknowledged, with mitigating actions taken to redress this. Some of the 

strategies employed were designed to empower the participants and give them some 

control. These included allowing them to schedule interviews at a time and date to suit 

them, where they would feel most comfortable and in control, usually in their own homes. A 

collaborative approach was taken, with time spent before the interview reassuring them 

that I was there to learn from them. 
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During the interviews, I attempted to remain detached and took a naïve approach to 

questioning. I asked follow-up questions that would have been obvious to a student of 

osteopathy and a clinical educator, such as “You mentioned just then that you sometimes 

don't get to do the techniques that you want to do. Can you tell me a little bit more about 

that?” which required participants to respond to the question as if they were responding to 

someone who had no knowledge of osteopathy. In response to the ‘naïve’ question above, 

the participant responded by explaining about the different ‘types’ of osteopathy, followed 

by a description of a very common clinical scenario where students may not be permitted to 

undertake certain techniques or methods of doing things by the tutor for various reasons, as 

can be seen below.   

Yup, so you know there's different types of osteopathy in the 

structural visceral and cranial and depending on the tutor's comfort 

zone, they feel like it's, stay within the brackets, if I may say so. At 

times when I wanted to do structural but the tutor prefers, functional 

that means I reconsider my treatment plan, or the opposite as well, 

tutors have a very structural – ends up – than the functional 

techniques. (Participant 751). 

My use of open and naïve questions allowed the participants to be more open and less 

guarded and to explore their own thinking. It also prevented me from becoming too 

intrusive in my interaction with the participants, giving the impression that the interview 

was very informal and providing me with rich data. 
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5.6 Data management and storage 
 

Each participant was given a unique identifier code. All data was coded using this method, 

so candidate 750 had an audio file of their interview, a copy of their diary and a transcript of 

their interview coded using this method, which enabled easy identification. This was 

securely stored on the qualitative research package NVivo version 8 (QSR International). 

Memos were also kept on NVivo but not coded to specific participants.  

NVivo proved invaluable in coding, sorting and linking to memos. It also helped with 

diagramming, linking and comparing data with data, which was important as the theory was 

being constructed.  

 

5.7 Ethical considerations in this study 
 

5.7.1 Ethical approval 
 

Ethical approval was granted by the British School of Osteopathy (Now University College of 

Osteopathy) Research Ethics Committee (REC) on the 1st of November 2016. A copy of the 

Research Ethics Committee approval letter can be found at Appendix 4. All osteopathic 

education institutions that took part were sent the REC approval letter with the introductory 

email and accepted this as sufficient assurance that ethical considerations had been taken 

into account for students enrolled on their programmes to be involved in the study.  

5.7.2 Informed consent 
 

Each participant was given the opportunity to read and scrutinise the participant 

information sheet (Appendix 2) that accompanied their first email. They were encouraged to 
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ask questions and seek clarification about their role in the study. The participant 

information sheet contained information regarding the intended purpose of the study, how 

it would be run, their role in the study should they choose to participate and what would 

happen with the data gathered (Given and Saumure, 2008). It contained contact information 

that the participants could use to contact the researcher if they had questions to be 

answered, as well as information regarding ethical approval and my supervisory team. 

Participants were also made aware that they might be contacted again to be re-interviewed. 

Consent was also gained verbally before each interview began, and at the end of each 

interview, participants were asked again if they would object to being contacted for further 

interviews if necessary. Participants were also provided with guidance to access counselling 

and support should they experience any negative effects from the interview and were 

debriefed after each interview to ensure that they were not adversely affected. 

All participants were reminded that they did not have to take part, and that they could 

decide to not answer a question, skip a question or halt the interview at any time. They 

were also told that they could request at any time in the future that their data be destroyed 

and remove themselves from the study. Furthermore, they were reminded that quotes 

might be used in the thesis and any subsequent publication but would be anonymised.  

5.7.3 Avoidance of coercion 
 

All eligible osteopathic educational institutions were contacted via emails sent to either 

programme leads or others identified such as research departments or IT departments if 

directed with information regarding the study, the ethics approval (Appendix 4) and the 

participant information sheet (Appendix 2). This was then forwarded to their student body. 

Programme leaders and others were also asked to put up posters on campus alerting 
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students to the study. All participants had to contact the researcher directly to opt into the 

study. Having the researcher separated from recruitment and having participants directly 

contact the researcher to opt into the study both reduced the likelihood of participants 

believing that they had been coerced.  

5.7.4 Confidentiality and anonymity 
 

In order to provide confidentiality and anonymity, all participants were assigned a unique 

identifier code. Each participant’s unique code was attached to any data from that 

participant, which included their diary and their interview recording, transcripts and field 

notes. Participants entered their unique identifier code when they added an entry to their 

diary and the researcher attached the code to their interview data. Only the researcher was 

able to access the “key” to this code. As per the participant information sheet (Appendix 2), 

all information that could identify participants or anyone they identified was edited. During 

member checking, participants had the opportunity to amend any data that they felt might 

compromise their anonymity. 

Only the researcher and the study supervisors had access to this information. All data was 

stored electronically and password protected.  

5.7.5 Wellbeing 
 

Qualitative interviewing can be stressful for participants (Irvine, Drew and Sainsbury, 2012). 

The depth of discussion can bring up uncomfortable memories or feelings that may cause 

distress, or participants may feel that they are being appraised or judged in some way. This 

needed to be taken into account when planning the study.  
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All participants received information regarding the study in the form of a participant 

information sheet (Appendix 2). Under the ‘risks’ section of the sheet, the possibility of 

distress resulting from the interview was acknowledged, as can be seen below in Table 5. 

Table 5: Text from participant information sheet highlighting potential risks. 

 

Participants were also reassured before each interview that I would be focussing solely upon 

their experiences and that there were no right or wrong answers. This was scripted and 

included in the interview schedule, which can be found in Appendix 9 and included in Table 

6 below. 

Table 6: Text from interview guide regarding wellbeing 

 

Additionally, after each interview, participants were provided with a debrief where they 

were asked if they felt they needed to speak to anyone as a result of the interview and each 

was given a copy of the form ‘Help for research participants’, which can be found at 

Appendix 10, directing them to support services in their institution, through the National 

Health Service or through the Institute of Osteopathy. 

 

 

Whilst it is not anticipated that you will be distressed by taking part in this study, you will be 

asked questions about your life as a student osteopath and issues outside of that life. 

Written information directing you to sources of support can be supplied after interview. 

Today we will be exploring the things that you think might have helped to form your 

osteopathic identity. We will discuss your experiences from before you decided to become 

an osteopath right up until today. 

There are no right or wrong answers. I am only interested in your experiences, how you see 

yourself as an osteopath and what you think has influenced the formation of this identity. 
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5.8 Data analysis  
 

5.8.1 Overview 
 

The methods of analysis used for this study were initial coding and focused coding, as 

suggested by Charmaz (2014). This was chosen over the more structured coding 

paradigm originally put forward by Strauss and Corbin, as the positioning of this study 

was constructivist. Strauss and Corbin’s suggested methods are considered to be more 

positivist (Babchuk, 2009). Initial codes provided possible paths to take during analyses. 

Focused coding is the process of studying and comparing, combining and collapsing codes 

to produce focused codes (Charmaz, 2014). These codes appear more frequently among 

initial codes, have more significance than other codes or seem to be better ways to 

categorise data.  

 

Initial coding usually takes the form of looking for incidents, such as recurring actions, 

characteristics, experiences or phrases that occur within the data (Birks and Mills, 2015). 

Codes are then applied to the data. This can be done for lines or sections of data and can 

often take the form of line-by-line coding. This allows the researcher to look more 

dispassionately at the data without being drawn into the world of the subject (Charmaz, 

2014). 

 

Focused coding aims to deepen the comparative process, enabling the researcher to 

determine the adequacy and conceptual strength of initial codes. Assessing initial codes 

involves comparing them with data and distinguishing codes with greater analytic power. In 

order to do so, researchers must compare codes with codes and identify promising or 
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tentative categories. Memos may be brought in at this stage, as they allow a window into 

one’s previous thoughts, looking back at comparisons that were made earlier in the process. 

Comparing one code with another helps the researcher to clarify the theoretical centrality 

of certain ideas.  

5.8.2 Memo Writing 
 

Memo writing is used to record the researcher’s thoughts as the transcripts and diaries are 

reviewed. It prompts one to analyse data and codes early in the research process (Charmaz, 

2014) and provides a system to keep track of the categories and hypotheses that are 

generated during the study. It also encourages reflexivity and helps to link data collection 

and analysis. Memos were written from the very start of the coding process. They provided 

me with the opportunity to see deeper into the data by revealing patterns and relationships 

that I would not have otherwise seen. An illustration of this can be found in Table 7, below. 

This enabled me to form categories, identify the characteristics and properties of these 

categories and reach a level of conceptual abstraction that I would not otherwise have 

achieved. It also allowed me to identify what was absent, which helped me with theoretical 

sampling. 

Table 7: Example of memo showing theoretical abstraction 

Going over 753 again and there is quite a lot about role models.  

How you can have both student and tutor role models but that they all have to have had a 

reputation at some point. They may have specialist knowledge in some area and need to be 

known for it. It helps if they have real world experience, so a tutor who also works as an 

osteopath. 

They usually are able to put things in ways students feel comfortable with, simplifying things 

or making them easier to understand by putting them in different ways and adapting to 

different students, in the same way that we adapt to our patients. They also have an ease 

about them that puts others at ease, and this is related to confidence. 
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5.8.3 Data analysis 
 

Data was collected from online diaries kept for one month prior to the individuals’ 

interviews. These were used for reflective stimulus during the interviews and then as data 

themselves. Seven initial interviews were undertaken, followed by two additional interviews 

for theoretical sampling.  

Because grounded theory methods are iterative, the same process needs to be undertaken 

repeatedly in order to begin to construct a theory that is grounded in the data (Birks and 

Mills, 2015). Methods of data collection and data analysis occur at the same time and 

analysis is done where possible as the data emerges (Glaser, 2002; Birks and Mills, 2015). 

Unfortunately, as Table 8 below shows, it was not always possible to fully analyse data as it 

emerged. As can be seen, interviews three and four happened concurrently. These 

participants were both approaching graduation, so there was little time to properly engage 

with the data before the following interview occurred. At other times there was an 

interruption of studies that meant that some interviews were quite far apart from each 

other. This meant that I would have to re-engage with interview transcripts, recordings and 

participants’ diaries to familiarise myself with the data and study.  

Table 8: Interview timeline 

Interview Number Date 

1 19.12.17 

2 21.06.17 

3 04.07.17 

4 04.07.17 

5 11.03.18 

6 05.03.18 

7 14.03.18 

8 20.01.20 
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At this point, coding examined what theoretical possibilities could be discerned from the 

data by asking the following questions: “What do the data suggest, pronounce or left unsaid 

and from whose point of view?” (Charmaz, 2014, p.116), as well as “Is there a theoretical 

category that the data suggests?” Participant diaries were collected after one month, at 

which point participants were informed that they could stop keeping their diary. The diary 

entries were then repeatedly examined prior to interview and open questions formulated to 

explore entries in more detail at the individual interviews. Below in Table 9 is an example of 

how the original diary entry was read back to the participant and then an open question 

posed in order to gain more insight into the diary entry. 

Table 9: Original diary entry used as reflective material in individual interview.  

Original diary 

entry 

Today was the first day observing at clinic. Putting on the tunic 

made me feel like this is real and watching upper year students and 

their tutors go about their work put into mind how prepared we 

need to be when we will be dealing with real patients. It's made me 

more determined to work on the skills learned and try to improve 

on my overall knowledge as much as possible 

Question 

regarding the diary 

entry 

Okay. All right. So we'll move on to your second entry. “Today was 

the first day observing in clinic, putting on the tunic made me feel 

like this is real. I'm watching other students and their tutors go 

about their work, putting to mind how prepared we need to be 

when we will be dealing with real patients”. Can you tell me a bit 

more about that? 

Response Yes. Up until that point I'm good in the class and with being student. 
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shedding more 

light on the entry 

And when you finally get your tunic and all that stuff, and you're 

taking pictures and things like that, it makes you feel like, "Oh, we're 

actually going somewhere. We're getting closer to that - to that 

stage where they're gonna be doing what we've set out to do." So, I 

think, very practical, the realisation of the progress you're making. 

 

5.8.4 Coding 
 

Codes are actively constructed from the data generated during data collection. They form a 

direct link between that data and the developing theory and are used to identify concepts, 

similarities and recurring themes (Chun Tie, Birks and Francis, 2019). Two phases of coding 

occurred in this study, namely initial and focussed coding.  

5.8.4.1 Initial coding  

 

Participants’ diaries were not only used as reflective material for individual interviews; they 

were also used as data themselves and treated in the same way as interview data. All diaries 

and interview transcripts were read several times and interview recordings listened to in 

order to aid my immersion in the data. Data analysis then took the form of initial coding 

where sections of data were coded as it was read and when something the participant said 

grabbed me. This did not allow me to fracture or break the data up enough to see implicit 

meaning or process at this stage, so I undertook line-by-line coding (Charmaz, 2014), as this 

would allow me to identify nuances that had not been apparent before and would help to 

discern implicit meaning within the data which had not been apparent during the initial 

round of coding. On reflection, the first round of coding was naive, wholly due to my 

inexperience with the process; once line-by-line coding had begun, it became apparent that 
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this would have been a better method to start with. However, the first wave of coding did 

allow more immersion in the data and sensitise me to some areas. This can be seen from 

the example of an early memo presented below in Table 10, where I identify the importance 

of specific feedback, which eventually contributed to my Magpieing category, as will be seen 

later in Chapter 6.  

Table 10: Early memo demonstrating sensitisation to concepts.  

 

Line-by-line coding involved going through diary and interview data and applying a code to 

every line. This was designed to enable me to see actions or events that I might not have 

seen with longer forms of coding, looking for “actions and incidents, characteristics, 

experiences or phrases that occur within the data” (Birks and Mills, 2015, p.89) rather than 

trying to find categories that I might have formed or that had been suggested through initial 

enquiries into the literature. An example of this can be seen in Table 11 below.  

I attempted to remain close to the data and stay as open as possible whist coding. This was 

more important in the first phases of analysis, as it enabled me to see the subtleties of what 

participants were communicating to me. This was done with the purpose of generating 

‘analytical leads’ which could be followed up in the later stages of analysis (Charmaz, 2014). 

At this point of data analysis, codes were generated that used the words of the participant. 

Charmaz (2014) refers to these codes as ‘in vivo’ codes. She suggests that they are used to 

label segments of data by in order to act as an indicator of the participants’ perspectives, 

language and meanings (Charmaz, 2014). During all coding procedures, data was compared 

“Coding a bit about how a senior student helped an interviewee and about taking the time 

to explain where she went wrong, to demonstrate it to her and then to give her to 

opportunity to do it again without the pressure of the patient being in the room was quite 

powerful and made me think about opportunistic learning and reinforcement. Somehow 

doing it on a real patient reinforced it for the student” 
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with data, looking for implicit relationships and actively seeking analytical differences and 

connections. For example, Table 11 below is a section of data that was coded line-by-line 

from interview four. This demonstrates that even when coding just part of sentences, it is 

possible to code the data coherently, and that these codes can be raised to categories or 

subcategories such as the ‘safe environments’ code below. This formed a subcategory in 

institutional processes that will be discussed in the following chapter. 

Table 11: Example of line-by-line coding 

Line of text Code 

Oh geez, I like the, uh, atmosphere that we have at 

the clinic, I like that 

Enjoying the atmosphere in 

clinic 

anytime I can ask for help from tutors or even my 

colleagues. Um, I like the safety of 

Safe environments 

the environment. Uh, I've had a few times where 

patients were somehow inappropriate 

Feeling unsafe 

with me, I could always rely on them. The tutors I 

worked with helped in the situations 

Able to rely on tutors 

 

Codes are a form of shorthand used to identify conceptual reoccurrences and similarities in 

the patterns in the data. Groups of codes together can represent a higher-level concept 

which may eventually lead to the formation of a category (Birks and Mills, 2015). An 

example of this would be the line below - 

“anytime I can ask for help from tutors or even my colleagues. Um, I like the safety 

of“  
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This line was coded as “safe environments”. It and other similar examples eventually led to 

the construction of the “safe spaces” focussed code and contributed to the “supportive 

environments” category that contained other focussed codes.  

The process of line-by-line coding helped me to see processes that were previously hidden 

and enabled me begin to form categories. Even at this stage, memos were kept; these were 

free-flowing and eclectic in that I would examine and reflect on individual lines or on several 

interviews at once.  

5.8.4.2 Focussed coding 

 

At this stage, there was a pause in data collection which allowed me to engage on a deeper 

level with the data and to undertake the next step in the coding process, namely focused 

coding. This is undertaken because the sheer number of codes generated when conducting 

line-by-line coding is enormous, and in order to move the theory along, these must be 

condensed. Focused coding is used to synthesize and explain larger sections of data by 

examining the most significant and frequent codes that emerge. This allows researchers to 

make decisions about how to categorise and subcategorise data. Wherever possible, codes 

should be kept “short, simple, active and analytic” (Charmaz, 2014, p.120).  

Focused coding was undertaken with the aim of determining the adequacy and conceptual 

strength of the initial codes and to synthesize the most significant and frequent codes that 

emerged (Charmaz, 2014). The process took the form of comparing data with data and 

codes with codes, in order to find codes that seemed to be describing the same process but 

in a different way, trying to distinguish those that had greater analytical power, combining 

them together and looking for sensitising concepts (Charmaz, 2014). Once this was done, I 
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tried to outline the respective properties of the combined codes in order to elevate them to 

focused codes before allocating then to categories and subcategories.  

As I worked through this process, I began to see codes which were repeating and where 

they could be combined. This necessitated not only comparing codes with codes but also 

repeatedly going back to the data. Through this iterative process, categories began to be 

constructed, along with the subcategories that supported them. At this stage, the data was 

showing me that participants were identifying that role models, role-playing and clinical 

encounters were important factors in their professional identity development but not how 

to link these together. It also showed me that embodiment and developing emotional 

maturity were important. It was difficult to see how these affected each other or how they 

fitted together, if at all. It also became more challenging to hold all the codes and tentative 

categories together or to see links between them. It was at this stage that I started to 

employ diagramming to aid my continuing analysis. Diagramming is a visual representation 

of theory under construction, which can also be used as a method of analysis itself (Birks 

and Mills, 2015). An example of this can be found below.  
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 Figure 2: Example of diagramming theory under construction. 

 

Diagramming allowed me to identify links between categories that I had not seen before 

and to make theoretical links between the categories. It also allowed me to see that 

participants held a conception of themselves in the future that they strived towards, that it 

was constantly being remodelled and that this happened more under certain circumstances. 

I developed the category of observation, which was a process that participants used to 

construct this future self. This included times of transition that were somehow used to 

affirm their developing identity. All categories also had subcategories, which can be seen in 

the diagram above. As I moved through the analysis, it helped to construct different 

versions of the diagrammatic models and aided the constant comparative method by 

allowing me to see an overall picture as opposed to individual codes. It was at this point that 

I began to draw on the literature on identity and its formation (Oyserman and James, 2011). 

From this I developed the category of future self as osteopath. I also looked more broadly at 

the literature on identity (Jenkins, 2006). What had become apparent was that there 
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seemed to be three separate but interrelated processes occurring. Jenkins (2008) had 

conceived of identity as being composed of three different but interrelated world orders, 

which he termed the individual order, the interactional order and the institutional order. I 

found that this fitted my developing theory well, as the three categories that I had identified 

fitted well into these world orders.  

5.8.5 Theoretical sampling 
 

Theoretical sampling is one of several essential grounded theory methods (Birks and Mills, 

2015). It is a means of seeking and collecting additional data to refine the categories that 

form the theory that is being constructed (Charmaz, 2014). After interviewing the seven 

participants and engaging with the data, it became apparent that I needed to revisit some 

participants to theoretically sample. This was necessary to saturate the identified categories 

and to test the theory under construction (Aldiabat and Le Navenec, 2018). I needed to 

decide what additional data I needed to refine my categories and from whom it would be 

best to gather this information in order to move the theory forward to theoretical 

sufficiency (Birks and Mills, 2015). I developed a theoretically focussed interview guide 

(Table 12) designed to focus my questioning to understand the categories that had been 

constructed to that point. Based upon this, interviews were arranged with participant 750, 

as they had sensitised me to the concepts of Magpieing and Future Self. 

Table 12: Theoretically focussed interview guide 

Individual identity processes. 
How do you see yourself in the future? 
Can you see how you are going to get there? 
Do you think your past affected the kind of osteopath you are becoming? In what way? 
Interactional processes 
How did this image of yourself in the future form? 
What influences this image of you in the future? How did you construct this picture of 
yourself? 
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Do you have people whom you observe? 
Are there any other influences, such as books, courses or documentation, that help guide 
you? 
Institutional processes 
Where do the processes mentioned above happen? 
How important do you think clinic is? 
What supports your development? Processes, classes, clinic 

 

The data gathered from these additional interviews was transcribed and member checked 

by participants before being coded. I used focused coding, as the categories had been 

advanced to a level where I needed to refine them rather than looking for new insights.  

5.8.6 Theoretical integration 
 

Theoretical integration is the application of advanced coding techniques in order to pull 

together a  theoretical framework into a theory grounded in the data (Birks and Mills, 2015). 

Charmaz (2014) suggests that theoretical integration begins with focussed coding and 

proceeds through all analytical steps. Birks and Mills (2015) propose that three factors are 

necessary for the integration of a grounded theory:  

1. An identified core category 

2. Theoretical saturation 

3. A bank of analytical memos 

During the process of ongoing analysis, these factors become so interrelated that they flow 

from and between each other. 

At this stage I had an idea of what constituted my theory but not exactly how the categories 

fitted together or supported one another. I was also aware of the criticisms levelled at many 

studies that claim to be using grounded theory and the need to avoid inadvertently 

providing a conceptual description rather than the development of a conceptual theory, and 
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the need to describe a basic social process, as many believe that this is required in order to 

claim that the study has used grounded theory (Cutcliffe, 2005). In discussion with my 

supervisors, it was decided that writing increasingly detailed memos on each of the 

identified categories, trying to discern the boundaries of each category and how they relate 

to each other, might help.  As I began to do this, I brought in text from the interviews to 

support my thought processes and to ensure that the theory remained grounded in the 

data, even though they were becoming more analytical and abstract (Charmaz, 2014). 

Through this process, I began to see where the categories lacked depth or explanatory 

power and others that had been saturated (Aldiabat and Le Navenec, 2018). I also continued 

to use diagramming, as suggested by Charmaz (2014), which helped me to visualise 

categories and how they all worked together. I began to see the basic processes at work, 

and to refine categories and combine them together. As I did so, they became more 

abstract: for instance, Magpieing became more central and began to incorporate several 

other categories, such as observation, as it was an integral part of the process of Magpieing. 

At this stage, I also began to re-engage with the literature. This provided further structure to 

my developing theory and this is where I developed the notion of three interrelated 

“orders” (Jenkins, 2006) that gave structure to the internal, interactive and institutional 

processes that were taking place. This helped me to move the theory towards theoretical 

sufficiency. It was at this time that I returned to the two participants, as mentioned in 

section 5.8.5, to theoretically sample, and even though there is some disagreement over 

going back to participants to check the credibility of the theory (Cutcliffe, 2005), the basic 

social process that I hoped to explicate was in osteopathic education, and so it was 

appropriate to go back to participants to check for “fit and grab” (Glaser and Strauss, 1967). 
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As grounded theory methods are iterative and recursive, it is very difficult to provide an 

exact timeline. However, I have attempted to provide a visual representation of the study 

milestones to aid understanding in Figure 4. 

 

Figure 4: illustration of research timeline 

 

5.9 Chapter conclusion 
 

This chapter has described the methods of data collection and analysis undertaken in this 

study. It has sought to document and justify this at each step to ensure that the reader 

understands the reasons for the choices made at each stage.  

 

Timeline Process  Activity 

November 2016 Research ethics 
approval 

Research ethics approval received 

December 2016 Pilot  Piloting diary and interview schedule 

Jan 17 to June 17 Interruption of 
studies 

No activity 

December 2017 to 
March 2018 

Purposive sampling Interviews 1 - 7 

December 2017 to July 
2018 

Data analysis Line by line coding 
Memo writing 
Constant comparison of data and early 
categories 

July 2018 to January 
2019 

Interruption of 
studies 

No activity 

January 2019 to March 
2020 

Theoretical sampling Re introduction to the data  
Further data analysis 
Re interview participants 750 & 751 
Focussed coding 
Memo writing 
Constant comparison of categories and 
data 

July 2019 to March 2020 Theoretical 
integration 

Advanced memo writing 
Constant comparison of categories 
Engaging with literature 
Identifying core category 
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This chapter began by describing how participants were purposively sampled and asked to 

keep a diary of their experiences for one month before being interviewed; that the data 

collected from the diaries formed not only a reflective prompt for the interviews but also 

served as data themselves; and that all interview data were transcribed verbatim and used 

in conjunction with the diary entries, using essential grounded theory methods to analyse 

the data and develop a theory grounded in the data. This process involves several recursive 

steps, starting with line-by-line coding, where each line of data is assigned a code. These 

codes were then collapsed, combined and integrated to form focussed codes: these were 

collections of codes which formed tentative categories and subcategories, and also aided in 

outlining the respective properties of each category.  

In order to elevate these focussed codes to categories, several mechanisms were employed. 

The use of diagrams illustrating how each category relates to each other and what 

subcategories exist within them allowed me to see connections that had previously been 

hidden and explore the relationships of sub-categories. The next stage of analysis involved 

several processes: more focussed memo writing, theoretical sampling, theoretical 

integration and drawing on the literature. Memos are used throughout grounded theory 

data collection and analysis, but at this stage, the process of memo writing became more 

focussed to each category. This aided in theoretical integration by helping me to identify a 

core category and ensure that each category was sufficiently saturated. To ensure the 

theory remained grounded in the data, actual data was brought into the memos. It was at 

this point that I went to the extant literature and used it to locate the theory within the 

existing body of knowledge and to challenge the developing theory (Heath, 2006). This stage 

also involved theoretical sampling, where one participant was re-interviewed to ensure 

theoretical saturation of each category and to test the developing theory. It was the 



114 
 

combination of all of these stages and processes that led to the construction of the theory, 

which will be explored in more detail as related to the data in the following chapter. 

This chapter also provides assurance to the reader that the study was undertaken in an 

ethical manner by detailing the steps that were taken and that it was overseen by the 

University College of Osteopathy research ethics committee.  

In addition to Chapter 4, this chapter also acts as an audit trail, detailing every step in the 

process of the construction of the theoretical model of how the participants construct their 

professional Identity using a constructivist grounded theory approach. Data collected using 

both diaries and individual interviews were analysed using line-by-line and focussed coding. 

This was consistent with Charmaz’s (2014) model of coding. Which used the constant 

comparative method of analysis, both purposeful and theoretical sampling and the 

construction of categories. All of these methods were in line with the essential grounded 

theory methods detailed in section 4.3.2 in this thesis. The following chapter presents the 

theory constructed based on these methods along with supporting evidence. 
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Chapter 6: Research findings 
 

6.1 Introduction 
 

In this chapter, I will present the findings of the study. The chapter begins by providing 

background context in the form of participant information. The theory will then be 

presented with supporting quotes from participants’ diaries and interviews in the following 

way. Quotes will be followed by the participant number and either an “I” which represents 

that the quote was taken from the participant’s interview, or “D” representing that the 

quote is taken from the participant’s diary (e.g. 753I or 755D). Where there is a (2) after the 

letter, it denotes that the quote was taken from the participant’s second interview: for 

example, 750I (2). On occasion full quotes from students will be provided rather than the 

specific element that is pertinent: this is to preserve the ideas and the context of what 

participants intended to say. It is hoped that this will aid understanding. Additional 

explanatory narrative is provided to ensure clarity. 

The presentation of the theory will be formatted using what Jenkins (2008) described as 

world “orders” where he encourages us to think about the social world on three different 

but interrelated levels, those being:  

• The individual order, comprising embodied individuals and their psychological 

cognitive worlds;  

• The interactional order, comprising relationships among those individuals and what 

happens between them; and  

• The institutional order, comprising patterns and organisation of established ways of 

doing things. 
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Using this conception allows us to have a more extensive view of identity and the processes 

that contribute to its development. In this chapter, these three levels are represented as:  

• Individual level processes for the construction of professional identity, which in this 

theory are presented as Temporal identities; 

• Interactional level identity processes that contribute to identity construction, which 

are presented in this theory as Magpieing; 

• Institutional level processes that support identity construction, which are presented 

in this theory as Supportive Environments. 

 

6.2 Participants’ background 
 

All participants were studying for an integrated master’s degree in osteopathy at a UK 

Osteopathic Educational Institution that had recognised qualification status. They came 

from three of the five eligible OEIs, as can be seen in Table 13 below. 

Table 13: Participants by institution 

Number of participants Osteopathic Educational 
Institution 

3 1 

2 2 

1 3 

 

Prior to entering osteopathic education, participants had a range of educational experience 

from level three upwards. One had undertaken a level seven award prior to enrolling on 

their osteopathic programme, two had a level six awards, one had a level five and three had 

achieved level three awards, equivalent to A-level. Two participants had undertaken their 
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previous education in a country outside the UK. Two participants had previous qualifications 

that fell outside the state system of level descriptors, such as massage and yoga 

qualifications undertaken abroad. One participant had a manual therapy qualification prior 

to undertaking osteopathy training. Participants were at different stages of their course 

when interviewed, as can be seen from Table 14 below. 

Table 14: Participants’ year of osteopathic training at interview 

Number of participants Year of osteopathic training 

1 Year 1 

2 Year 2 

1 Year 3 

3 Year 4 

 

Six of the participants were female and one was male. Their ages ranged from twenty-one 

to fifty-three years, as illustrated in Table 15 below. 

Table 15: Participants’ age at interview 

Number of participants Age at interview 

2 21 - 30 

2 31 -40 

2 41 -50 

1 51 - 60 

 

6.3 Individual identity processes 
 

6.3.1 Temporal identities 
 

Participants in this study indicated that their past identity influenced many aspects of their 

present, from the choices they made to what they attended to as students of osteopathy. 

They also expressed the view that they held a conception of themselves as osteopaths in the 
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future, which they worked towards. They used these conceptions of themselves to motivate 

themselves and to act as a way-marker against which they could check their progress. They 

used a variety of ways to compile this composite future identity as osteopaths, which are 

explored below. I termed the processes collectively “temporal identities”, and they 

represent the internal level of processing where the conception of self-identity on many 

levels, including such things as self as empathic carer, scientist, or osteopath in the making, 

are held internally yet heavily influenced by interaction and the processes that support that 

interaction. 

6.3.2 Past identities 
 

Participants discussed how their past identities and the contents that made up those 

identities contributed to their present self. These identity contents, along with prior 

experience of osteopathy, affected participants’ initial decisions to become osteopaths. 

These also affected their development whist studying by influencing their conception of 

who an osteopath is and what an osteopath does.  

6.3.2.1 The decision to study osteopathy. 

 

I have chosen a range of examples to illustrate how participants’ past identification with 

aspects of healthcare affected their decisions to study osteopathy. In five of the seven 

interviews, participants spoke about this explicitly, those being 750 751, 753, 754, 755 

For some it was an interest in how the body works, such as anatomy and physiology and the 

medical sciences in general, that influenced their choice to study osteopathy. 

[The] human body always interested me. I've looked into being a 

physio when I was 17, 15 to go to uni the first time. (755I) 
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I actually, originally, as a child, I could remember being very 

interested in biology and the sciences at school. (754I) 

I've always enjoyed working with the body, so that's why I went into 

massage at first (750I) 

I think the simplicity of [it], again, working with my hands for one and 

the bonus of learning about the body, about the physiology (752I) 

 

For participants 755 and 753, the view of osteopathy as more holistic was an important 

factor, and for participants 755 and 751, it was the more caring, human, patient-focussed 

aspects that were attractive, as can be seen form the quotes below 

I think it was more the holistic side, you know, rather than just the 

site and then you treat rather than you know, I'm a physician then 

you don't look beyond, you don't dig deeper in. 753I 

 I'd looked into maybe becoming a doula or maybe becoming a 

midwife. I wanted to do something human and helpful in that kind of 

remit; I would much rather have become a doula than a midwife 

because a doula do not restrict it so much. (755I) 

I think it was everything I was interested in. It was part of science and 
a little bit more of the theory aspects, and then there was also the 
more practical aspect when, you know, it's human contact through 
language and through touch. (751I) 

 

For other participants having some independence to practice how they choose was an 

attractive aspect of the role, as with 755 above and 750 below. 

...being independent from most people really, you know I don't have 
someone who's going to come in your treatment room and tell you 
what techniques to do (750I) 

Yes, definitely. I see that trait in most people in my family actually, 
that it's not necessarily wanting independence: it's more about not 
having someone hovering over me and not having to report to 
anyone but myself. I've always had that trait of character. That's 
always been without question and that was one of the big appeals 
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for osteopathy, was that when you're in a room with your patient, it's 
just you and the patient. 750I(2) 

 

Having had prior contact with an osteopath in some way, either though knowing an 

osteopath or attending an osteopath for treatment, sensitised participants to osteopathy as 

a viable career path, as can be seen from the quotes below. 

It was quite contentious when [I] actually found an osteopath, but 

within literally a couple of months, I was feeling so much better. 

having been in considerable amount of pain for about six months 

prior to that. It was, a revelation to say the least and I wanted to 

train back then. (754I) 

My neighbour was an osteopath and so she just asked if she could 
treat me and I said yes, and she did. And that was quite eye-opening, 
I would say, I quite like the human body and the cells and human 
contact to start with. I thought it was absolutely fascinating. (750I) 

[My son] had osteopathy treatment and that helped him. So that was 
one big thing about that, and I also I went for a couple of interviews 
at an osteopath clinic and you know, came across them and so, in my 
mind, I thought It's the approach to it, you know: they were different 
from I would say chiropractic and physio and something that I 
thought I would be, you know, it would suit my thinking. (753I) 

 

Often there were intersecting reasons for choosing to become an osteopath.  These would 

usually involve some form of contact with osteopathy, either through treatment or through 

knowing an osteopath, before choosing to study. Another factor was the perception of 

osteopathy as a caring, scientific, human profession that gives one autonomy and allows 

one to treat more holistically, as with participants 750, 751, 753, 754 & 755. 
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6.3.2.2 Past identities and their influence on participants’ development  

 

Participants described how their past identities affected what they paid more attention to 

and thus affected the “kind” of osteopath they were becoming. They also described how 

their past identities both helped and hindered their development. 

The quotes illustrated below demonstrate how some participants felt that their past identity 

affected what aspects of their tutors, peers, osteopathy or parts of the curriculum that they 

are drawn to and thus began to emulate. 

When we did the visceral, the actually listening and stuff, I did feel 

something. That makes me feel like an osteopath. I have a friend who 

thinks it's all rubbish and she doesn't get as confident, she's not open 

to it. It makes us feel really frustrated and so she leaves the class 

irritated rather than enlightened or, you know, not, "Wow, that was 

great." So we have very different views and I think we're going to end 

up being very different types of osteopaths and it's been my 

experience in introduction into osteopathy, a lot more holistic and 

calm and lots of cranial sacral therapy. Whereas if you're exposed to 

the more biomechanics side of it, that makes sense to you. (755I) 

Until I arrived at, university and a then a lot of the teachers started 

giving out their opinions that, you know, osteopathy might not work, 

it might just be placebo. That really changed my perceptions of what 

osteopathy was. But then it made me question it, and when I did find 

my answers, I found that I liked it even more. (751I) 

 

Participants expressed differing views on whether their past identities helped or hindered 

their development as osteopaths, and they did this in different ways. Some, such as 

participant 751, describe their identity as a world traveller as being something that helped 

them connect with their patients. Others such as 753 described their past identity as a 

sports massage therapist as helping them more practically with the course. 

 I've travelled a lot, I've seen the world, so that helps me connect with 

my patients. And I think that's really an important part of the 
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therapeutic relationship. It's not just about diagnosis and treatment, 

it's not just about, orthopaedic testing, it's like being with them and 

just being able to be like, "I get you." (751I) 

In general, what we learn, things [like] primary care health-care 

person: that aspect is very practical, because I was a sports massage 

person. So that helps me, sort of developing. (753I) 

 

Participant 750 saw their past identity as a yoga teacher as something that held them back, 

and something they had to reconcile in order to move on and become an osteopath. They 

describe the conflict between their old identity and their newly forming identity as an 

osteopath, which they eventually resolved. They also noted that they felt that starting the 

course later in life was more problematic, as their identity was more crystallised.  

 I guess my whole journey as a yoga teacher has influenced me, but 
more in the way that like it held me back for the first two years. 
Because I was clinging to my old paradigm. (750I) 

and I eventually, [I] managed to let go of the past. And I still teach 
yoga, and it's still a really important part of my life, but I don't need 
osteopathy and yoga to be in conflict. (750I) 

[It] Has been more challenging than if I would have done this earlier 

because I think-I feel like younger students have more support from 

their family and they don't have such a crystallized identity when 

they start the course, so they don't question things so much. (750I) 

 

 

What can be seen from the above is that participants’ past identities affect their decisions 

and progress. They affect their initial decision to become an osteopath through their 

identification with elements of the role, such as being caring, working with their hands, 

being scientific or having independence. They can help them with their development as 

osteopaths through enabling them to connect with their patients, or hinder them by forcing 
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them to accept the realities of the role. This is entirely consistent with social constructivist 

notions of how people construct and maintain identities and knowledge.  

What can also be seen is that the participants in this study came with some conception of 

their future identity as an osteopath already shaped, and that this was mostly informed by 

previous contact with osteopathy or with an osteopath.  

6.3.3 Future identity as osteopaths 
 

One of the main categories that developed from the data analysis was future identity as 

osteopath. This category was highlighted to me by one participant (participant 751).  I 

became sensitised to this concept during the coding process, as it grabbed my attention and 

spoke to my developing thoughts regarding the theory. Later in the coding process, I found 

that other participants held this conception of themselves in the future as an osteopath and 

they used this as a goal to reach, which can be seen in the quotes below.   

I think, having knowledge of an osteopath came with, being at the --- 
and sitting and studying. And then actually becoming the person that 
you think of when you think of an osteopath. (751I) 

I think it's because when I visualise myself as an osteopath, I think I'll 
be truly happy with the osteopath I’ve become when I can truly come 
into a room, be confident... (751I) 

It’s definitely has given me more time to think about not just the kind 

of osteopath I want to be, but how I'm living my life. (755I) 

 

Participants also used this future identity as osteopath as a way to motivate themselves but 

also as a way to measure their progress against as they move towards their future identity 

as osteopath, much like a waymarker signposts the way and tells you how far you have 

travelled on a journey.  
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In that aspect I think, "Yes, I know things." Students are surely I'm 

good, but then you look at who you are, who you wanted to be, who 

you are now, and who you want to be in the future and I think there's 

always a quest. You achieve something and before you even realize 

you've achieved it, you're looking for the next best thing like, "Sure, 

I've gotten more confidence, but can I do this work on the colon?" Or, 

"Sure, now I'm good at visceral, but can I do bio-dynamics to help 

something?" Because you're always in search, somehow, in search 

for the next thing. (750I(2)) 

 

What was also apparent from participants was that this future identity as osteopath began 

to shift at transition points, as can be seen from the quotes below, in which two participants 

spoke about having “major shifts” in their future identity as osteopaths. Both were in the 

fourth year of their studies when interviewed and so were reaching a transition point where 

they would graduate and become what they had focussed on becoming for the last four 

years.  

I've had a major shift in the last few weeks of my fourth year. The 
career fair made me realise I can keep growing and expanding after 
graduation. Up until then, becoming an osteopath was the end game 
of this whole journey. Now I realise it's just the beginning of the 
journey and I want to specialise in paediatrics and be an assistant at 
the college. I can see myself becoming a teacher. (752I) 

a major shift in the way you think about becoming an osteopath. 
Whereas becoming an osteopath was the end game for this whole 
journey, now I realise it's just the beginning of the journey and I want 
to specialize in paediatrics and assist at the ---." (750I) 

At this point, I think in life in general, I'm wanting even more 
independence, so not working under someone but working for 
myself. We're talking about 10 years down the line, but possibly 
having associates working under me. I don't see myself doing any 
teaching, that's for sure, but possibly maybe helping new grads with 
them becoming more confident in a way. (750I(2)) 

This shifting of future identities become more apparent when undertaking the analysis of 

participant 750’s second interview, as they had changed their future identity as osteopath 
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between the two interviews from one where they specialise in paediatrics to one where 

they are independent, where they have their own practice and are an employer/mentor 

themselves. 

As can be seen from the above, individual-level processes in this group of processes were 

represented by the conception of temporal identities, which were used to interactively 

influence participants’ decision to become osteopaths. This also focused their attention or 

influenced their decisions regarding which identity contents to collect and from whom to 

collect these contents. Below is a visual representation of this process to aid understanding.  

Figure 4: Individual-level processes of identity construction 

 

6.4 Interactional level processes 
 

6.4.1 Magpieing 
 

Magpieing forms the core category for this study. It is the term I have chosen to describe 

the process of collecting identity contents such as clinical skills, professional behaviours or 
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ways of interacting with patients in order to construct a future identity as osteopath. As 

mentioned above in section 6.3., “future identity as osteopath” is a composite constructed 

from different elements which participants took from different influences such as peers, 

tutors and documentation. It also involves the process of modelling these behaviours, 

clinical skills and ways of doing things and seeking feedback before incorporating them into 

their professional identity or not. I used this term because it was analogous to what was 

being described in the data. It is something that has been used previously in creative writing 

to describe the process of taking elements of ideas from other authors in order to construct 

one’s own narrative. It seemed appropriate for what I was seeing in the data and the 

constructivist underpinnings of this study. The process involved collecting identity contents 

such as clinical skills, ways of communicating with patients or professional behaviours from 

their peers, tutors and institutional documentation. Participants used these contents to 

construct a future identity as an osteopath to work towards. They then modelled these 

contents through role playing and in real clinical situations with patients, sought feedback 

from multiple sources and then either chose to incorporate these contents into their 

developing identity or not. A visual representation of this process can be seen in Figure 5, 

below. This will be followed by a more in-depth representation of the findings as related to 

the data. 
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Figure 5: Diagrammatic representation of the process of Magpieing 

 

 

6.4.1.1 Sources of identity contents 

 

Whilst participants identified several routes for collecting identity contents, such as 

documentation and peers, their tutors were consistently identified as the main source of 

identity contents that they would use to form their identity. I had identified role models as a 

potential source of professional identity when constructing the initial interview schedule 

and had asked about this. However, what I did not consider is that participants would take 

identity contents from a wide range of tutors as well as peers and documentation. The 

quotes below illustrate this process well, showing how participants identify different 

contents from different tutors or sources. 
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I wouldn’t say any particular role models; however ,the tutors that 

we had all offered very different or not necessarily very different, but 

they all had their own unique points and bits for us to sort of glean 

off of. (747I) 

No role model as such, but they've been very valuable points for each 

particular tutor but they’re quite varied as well. (751I) 

Yes, there's quite a few clinic tutors where I'm thinking, “Hmm....they 

suit me.” But I’m, from my background with the swimming as well, I 

kind of did that career as well that I looked at different teachers, 

different coaches, different tutors there, and was able to pick pieces 

out of what I liked, and in fact, that creates you as an individual as 

well, I think. (754I_ 

I would have two role models, minimum two. I probably have three. 

(753I) 

I don't know if they call them role models, but definitely, teachers 

who inspired me. (P750I) 

 I try not to compare myself to others. I try more to identify things 

that I like in others and try to get a bit of that for myself. We said, If 

someone's good at something, you get a piece of that as much as you 

can through experience and observations. (750I(2)) 

 

During analysis, it became apparent that participants deliberately avoided using the term 

‘role models’, and when I suggested the term, they disagreed. However, they did identify 

aspects of the individual that they admired in some way and which they wanted to emulate 

elements of. It seemed that they interpreted ‘role model’ as someone about whom they 

admire everything. However, I could not come up with a better title for these individuals 

and so accepted that each in their own way was a role model, displaying different identity 

contents that the participant chose to collect and emulate or not. 
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Table 16: Summary of sources of identity contents. 

Source of identity content 

Tutors Peers Documentation 

 

6.4.1.2 Identity contents  

 

As mentioned above, part of the process of Magpieing involved participants identifying 

tutors, peers and documentation to Magpie from. Participants would identify identity 

contents that they felt were important components of their conception of an osteopath or 

future self as osteopath. Participants discussed a variety of contents that they Magpie, 

which include the more obvious things such as techniques, clinical assessment and ways of 

communicating clinical information with patients, as can be seen from the quotes below - 

But also to look at people's techniques: it happened that I was 

treated as a patient in the clinic by other students and often they also 

had techniques that teachers showed them or that they knew from 

whatever they were doing in the past. They actually taught me 

techniques as well during the treatment. (751I) 

We had, in my group other people that weren't English, so other 

foreigners, so they struggled with the same language issues at times 

so it was good to see how they were handling it and then go and 

observe English students and see if they had any issues with the 

communication as well, and see if we weren't the only ones. (750I) 

 

They also Magpied ways of thinking or dealing with difficult situations, as well as more 

caring attributes such as showing empathy and sensitivity and interacting with patients, as 

can be seen from the quotes below.  
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you know, if she can connect to other people, if she can have 

empathy - if she can help people not necessarily with osteopathy but 

with words and attitude. (751I) 

 I observed four patients, three of whom were children and one who 

was elderly. The importance of being sensitive to the vulnerability of 

the patients became much more apparent and has reinforced my 

resolve to be as prepared as possible while studying. (752D) 

 

Participants also collected professional skills, such as maintaining appropriate boundaries, 

dealing with difficult situations and how to be critical and rational. 

“My God, my child won't breastfeed." She can make all those 

situation calm. Sit the parent down, start treating the baby, make the 

whole room relax. (750I(2)) 

I would say it made me more aware that, umm, they – what I show to 

people in terms of emotions or, you know, you always start to stay, 

relatively, how should I say. because you are going to be treating 

patients and you can't-- you have to always act that you're 

professional. (751I)  

...so I need to-to-to learn to maintain my professional arm’s length 

and to be a practitioner, not a mother. (755I) 

I learned to be an osteopath by learning to think like an osteopath in 

the first two years of my training – does sharpen your mind. For sure, 

making me question things. Making me research things. Making me 

always think, "Is this right? Is this the best evidence available like or 

am I just making this up?”  You know, "Is this rational?" Uh, so I think 

that is a big part of osteopathic thinking. (750I) 

 

 

These identity contents such as attributes, skills and ways of doing things could be 

categorised into three broad categories of clinical skills, professional behaviours and ways of 

interacting with patients.  
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Table 17: Summary of identity contents that were collected 

 Identity content collected Participant 

Clinical skills  Technique 750 751 752 753 

Clinical examination 750 751 747 753 

Communication 750 751 

Knowledge 747 

Professional behaviours  Criticality / Rationality 750 752 753 

Boundaries 751 755 

Dealing with difficulty 750 755 

Ways of interacting with 
patients 

Empathy 750 751 

Sensitivity 750 752 

Communication 747 750 751 753 

 

Once the identity contents had been collected and used to modify or form their future 

identity as osteopath, participants described a process of modelling these identity contents. 

They described two methods of doing this, which were modelling in a clinical situation and 

role-playing in non-clinical situations with peers, tutors and others. 

6.4.1.3 Modelling 

 

The collection and integration of identity contents into their future identity was only part of 

the process of Magpieing. To continue the analogy, a Magpie takes things to build their nest, 

and in order to do that well, they need to find out what materials are best to ensure that 

they have a secure nest, so they need to experiment with different materials. In this study, 

participants described a process of trying out the identity content in real situations on both 

patients and peers. I have termed this process ‘modelling’, where the student models the 

identity content in real life and then seeks feedback on their performance. It is then that 

they decide whether to incorporate the content or not. This process is summed up very well 

by one participant and the impact that this has on their understanding. 

Going to clinic at the moment is particularly influence who I think 
because we're actually seeing real patients and you have to actually- 
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instead of theoretically thinking about the objective, you actually, 
practically try to understand the consequence of the benefits of your 
treatment. (752I) 

 I guess it's more like the times where it works. I've had patients 
where all of a sudden I've thought about the right thing to say and 
just sort of blurt it out and it seemed to work, and so I think, "Well, 
maybe I should try that a second time”. (750I(2)) 

And then in clinic, just practicing on patients. Well then, maybe not 
as an osteopath, but kind of like find my feet. Even though I'm still in 
the very early stages. And observing too the results also, because 
we've got a lot of really good tutors in clinic and a lot of them 
inspired me. (750I) 

In a conversation I'll include the things I want to say and just see if it 
seems to give a reaction either positive or negative and then seeing 
where it goes from there and you try with a few patients. Again, 
maybe I've just been lucky, and it's worked, so even when it doesn't 
work or it works badly you think, "Okay. Well, I'll just take a step back 
and try again next time." (750I(2))  

 

The quotes from participants 750 and 751 above demonstrate how students model a variety 

of identity content, including communication and technique. They then observe the results 

of this experimentation, and if the initial experiment is unsuccessful, they persevere and 

experiment again in a different situation, with a different patient. 

6.4.1.4 Role-playing 

 

An important element of modelling appeared to be role-playing of new skills, ways of doing 

things and behaviours. Participants described role-playing in class with tutors and with 

peers, where they sought feedback on their performance. As can be seen from the quotes 

below, participants describe role-play not only of clinical skills such as technique or 

examination skills but also of ways of speaking or phrasing things. 
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We did have classes at the beginning of summer clinic before we 
treat the patients, where we had to do role playing, we had to discuss 
events that had happened in the clinic and how we would have 
handled them with the help of teachers. Teachers were here to let us 
know about those things. (751I) 

Yeah, definitely, we've got a couple of classes, the teaching staff are 
really good. You feel like you are being an osteopath when you're 
doing the routine and trying to find areas and that also it doesn't 
really matter if people don't have problems. You can find areas of 
restriction within their range of motion and you can treat it. So that is 
a real confidence booster as well. (755I) 

Again my colleague and tutor always let me know if I'm doing 
something that I might not realise, like I think a lot of people when 
they start to repeat the same words way too much, so I had that. 
Every time they told me I would switch on to another word and do 
the same thing so I could count on them to help me with that and we 
started off almost doing like a role play in school where, you know, 
when you were the osteopath, you were the osteopath, and you 
didn't know that person and you had to treat them like you didn't 
know them. (751I) 

 

Participants identified their practical classes, specific role-playing opportunities set up by 

the institution and more informal peer group tutorials as arenas for their role-playing to 

take place. 

6.4.1.5 Feedback 

 

As part of this process, participants also described seeking feedback on their performance. 

They then used this to evaluate or reflect on that performance before deciding to adopt the 

identity content, to experiment with it in a different situation, or to discard it all together. 

The days that I do get a little bit, um – [what’s the] word I wanna 
use? – put back in my steps, is  when you kind of don't get feedback. 
You just don't know where you are. (754I) 

Even in the simplest of terms, you need another body to practice on. 
There needs to be somebody who can give you feedback and who 
can, um, who is learning at the same pace as you or, you know, you 
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learn something a bit quickly, you pull them up, they pull you up. 
(755I) 

 

Participants reported seeking feedback from several sources. Obvious sources for this 

feedback were their tutors and their peers. However, one participant in this study also 

identified those outside of their immediate support network at university, such as family 

members (participant 751).  

My tutor today also doesn't have children and this has reassured me 
in so many ways: her feedback has given me the confidence to treat 
and be confident that I can relate and maybe I will be able to relate 
further to those women that have struggled to conceive and then go 
on to having babies. (754D) 

But it actually having that confidence when tutors give you feedback 
so, you know, “Well, done.” You did that and then actually following 
up with some feedback that will actually help you to improve as well. 
(754I) 

Yesterday I had a chat with one of my tutors. This was my last shift 
with him before the exam and he sort of gave me a pep talk. I really 
appreciate this because he's one of the most knowledgeable tutors in 
clinic and I used to feel really intimidated by him in third year. I've 
always felt like I wasn't smart enough to get through. (751D) 

 

The above quotes illustrate the importance of feedback from tutors. Participant 754 

suggested that it gave them more confidence to treat children. This was something they had 

previously felt uncomfortable doing. 

Participants also stated that feedback from peers was important. Participant 751, for 

instance, explained that they thought feedback from their peers resonated more with them 

and that they felt their tutors were a little too diplomatic. In contrast, in their diary, 

participant 753 described their appreciation for the opportunity to have a clinical 
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experience where they could develop their clinical skills and receive timely, specific 

feedback from their peers with a clear plan for remediation. 

...have talked about it to tutors but found that sometimes their 
answers are a little bit too conservative. They’ll tell you, you know, 
“You have to be empathetic because you're an osteopath”, and to me 
[that] didn't have as much resonance as a student telling me, “you 
know what, I had a patient cried the other week as well, this is what I 
did... (751I) 

 Student Clinic - Accompanied a senior student seeing a patient with 
acute lower back pain.  I asked the senior student if I could practice 
my special tests as appropriate.  The tests did not go too well. The 
senior student took time afterward to explain what improvement I 
need to make with my technique and approach.  I appreciated the 
feedback for improvement. (753D) 

 

Participant 751 also discusses below how important feedback is and highlights multiple 

sources, such as their peers, tutors and family. They also speak about the importance of 

feedback on their development.  

I think also there's a whole aspect of education back home, so I know 
that when I first started in first and second year, I did treat my 
mother very occasionally with, you know, soft tissue work and slight 
articulation, which she was always the one giving me feedback and 
telling about the language skill that I was using and so she helped me 
a lot. She gave me a lot of feedback and then also again my 
colleague and tutor always let me know if I'm doing something that I 
might not realise, like I think a lot of people when they start repeat 
the same words way too much, so I had that. Every time they told 
me, I would switch on to another word and do the same thing, so I 
could count on them to help me with that and we started off almost 
doing like a role-play in school where, you know, when you were the 
osteopath, you were the osteopath, and you didn't know that person 
and you had to treat them like you didn't know them (751I) 

 

As can be seen from the above, the process of Magpieing is integral to this constructed 

theory of identity development. It forms the core category for this theory. It is an iterative 



136 
 

process of being influenced by the past, collecting contents to form and re-model their 

future self as osteopath, trying these contents out and then re-modelling based on feedback 

in a constant process of refining their identity and their future identity.  

 

6.5 Institutional-level processes 
 

6.5.1 Supportive environments 
 

Supportive environments are institutional-level processes that support the process of 

Magpieing undertaken by osteopaths to construct their professional identity. Institutions 

provide opportunities for students to observe a variety of osteopaths and peers interacting 

with actual patients and opportunities for them to begin to enact their identity either with 

each other or with patients in a safe, secure environment, supported through underlying 

processes such as safeguarding and health and safety. Participants in this study highlighted 

the importance of having supporting environments, where they were able to collect and 

model identity contents. 

Participants identified three areas as being important in their development:   

• Having access to varied and appropriate role models; 

• Being provided with clinical experiences; 

• Having safe spaces where they could explore their developing identity without real 

patients being involved or where they felt free to challenge what they had been 

taught. 

A visual representation of supportive environment processes is shown in Figure 6. 
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Figure 6: Institutional-level processes that support Magpieing 

 

6.5.1.1 Role models 

 

Participants consistently identified their tutors as the main source of identity content on 

which to model their behaviour. They identified a variety of attributes they admired in those 

from whom they Magpied, which included being knowledgeable, generous, confident and 

good communicators.  

Usually, it's their technique, the way they approach it. A lot of times, I 

like to watch them work and just see how people respond to their 

technique. (P752I) 

I admire more the confidence in some people: some teachers will just 

walk into the room and when you see them it's almost a one-man-

show as we call them. They come in, everybody in the room looks at 

them, they're very confident, they're very polite and they just do their 

osteopathy, they almost include you in that bubble that they've 

formed in the room and it makes you do osteopathy with them. 

(P751I)  

They're passionate about what they do and I can feel it. (P750i) 

Having a teacher who captivates you and can present to you well is 

vital. (P755I)  
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Sometimes the first thing, for me, that draws my respect, let's say, 

first, is if they're good at imparting knowledge. (P753I) 

 

Some participants also highlighted the tutor’s ability to identify with their situation as 

students as a factor that drew participants to Magpie from them.  

They still remember what it's like to be me, which gives me hope, and 

they give tips and tricks and things and they're very calm about it, 

um, and encouraging and next year is going to be different, harder, 

better in some areas, but they're very good. (P755I) 

...and now he's one of the smartest osteopaths I know, and he came 

back as well, even though he failed. (P751I) 

 

Participants also suggested that role models demonstrated the right motives closely linked 

to characteristics of professionalism such as altruism, generosity and sincerity. 

...he still became a teacher to try and make the students better from 

the start rather than having to go through all the CPDs that he had to 

do. (P751I)  

And they're generous, in terms of sharing the knowledge. And that's 

something I really admire. Because I think that's – that's what makes, 

makes you a good teacher, is to be generous. (P750I)  

And so we have that sincere will to pass on information and 

knowledge because you think it's so amazing and so meaningful that 

you have to pass it on, so it comes from the heart. (P750I) 

 

One participant identified practicing osteopaths as being better able to link theory and 

practice. 

What's good is a lot of them are practicing osteopaths. So I find when 

they lecturer or when they demonstrate skills, they can explain. So 

you can relate to that, and that was really helpful. Not just what 

they're doing but when sometimes you weren't sure. They know how 

to help you to think. From the theory into the practice (P753I) 

 



139 
 

Table 18 summarises the attributes participants believed good tutors should hold. 

Table 18: Summary of tutor attributes 

Tutor Attribute Participant Tutor Attribute Participant 

Confident 750 751 Passionate 750 755 

Practicing osteopath 753 Generous 750 

Skilled 752 Sincere 750 751 

Good communicator 750 755 753 Altruistic 751 

 

The quotations above suggest a focus on observation, and especially observation in a clinical 

setting. Participants repeatedly revisited the observation of clinical encounters when 

reflecting, and this was very clearly illustrated in their diaries. One interesting point was that 

participants said they did not need to be directly involved in the clinical encounter to gain a 

positive learning experience from it and gain some content for their developing identity. 

This can be seen from the quotes below. 

I observed four patients, three of whom were children and one who 
was elderly. The importance of being sensitive to the vulnerability of 
the patients became much more apparent and has reinforced my 
resolve to be as prepared as possible while studying. It's also further 
impressed on me the value of an osteopath's consultation and their 
importance in the health world. (752D) 

During an observation of a new patient with chronic neck pain and 
central sensitisation over 3 sessions I began to understand more fully 
our role in patient care. Having entered osteopathy with only positive 
personal experiences it was novel and enlightening for me to see 
first-hand how a consultation which seemingly went well may later 
be construed by the patient as a negative experience. (755D) 

...observing too the results also, because a lot of- you know, we've 
got a lot of really good tutors in clinic and a lot of them inspired me. 
(750I) 
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The Osteopathic Practice Standards, being a patient and the actions of their peers were 

amongst several other sources of identity contents worthy of collection. 

...to begin with, and you just be aware also of like upholding the 
professional standards, like they say in the OPS. Be aware of what 
people expect from you as an osteopath, in terms of professionalism. 
(750I) 

But also to look at people's techniques, it happened that I was 
treated as a patient in the clinic by other students and often they also 
had techniques that teachers showed them or that they knew from 
whatever they were doing in the past. They actually taught me 
techniques as well during the treatment. (751I) 

So, with the study group, it’s usually just an hour before the lecture or 
two hours after lecture. I think just sometimes because each person 
coming, perhaps they find certain things they learned easy, they can 
articulate something better. (753I) 

 

6.5.2 Clinical experiences 
 

The importance of clinical experiences to participants cannot be overstated. Participants 

repeatedly referenced clinical encounters as being a formative experience for them. On an 

institutional level, it is important to provide these clinical encounters as soon as possible in 

their education, as being involved in the clinical environment afforded participants a place 

where they were able to: 

• Observe their peers and tutors at work; 

• Contextualise the knowledge, skills and experience they had acquired up to that 

point; 

• Begin to enact their developing professional identity, to model what they had 

observed and undertake the role of an osteopath. 
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Observation of tutors and peers providing care for patients was an important factor in 

developing identity, enabling participants to learn about the role, see the results of the 

intervention being applied and examine the role of osteopathy more broadly.  

And then, uh- And then in clinic, just practicing on patients. Well 
then, maybe not as an osteopath, but kind of like find my feet. Even 
though, I'm still in the very early stages, and observing too the results 
also, because a lot of- you know, we've got a lot of really good tutors 
in clinic and a lot of them inspired me. (750I)  

During an observation of a new patient with chronic neck pain and 
central sensitisation over 3 sessions I began to understand more fully 
our role in patient care. (755D) 

Teamed up with a senior student seeing a new patient with acute 
LBP.  I asked the senior student to let me practice some special tests 
e.g. Quadrant, Slump and SLR.  On reflection, I was carrying these 
tests too mechanically, too much focusing on what I was doing 
according to textbook rather than watching and gauging the 
patient's reaction and pain levels. (753D) 

 

The student clinic was the primary arena for participants to contextualise the knowledge 

and skills they had developed in other areas, such as technique classes and lectures. The 

quotes below show that students use the clinic to re-orientate their learning and learn to be 

osteopaths. 

When you're in clinic you learn so quickly 'cause you have to in that 
moment, and it almost sometimes feels as if it's completely abstract 
from what you learned in the academic school. (754I) 

Well, the classes that we prefer, in general, are the ones with the 
most clinical integration. (751I) 

I learned a lot more about osteopathy when I'm actually treating 
someone. I thought it was really easy to almost revise it by just 
feeling the body or whilst I was treating concentrate on the more 3D 
aspect of what was inside the part of the body that I was touching. 
Easier to see as well: whenever I do techniques on patients the first 
time, I'll often explain what the technique does, how it helps, how the 
body reacts, why it does so. So it almost give me a bit of a summary 
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of methodology that would sort of apply to a particular scenario just 
by learning physiology to revise it. (751I) 

[I] teamed up with a top student at the student clinic seeing a new 
patient – shadowing, history taking and I did practice my standing 
examination and special tests.  I learnt so much in this session.  I was 
given some pertinent advice for improvement. (P753D) 

 

The quote from participant 754 suggests that they are struggling to reframe their classroom 

education in a clinical setting and unsure how the knowledge they had learned in the first 

two years of the course was relevant to their work in clinic. Participant 751 also highlights 

the importance of the clinical integration of knowledge, how it helped them with 

communication and how that helped them to reconsider their own understanding of what 

they had learned. This would indicate that an earlier introduction to clinic may assist 

student osteopaths in their development. It also highlights the importance of being given 

access to clinical encounters upon their developing identity, as it allows them to 

contextualise their knowledge, skills, values and experience in one place.  

The clinical environment also afforded participants the opportunity to experiment with 

important aspects of their identity, such as their identity as empathic carer or impartial 

professional. This can be seen below with participant 751.  

You have a patient that's particularly angry or upset when they come 
in to see you because of what happened in their personal life. And 
then you have to as well, work on your posture, your body language, 
how you approach them, try not to upset them even further, so I 
think these are the patients that make you grow. (751I) 

I always had to have that poker face of someone that's seen it all and 
done it all, so that they wouldn't then feel conscious-- or self-
conscious about them telling me such things. The tone of voice as 
well completely changes when I'm in clinic, depending on who I'm 
treating and just touching people in general, because I think we're 
quite disinhibited as students when it comes to being in our 
underwear and doing osteopathy. The matter of fact is when patients 
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come in you might be one of the only people that has ever seen them 
in their underwear, apart from like their partner, and so I have to be 
a little more conscious about how I approach people and judge, as 
well, with non-verbal communication how comfortable they were 
with me doing what they were paying the clinic for me to do. (751I) 

 

It also allowed students to be seen as the osteopath they wish to be by looking and 

sounding like an osteopath in the eyes of their patients.  

 

I think just by actually being present in the room and being, it was 
actually all about, “I've got to look and I've got to sound like I know 
what I'm doing- with my patient.” But actually really [it’s] about, “I've 
got to convince this patient I know what I'm doing - for them to 
actually relax for me,” and then I can relax as well. Get on with it. 
(754I) 

Today was the first day observing at clinic. Putting on the tunic made 

me feel like this is real and watching upper year students and their 

tutors go about their work put into mind how prepared we need to be 

when we will be dealing with real patients. It's made me more 

determined to work on the skills learned and try to improve on my 

overall knowledge as much as possible. (752D) 

 

This in turn allowed them to see themselves as the osteopath they wished to be, as can be 

seen with participants 754 and 752 below. 

...up until that point I'm good at the class and with being a student. 

And you know, when you finally get your tunic and all that stuff, and 

you're taking pictures and things like that, it makes you feel like, "Oh, 

we're actually going somewhere. We're getting closer to that stage 

where we are gonna be doing what we've set out to do." So, I think, a 

very practical realisation of the progress you're making. (752I) 

Having those techniques either done on yourself or you're doing them 
in practice. I think once you're actually taken out of that and put into 
a white coat, black trousers, that gives you a bit of identity and then 
you have to act as it. Far more than when you-when you're just 
practicing it with your peers. (754I) 
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Dressing as an osteopath was identified as an important milestone for these participants. It 

appeared to act as a waymarker on their journey to becoming an osteopath, as with 

participant 752 above. Table 19, below, summarises what participants believe good 

supportive environments provide. 

Table 19: Summary of supportive clinical environments. 

Clinical environments provide 

A space that aids 
observation and supports 
Magpieing 

A space that allows 
participants to contextualise 
knowledge 

A space where they can 
begin to enact their 
developing identity as 
osteopath. 

 

 

6.5.3 Safe spaces 

 
Having a safe environment – somewhere where they could safely interact with patients, 

tutors and peers – supported participants’ identity development. It enabled them to begin 

to enact their identity as osteopaths with fewer risks.  

Some participants spoke about their environments being a motivating factor in their 

development.  

being surrounded in that environment is making me a bit more 
focused on in better and improving. (752I) 
 
I like the safety of the environment. Uh, I've had a few times where 
patients were somehow inappropriate with me, I could always rely on 
them. The tutors I worked with helped in the situations. (751I) 

 

This highlights the importance of immersion in the environment and further demonstrates 

the importance of the environment in motivating and supporting student identity 

development.  
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However, sometimes participants reported feeling constrained to act in ways they believed 

their tutors thought appropriate but with which they did not agree. Many of these 

processes had been developed over many years to protect both patients and students. This 

can be seen in the quotes below. 

Unfortunately, again in the clinic, sometimes it's-it's not always up to 

you. You’re not as independent as you would be when you are 

graduated. Often the attitude that you’re going to have, your tutor 

might have asked to have that attitude, or your tutor might have 

influenced you in what to say or how to say it. So it’s not always 

coming from you. (751I) 

I have found some clinic tutors may well be linked to more, I would 

say, structural techniques. When you've got a patient that perhaps 

you've worked with previously, and the fact she responded to a bit 

more functional. I think sometimes you feel obliged almost to play to 

the tune of that particular tutor's likes and perhaps that stops you 

from doing certain things that you might well have preferred to have 

done. (754I) 

This was more usual in the final year students than those in earlier years and in many 

respects would indicate their growing independence and confidence in their abilities and 

decision-making processes. This is ultimately the point of the educational process, and so, to 

some extent, this tension is inevitable.  

However, this is not universally accepted by students. Some felt that conforming to what 

the tutor felt was appropriate was a part of the process of development. 

You know, I don't think there's tension. I think we all kind of working 
towards the same goal. The one I have to be and what I want to be. 
(752I) 
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The above quote illustrates that some students accept that they must be something they 

may not wish to identify with at that time, but this is part of the process of working towards 

what they want to be (their future identity). 

Feeling able to disagree with tutors and to not conform to a tutor’s preferred method was a 

transformational moment when this participant recognised that they had some autonomy. 

This is illustrated in the quote below. 

My particular patient was really quite anxious, and I want to calm 

her down a little bit more, and I actually had the conversation with 

my tutor and I actually had the courage to say, “I wanted to do some 

more functional work, as this particular patient is really quite 

stressed and needs to calm down.” And I actually said, “But I know 

that's not your style” and that was me being very brave, actually, 

that afternoon. (P754I) 

 

This comment highlights how students feel when they believe that what they want to do 

conflicts with how they think the tutor of the day wants them to be. It highlights the need 

for safe spaces where students feel able to challenge, to think for themselves and to be able 

to justify their reasoning for that decision. 

Having the opportunity to role-play in a safe environment that did not involve patients 

seemed to be important to some participants. For instance, participant 755, when speaking 

about a technique class, said: 

You feel like you are being an osteopath when you're doing the 
routine and trying to find areas and it doesn't really matter if people 
don't have problems. (P755I) 
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The comment above would indicate that ‘doing’ was an important aspect of their 

professional identity development and helped them to feel more like the person they want 

to become. 

This is further echoed in participant 751’s interview where they discuss role play:  

We did have classes at the beginning of summer clinic before we 
treat the patients, where we had to do role playing, we had to discuss 
events that had happened in the clinic and how we would have 
handled them with the help of teachers. Teachers were here to let us 
know about those things. (P751I) 

 

The above quote demonstrates that having the opportunity to role-play in a safe 

environment supported by their teachers has a positive effect on their identity 

development. 

Safe spaces allowed participants in this study to enact their developing professional identity 

as osteopaths. The established, institutional method of doing this is through the process of 

enabling students to have the opportunity to observe patient - clinician interaction in all its 

forms and to gradually take on more of those role identities until autonomy is reached. A 

significant part of this is looking and sounding like an osteopath to yourself and those 

around you.  

6.5.4 Summary 
 

The three interrelated processes detailed above form this Grounded Theory of the process 

that student osteopaths use to construct their professional identity. The three processes are 

iterative and interdependent. They comprise the past and the future, which influence and 

are influenced by social and institutional processes where past identity contents influence 
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the decision as to what to become and how to become. Magpieing is used to construct a 

future self as osteopath that students use to collect identity content to form this idealised 

future identity as osteopath. They test the contents by enacting them in real situations 

which are undertaken using institutional processes. They do this repeatedly using their 

future identity to motivate and waymark their progress. This process is dynamic in that this 

future self is constantly being shaped and reshaped by the process of Magpieing. Figure 7, 

overleaf, provides a visual representation of this process to aid understanding. 
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Figure 7: Professional identity construction in undergraduate osteopaths 

 

 

 

6.6 Understanding the osteopathic identity 
 

One of the aims of this study was to better understand the professional identities of a group 

of osteopathic students in the UK. The underlying intention behind this was to determine 

whether there was a sense of a collective identity held by those who will form the future of 

the profession.   

All participants identified essential attributes for an osteopath. Participants generally 

identified the same attributes. In terms of professional identity, osteopathic students 

believed there were essential identity contents of a qualified osteopath. These identity 

contents can be broadly divided into three domains: 

 

Professional 
identity

Future self as 
osteopath

Institutional 
processes

Past identity 
contents

Magpieing



150 
 

• Knowledge and ways of using it; 

• Professional behaviours; 

• Ways of interacting with patients. 

It was noted that participants’ responses did not identify clinical skills as an essential 

identity content. This was at odds with participants’ responses when speaking about the 

identity contents that they collected in order to construct their identity as an osteopath. 

One of the most cited identity contents to collect was clinical skills. On reflection, this may 

have been due to the way the question was phrased. Participants were asked what they 

believed were the essential attributes of an osteopath. Participants may have interpreted 

this as not relating to practical elements of the osteopathic identity.  

The quotes from the participants below provide more detail within each domain.  

6.6.1 Knowledge and ways of using it 
 

Participants 750, 751, 752, 755 all identified either knowledge or ways of using knowledge in 

their assessment of the identity contents an osteopath should hold. This can be seen in the 

quote below from participant 750, where they identify both knowledge use in clinical 

reasoning and professional standards in the same sentence. 

...good clinical reasoning and you just be aware also of upholding the 
professional standards, like they say in the OPS. (750I) 

Most of all you want someone that is knowledgeable. (751I) 

It's really important to be - which is weird, but up-to-date on current 
research and maybe even an active member of that because [I’m] 
definitely along the holistic end of the scale. (755I) 
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Participant 755 identifies research literacy as an identity content all osteopaths should hold, 

but frames this with “which is weird”, as they identify with being more holistic. This suggests 

that they believe that somehow these two identity contents are at odds with each other. 

6.6.2 Professional behaviours 
 

Participants (751, 752, 753, 750, 755) indicated that they believed being professional or 

acting in a professional manner was an essential attribute that their ideal osteopath should 

hold, as can be seen from the quotes below.  

...be aware of what people expect from you as an osteopath, in terms 
of professionalism. (750I) 

I think they should be very professional; I think that they should be 
very gentle. I think that they should be very approachable. (755I) 

 

Participant 751 went further by stating that you cannot be an osteopath without being 

professional and that many identity contents such as being a good communicator and being 

knowledgeable are encompassed by the term ‘professional’.  

If you weren't professional, you wouldn’t really be an osteopath. I 
think, for me, professionalism goes without saying, and I sort of 
include good communication, confidence, humanness, knowledge, to 
me all of that is part of being professional and being a professional. 
(751I) 

 

Others wrapped up several categories into one, and this happened more with 

professionalism than with the other categories. For instance, participant 752 identified 

keeping up to date along with ways of interacting with patients: this might have been due to 

participants being unable to separate professionalism from other skills and behaviours, so 

some can cross categories. It was also interesting to see that patient expectations were 
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considered when speaking about professionalism, as it is an acknowledgement that patients 

expect certain things from their osteopath and that providing this is part of being 

professional. 

6.6.3 Ways of interacting with patients 
 

Identity contents in this category were by far the most spoken about. All participants 

mentioned them to some extent. They seemed to coalesce around care or aspects of care, 

as can be seen from the selection of quotes below. 

I think sensitivity and dedication, I would say. Sensitivity, dedication, 
knowledge. Keep up to date with what's happening and be open to 
hear people's opinions and keep practicing. (752I) 

I think they do need to be caring people and actually want to care 
and that's really how I see, is they want to care and they want to help 
people get better and to support people on that journey more than 
anything. (754I) 

I think that they should be very observant, you know: what they say 
and what they do is sometimes a little bit different. That it's very 
important to be on the ball with that and observe what's happening 
with your patient and to get the whole picture. (755I) 

There's something about non-judgmental, you know from day one. 
Anybody, regardless, yeah, accepting what is it at that point, and 
have the best-- you know, so a comfortable solution. (753I) 

...caring and empathetic and be able to listen and connect with the 
person, and not just symptom (750I) 

 

Participants identified either strongly or weakly with certain aspects of what they believed 

to be the osteopathic identity or essential attributes of an osteopath. As mentioned above, 

some identified attributes may also cross categories. An example of this would be 

knowledge: some participants identified keeping up to date with knowledge as being a 

professional behaviour (752) whilst others seemed to identify it as a specific attribute.  
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Identity contents that were situated in the category “Ways of interacting with patients” 

were identified by all participants, thus suggesting this was a strongly held identity content 

category. Identity contents that were situated in the category “Professionalism” were 

moderately identified as being essential identity contents for an osteopath to hold, and 

identity contents that were situated within the category “Knowledge and ways of using it” 

was less positively identified by participants, suggesting a more loosely held identity content 

category. Figure 8, below, provides a visual representation of how strongly or weakly 

essential osteopathic identity contents were identified with, along with the identity 

contents themselves.   

Figure 8: Ideal osteopathic attributes 

Strongly identified content 
 

Moderately identified content 
 

Weakly identified content 

Ways of interacting with 
patients 

Professional behaviours Knowledge and ways of using 
it  

Communication 
Listening 
Confidence 
Caring 
Gentle 
Open 

The desire to help people 
Honestly 
Openness 
Keeping up to date 
Acting in accordance with the 
Osteopathic Practice 
Standards 

Being knowledgeable 
Clinical reasoning 
Clinical observation skills 

 

6.6.4 Overarching themes 

 

When discussing osteopathy more generally, it became apparent that the participants in this 

study valued one attribute above all others. It was mentioned by all participants in one 

context or another. This overarching theme was related to all three categories above and 

affected their stance to each. The overarching theme of these contents was one of 

independence. Participants repeatedly spoke about independence or autonomy in some 
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form or another as being an identity content that had made osteopathy as a career 

attractive. There were several elements to this independence. The first was regarding their 

working situation and the second was independence in clinical decision-making. As can be 

seen from the quotes below being able to work for themselves and not within the structure 

of the NHS was an identity content that participants highly valued. 

I want to run my own business and work for myself. Cause there 
seems to me to be quite a lot of freedom. (747I) 

Not working under someone but working for myself. We're talking 
about 10 years down the line, but possibly having associates working 
under me. (750I2) 

It was very appealing working independently. (751I) 

I think it might have been the fact that it wasn't NHS based, in a 
hospital or GP surgery. (754I) 

 

More valued and spoken about by participants as an identity content was the theme of 

having independence in a clinical context. Not all participants who strongly identified clinical 

independence identified working for themselves, implying that they believed they could 

have clinical autonomy without working for themselves 

Wanting independence is more about not having someone hovering 
over me and not having to report to anyone but myself, (750i2) 

That's always been without question and that was one of the big 
appeals for osteopathy, was that when you're in a room with your 
patient, it's just you and the patient. (750IB) 

Being independent from most people really, you don't have someone 
in osteopathy, someone who's going to come in your treatment room 
and tell you what techniques to do. (751I) 
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There were several elements to this.  

All participants highly valued the patient–practitioner relationship and identified a patient-

centred approach as their preferred style, as can be seen from the selection of quotes 

below.  

...just be able to be, um, caring and empathetic, and be able to listen 
and connect with the person, and not just symptom (750I) 

I think part-part of the osteopathy is, is not just about the-the treat- 
the treatment, as a treatment style, or whatever. It's about that- 
having that time to talk. (754I). 

He thinks that my osteopath doesn't do anything but I think that it's 
amazing and I think that his osteopath is really brutal. Right? It's 
personal experiences that I've had. (755I) 

 

Yet related to this were the freedom to choose the overarching approach to care and to 

decide on the treatment approach. The overarching approach to care was described as 

being either scientific/medical or holistic. 

Whilst there were participants who identified with either end of the spectrum (754, 750), 

the majority of participants believed osteopathy to be somewhere between scientific and 

holistic. 

“ think it was everything I was interested in. It was part of uh, science 
and uh, a little bit more of the, uh, theory aspects, and then there 
was also the more practical aspect when, you know, it's human 
contact through language and through touch. (751I) 

It’s very much a combination of having the science background so 
that actually-- Um, I don't know if it's to prove stuff but actually that 
background, I think actually with the health, the caring part. (754I) 

Depending on where you sit on the scale from allopathic to holism is 
completely defined in your approach to treatment and neither one is 
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better than the other. It's just different and your intention is what's 
important. (755I) 

 

As with the overarching approach to care, some participants did identify with specific kinds 

of technique (755) but most thought that having a range of techniques was preferable. 

Lots of times there isn't really a standardized technique. There is just 
different ways of doing the same thing. (747I) 

To specialize in paediatrics because I really like working cranially and 
working with kids, but I'm not like a cranial fan. I think it's really 
interesting, but I still treat quite structurally myself. (750I) 

 

The participants in this study identified independence as something they valued highly, and 

as such, this constituted an identity content that drew them to the profession and one that 

they wished to incorporate into their future identity as osteopaths. 

 

6.7 Chapter conclusion 

 

In this chapter, I have summarised the findings of the study and how they led to the 

development of a grounded theory of the professional identity development of student 

osteopaths in the UK. I have demonstrated how this was grounded in the data gathered 

from a purposeful sample of undergraduate osteopaths by linking the findings directly to 

the theory in the form of direct quotes from the data. 

The chapter first presented the participants’ background and then explored their views on 

the collective identity of osteopathy and their views on how this develops though their 

education. It also discussed the effect the contents of their identity prior to enrolling as 
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osteopathic students on their choices of career and how they develop,  how they motivate 

themselves and construct their identity through an iterative process of “Magpieing”, which 

forms the core category for this theory. This process involves collecting identity contents 

from multiple sources to construct their future identity as osteopaths. Trying these identity 

contents out on patients and peers, seeking feedback and then making the decision as to 

whether they kept that identity content, discarded it or experimented with it in different 

scenarios was discussed. This chapter also highlighted the importance of institutional ways 

of doing things that participants felt supported their professional identity construction and 

without which they would not have been able to either collect or try out their identity 

contents.  

The chapter also explored the osteopathic identity and what the participants believed were 

the essential attributes or identity contents that an osteopath should hold. This highlighted 

that the participants valued independence in their working situation as well as in clinical 

decision-making. They valued a patient-centred approach, and broadly categorised essential 

identity contents into three categories: ways of interacting with patients; knowledge and 

ways of using it; and professional behaviours.  

The following chapter evaluates these findings in relation to the literature on the subject 

and discusses the theory in relation to osteopathic education. 
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Chapter 7: Discussion and recommendations 
 

7.1 Introduction 
 

This study aimed to investigate the professional identity formation of undergraduate 

osteopaths in the UK with the aim of being able to provide guidance to stakeholders on how 

to support the professional identity development of students by better understanding their 

professional identity and the factors that contribute to its construction. By investigating 

these processes, we see that identity construction is multi-faceted. It involves not only the 

individual-level processes that happen within individuals’ minds, but also processes that 

occur in interaction with others whilst going about their work as undergraduate osteopaths, 

and institutional processes which influence this construction by supporting or not 

supporting the processes detailed above.  

In this chapter, I will discuss the findings presented in Chapter 6 in the context of the 

existing literature on professional identity development as it relates to each research 

question and address how the research adds to existing knowledge, especially in relation to 

osteopathic education and research in the area. This chapter will also address issues such as 

authenticity and provide a critical reflection of my own journey and discuss the limitations 

of the study.   
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7.2 The findings in relation to the literature  

 

7.2.1 Research question 1a 
 

What understanding do students have of their professional identities? 

The findings from this study suggest that the participants had a good understanding of the 

identity contents necessary to become and practice as an osteopath both at an individual 

level and at a collective level, and that they used these identity contents to construct an 

idealised ‘self as osteopath’ to work towards.  Whilst the identity contents identified on 

both an individual and a collective level had some intersection, there were also differences. 

For instance, participants consistently highlighted identity contents in the domains of ways 

of interacting with patients and professional behaviours in both categories. However, they 

did not identify technical skills as an identity content on the collective level, even though it 

was the most cited identity content on an individual level. There were also overarching 

themes within these findings to demonstrate that the participants valued independence in 

their work situation and clinical decision-making. They also believed that osteopaths held a 

range of views that stood astride devolutions between holism and scientific beliefs and that 

osteopaths needed to have the knowledge and skills to apply both. They also believed that 

osteopathy was fundamentally patient-centred. 

 

7.2.1.1 Collective understanding of osteopathy 

 

The participants in this study situated osteopathy as spanning both holistic and scientific 

beliefs. They believed that osteopaths needed to have the clinical independence to apply 

these health beliefs as they saw fit to suit different patients in different ways. They also 
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believed that they needed a broad range of osteopathic techniques that mirrored the 

spanning of the holistic – scientific spectrum in order to help their patients.  

Collectively, the participants also identified identity contents that fell into three broad 

domains:  

• ways of interacting with patients  

• professionalism and knowledge 

• ways of doing things.  

Participants strongly identified identity contents within the category of ways of interacting 

with patients, followed by moderately identifying professionalism identity contents, and 

more weakly identified knowledge and ways of using it identity contents.  

This finding is broadly supported in the literature. McGivern et al.  (2015) and Thomson et 

al. (2013), for instance, contend that osteopathy makes claims to having a patient-centred 

approach to practice, where the emphasis is on the individual’s experience of their illness 

rather than on the illness itself. This assertion is supported within this study, as patients 

identified most strongly with identity contents within the domain ‘ways of interacting with 

patients’. This included less analytical skills such as communication and listening skills, which 

are necessary to be able to gather information from patients in order to reach a diagnosis. 

However, they are also vitally important to understanding the patient experience. This, in 

addition to the frequency with which participants identified being gentle, caring, and open, 

indicates that providing a more human, patient-centred experience was considered to be 

very important.  

Clarkson and Thomson (2017), in their study of fourth-year osteopathy students in the UK, 

also found that students placed a lot of emphasis on what they termed ‘view of practice 
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skills’: they describe that participants emphasised the importance of communication skills, 

empathy and interpersonal skills and understanding the patient’s experience of their 

condition. They do, however, also emphasise practical skills such as hands-on technique, 

which was not highlighted by the participants in this study when speaking about the 

collective understanding of osteopathy, although it was the most frequently cited individual 

identity content, as will be discussed below.  

 

7.2.1.2 Individual understandings of identity 

 

In this study I found that the individual level identity contents participants identified for 

collection could be grouped into three broad categories:   

• Clinical skills 

• Professional behaviours  

• Ways of interacting with patients 

The individual contents focus on many aspects of osteopathic practice, from technique and 

clinical examination skills to empathy and communication. This is summarised in Table 20, 

below, for convenience, but has been documented in full in Chapter 6. 

Table 20: Summary of identity content 

Category Identity content collected 

Clinical skills  Technique 

Clinical examination 

Communication 

Knowledge 

Professional behaviours  Criticality / Rationality 

Boundaries 

Dealing with difficulty 

Ways of interacting with others Empathy 

Sensitivity 

Communication 
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Whist there is some literature to support this finding, such as Ibarra (1999), who highlighted 

that personal styles, skills, attitudes, and routines are all available to students in order to 

build their identity, and Côté and Leclère (2000), who suggest that students pay particular 

attention to the doctor–patient relationship, the majority of research in other professions 

focussed on identity construction with regard to professional behaviours, values and norms 

(Goldie, 2012; Cruess et al., 2014). This study has managed to begin to document the 

contents that students feel are worthy of collecting to form their composite future identity 

and to try out, as will be discussed in the following section on Magpieing. 

 

7.2.2 Research question 1b 

 

What factors do osteopathic students believe contribute to the formation of their 

professional identities? 

Students believe that factors that contribute to their professional identity have been drawn 

together under the core category of Magpieing. This is an interactive process that involves 

identifying identity contents worthy of collecting, and is influenced by what they are 

currently experiencing and by their past identities. They draw these identity contents from 

various sources, which are then used to compile a future composite self as osteopath. 

Participants describe then trying these identity contents out through various means, seeking 

feedback on their performance and then incorporating them into their identity or discarding 

them. This section will detail each of these processes in relation to the literature and how 

this contributes to the understanding of the construction of professional identity in 

osteopathy. 
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7.2.2.1 Magpieing 

 

The literature reviewed contains evidence of processes similar to the ones documented in 

the present study under the term ‘Magpieing’ occurring in other settings. When studying 

how professionals adapt to new roles, Ibarra (1999) found that individuals went through 

three basic tasks. These were observing role models to identify potential identities, 

experimenting with provisional selves, and evaluating experiments against internal 

standards and external feedback. Whilst there was little reference to the influence of past 

and future identities on this process, they did note that this includes images about the kind 

of professional one might become.  

Erikson (1995) also described to some degree the process of Magpieing in more general 

terms with regard to personal identity development. He suggested that commitment to an 

occupation and ideology was followed by a period of trial and error and then a period of 

reflection, where past ways of doing things are examined, tried out, discarded, or integrated 

into the new identity. Kroger and Marcia (2011) referred to a similar yet individual process 

where humans go through a period of exploration such as trying out, thinking, and sorting 

roles and life plans before committing to an identity.  

Cruess, Cruess and Steinert (2018) suggested that undergraduate medical programmes 

should refocus their curricula to include the development of professional identity and more 

specifically on the development of students’ value system and their perception of self. This 

includes personal attributes and roles. They believe that the expressions of specific actions, 

norms and goals serve to guide and reinforce emerging behaviour, which is explicitly linked 

to observing and being instructed by role models and mentors (Cruess et al., 2015).  
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7.2.2.2 The influence of past and future identities on Magpieing 

 

Both the individual conception of one’s identity in the past and in the future (temporal 

identities) affect many of the choices that are made regarding identity construction and act 

as motivating factors by providing a goal to aim for and Waymarkers along the way. 

Evidence supports the finding that participants had well-formed identities with associated 

identity contents before they made the decision to study osteopathy and that these past 

identities affected their decision to study osteopathy. Leners, Roers and Picconi (2006) 

found that students who undertook an undergraduate nursing programme did so with some 

professional values already well established and that they believed those values to be 

inherent in individuals drawn to the profession. The findings of this study also indicate that 

previous identities shaped participants’ perceptions of the osteopathic identity, and as such, 

influenced which role models they were drawn to, and which identity contents they 

collected. This was also reported in the extant literature. Rassin (2008), for instance, 

undertook a study into nurses’ personal and professional values. He claimed that nurses’ 

personal values, such as honesty, responsibility and intelligence, support their professional 

values and identity. They acknowledge the implication of these values on their choice to 

become a nurse as well as the kind of nurse they became. Cruess et al. (2015) identified past 

or existing identities as central to their representation of professional identity development 

in medical students. They noted that when students enter medical school, more stable 

elements of their identity will already be formed to differing extents, and concluded that 

these not only shape the person they are but will influence the kind of professional that 

they will become. 
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This study introduced the concept of future professional identity, which is used by students 

as a composite cognitive representation of themselves in the future, which they use to 

motivate themselves and to measure themselves against. No evidence to support this 

finding could be found in the literature pertaining to professional identity development. 

However, evidence from related identity research does support the finding. Oyserman and 

James (2011) introduced the term ‘possible identities’, which sought to unite literature into 

this broad area. They describe the concept of possible identities as self-theories which are 

constructed from past identities in combination with an assessment of one’s own strengths, 

weaknesses and what is possible for one’s circumstance (Oyserman and James, 2011). They 

highlight future identities as motivators for current action and suggest that they have been 

shown to affect the academic attainment of adolescents (Destin and Oyserman, 2010; 

Masinga and Dumont, 2018).  

The data also demonstrated that future identity had an impact on what identity contents 

students attend to and choose to model. Markus and Nurius (1986) proposed that the 

contents of the future identity held will determine which stimuli are selected for attention, 

which are remembered, and which inferences are drawn from them. This has implications 

for this research and for education, as will be seen later.  

 

7.2.2.3 Sources of identity content.  

 

The findings from this study suggest that the main sources of identity content collected by 

students were (in order) their educators and more specifically their clinical tutors, who act 

as mentors, their peers, and documentation such as the Osteopathic Practice Standards 

(OPS). Of these, clinical tutors were consistently identified as being the main source. 
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Students consistently expressed the view that they collected identity contents from many 

different tutors and so did not identify one particular role model but had many people who 

had aspects they admired. They collected different identity contents from different people 

and used these contents to build their composite future self as osteopath. These findings 

are in line with other evidence. For instance, Tiegen et al. (2000) suggest that those closest 

to late adolescents become the main focus of identity content. Oyserman and James (2011) 

suggest that they tend not to necessarily choose a single ideal but rather form composite 

ideal identities abstracted from a number of people close to them.  Additionally, Berzonsky 

(2011) postulates that individuals actively seek identity-relevant information from a variety 

of sources, such as parents, peers, and others, and that this can occur directly through 

education or indirectly through observation.  

 

7.2.2.4 Modelling 

 

In this study, the findings highlight the importance of the process of trying out or 

experimenting with the identity contents participants had collected from their tutors and 

peers. The decision was made to refer to this process as ‘modelling’. Modelling can be used 

differently depending on context and view: for instance, from one perspective, modelling is 

what role models display to students, yet from the student’s perspective, they model their 

behaviour on what they have observed. It is from this student perspective that I have 

chosen to use the term ‘modelling’.   

In this study, students described two main methods for this process of modelling their 

identity contents. These were both related to real situations, either directly with patients in 

a clinical environment or with their peers through role playing. Whilst there is no literature 



167 
 

pertaining to this in osteopathy, there is in other related healthcare disciplines such as 

medicine. When discussing professional identity in medical students, Goldie (2012) 

highlighted the need for students to have opportunities to experiment and receive feedback 

on provisional identities, and also noted the need for them to be provided with the space to 

understand and synergise these fledgling identities. Ibarra (1999) also points out the need 

for professionals to “experiment with provisional selves” (Ibarra, 1999, p 764). 

With regard to role-playing, there is a multitude of evidence for the use of simulation in 

developing clinical skills (Taylor, Haywood and Shulruf, 2019) and communication skills 

(MacLean et al., 2017) in medicine and nursing. However, there is remarkably little research 

into this area of professional identity development. There has been only one study looking 

at the role of the curriculum in undergraduate pharmacy education, which highlighted the 

importance of role-play in developing professional identity (Noble et al., 2014). However, as 

the authors point out, this role-play is necessary due to the lack of interaction with real 

patients within the curriculum, which is not the case for osteopathic undergraduate 

education. Role-play, as described by participants in this study, encompassed not only 

clinical skills such as technique or examination skills but also ways of speaking or phrasing 

things. This happened in practical classes and in more informal settings with peers when 

practising. This adds to the existing knowledge in this area by extending modelling to not 

only clinical encounters but also to non-clinical situations that can be controlled to some 

extent and where students feel freer to experiment.  

7.2.2.5 Feedback 

 

The findings in this study indicate that after students had modelled the identity contents 

they had collected, they sought feedback on their performance before making the decision 
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to retain the identity content, re-use it in a different context or discard it. This is well 

supported by the evidence in other arenas such as medicine.  

In their paper examining identity development in pharmacy students, Noble et al. (2014) 

describe the negative effects of not receiving feedback on students’ professional identities, 

as they went unvalidated and students were thus unable to establish how others see them. 

They point out that it is necessary for students to examine who they are becoming and what 

that means. They posit that feedback needs to be facilitative and reflective in order to 

achieve this and that if opportunities do not exist within curricula, they should be created. 

Cruess et al. (2015) echo these thoughts. They suggest that personalised curricular 

approaches should be developed that aid students in contextualising their experiences 

through guided reflection, as this will facilitate the professional identity formation process. 

 

7.2.3 Research question 1c 
 

What recommendations can be made in light of the findings to support professional 

identity development? 

7.2.3.1 Recommendation 1. Institutions should foster communities of practice 

 

Lave and Wenger's (2011) Situated Learning theory and work on communities of practice 

(Wenger, 1998) arose out of a growing dissatisfaction with the ‘standard’ paradigm of 

teaching based on behaviourism, where learning is seen as an individual process involving 

the transmission of knowledge from educator to student. Related to this are more 

traditional views of socialisation, which are based on individualist ‘novice to expert’ models. 

Lave and Wenger proposed a new social constructivist paradigm, in which active social 
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participation is seen as a vehicle for learning itself (Wenger, 1998). A model capturing these 

social constructivist concepts has been put forward in this study. It recognises that there are 

internal, social and institutional influences on the professional identity each learner is 

constructing and that they will do this in their own unique way, which will result in a unique 

identity as osteopath that is nevertheless recognisable as such. They do this through 

interaction in the work of that community, and in this case, that is the provision of 

osteopathic services for patients in an osteopathic clinic. Wenger acknowledges the central 

role of developing an identity related to that community and points to the development of 

identity as central to the process of learning. He postulates that identity and participation 

are inextricably connected. It is only through participation in a community of practice that 

we can begin to identify with that community and in turn be recognised by that community 

as a member. He also points out that identity and membership a constantly under 

negotiation (Wenger, 1998). Cruess, Cruess and Steinert (2018) also see the creation of 

formal communities of practice as the best way to support professional identity 

development and educate undergraduate medics. The findings of this study support this 

approach and should be noted by educators and OEIs when designing future curricula. 

When considering communities of practice, Wenger urges that we consider the spaces and 

fora where meaning can be negotiated: spaces where mutual engagement and joint 

enterprise can occur (Wenger, 1998). The findings of this study support this approach by 

highlighting the importance of being involved with the work of the community, highlighting 

the spaces in which identity occurs and the factors that contribute to it. Cruess, Cruess and 

Steinert (2018) suggest that in order to achieve this in medical education, the goal needs to 

be explicitly stated, and that faculty and students need to be engaged in this process. Their 

recommendations for change support the findings from this study: that experiential learning 
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should be central to the education of osteopaths; that role models and mentors have a 

profound effect on professional identity development; and that feedback and reflection are 

key to development. Additionally, this study documented how the participants construct 

their identity and try it out, as discussed in more detail below. 

Osteopathic educational institutions have developed a way of training their students based 

on the profession’s unique history and development in the UK. Until recently, osteopathy 

has been kept out of formal regulation and inclusion in the NHS. It has had to develop a 

framework for clinical learning based wholly in the private sector. Its students are 

traditionally trained in student clinics that are run by the institution themselves. They are 

wholly responsible for the policies, procedures, and environment. More importantly, they 

are responsible for recruiting and training the clinic tutors who supervise, mentor and coach 

students through their development. Other training intuitions such as teacher training 

institutions or medical schools do not exert that level of control, usually working in 

partnership with schools and hospitals for the clinical elements of training, where they have 

limited capacity for training mentors or evaluating their performance. They also have limited 

input into when or at what levels students engage in practice. This affords osteopathic 

institutions more opportunities, as they can exert more control over the environment, 

people and timetable. 

The findings from this study suggest that institutions have a vital role in supporting 

professional identity construction. As can be seen from the previous section, students need 

to observe their peers and tutors, they need to interact with patients, and they need to 

experiment with the identity contents they have collected and receive feedback on that 

experimentation in order to construct their identity through the process of Magpieing. The 
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main arena for collection, experimentation and feedback in osteopathy is in the student 

clinics that are attached to and run by Undergraduate Osteopathic Institutions (OEIs). 

OEIs provide the places, people and processes that underpin the model of identity 

construction posed in this thesis. They provide the community in which the student is 

immersed and in which they can undertake these processes. The findings also highlight the 

need for OEIs to provide access to appropriate and varied role models, access to clinical 

encounters and access to safe spaces where students can experiment. In so doing, they 

provide that community which will support their identity construction. These findings are 

supported by the literature. There is evidence to suggest that being involved in a community 

of practice does help professionals in training to construct the professional identity. Wong 

and Trollope-Kumar (2014) carried out a study with undergraduate medical students and 

found that role models and patient encounters were vitally important. They concluded that 

environments that are nurturing and supportive were important in students’ professional 

identity construction. Sambunjak et al. (2006), in their systematic review of mentoring in 

medicine, highlight that the environment in which identity construction happens needs to 

support commitment and interpersonal skills development. Additionally Cruess et al. (2014) 

postulate that identity construction is best done whilst undertaking the work of the 

community and suggest Lave and Wenger’s (2011) situated learning theory and more 

specifically communities of practice as a way this can be achieved (Cruess, Cruess and 

Steinert, 2018). Christmas and Cribb (2017) also noted the importance of communities of 

practice in the formation of professional identity, noting how they provide alignment where 

members of the community expect things of each other and so are aligned in key areas. 

They also note that they form norming behaviours where members of the community hold 

each other to account.  
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Practically, several things need to happen if communities of practice and professional 

identity formation are to be the central aims in undergraduate osteopathic education. Some 

of these needs will be discussed in more detail in the following two recommendations.  

OEIs need to make clinical learning the central focus of their curricula, reorienting their view 

that places clinical education at its core so that all other educational endeavours (teaching 

and assessing) can be aligned to support the development of practitioners and their 

identities as osteopaths (Cruess et al., 2014). Whole modules in undergraduate programmes 

have no clinical element and so lose context for both educators and learners: having clinical 

components to all modules will help all to see the contribution that each element has to 

their desired goal of becoming a practitioner. 

Embedding individual and group reflection that is supported through guidance and 

supervision by appropriately trained faculty is key to this approach (Mann, Gordon and 

MacLeod, 2009). Essential to this is a culture that values and reinforces the importance of 

discussing, debating, reflecting upon and challenging practice, norms and ways of doing 

things.  This guiding, reflection and discussion needs to be done through the community 

with representatives from all levels of integration into that community from novice to 

expert so that students are exposed to different perspectives, identities and norms. These 

can be used to construct their idealised future self as osteopaths, Magpie identity contents, 

try them out and most importantly receive feedback and be able to reflect on whether they 

retain those contents or not. It is through this integrated approach, where members from all 

levels of learning and education work together in groups that focus on the work of the 

community (in this case, providing osteopathy to the public), that OEIs can truly create 

communities of practice that will support learners’ professional identity development. 
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7.2.3.2 Recommendation 2: Clinic tutor training is imperative to facilitate identity development. 

 

The findings from the data in this study highlighted the unique role of what is known in 

osteopathy as clinical tutors. Cruess et al. (2015) described role models as being admired for 

their ways of acting and being, and mentors as trusted and experienced counsellors who 

have a much closer relationship to learners and are members of the community that they 

aspire to join.  The data suggests that clinic tutors in undergraduate clinics act as both 

mentors and role models to their students and thus act as the main source for the collection 

of identity contents. They are also students’ main source of feedback when experimenting 

with their identities. It is well established that role models have a significant influence on 

identity development.  Wong and Trollope-Kumar (2014), for instance, identified role 

models as major influences on professional identity formation in medical students, and 

Ibarra (1999) showed that observing and imitating role models was a key component in the 

identity formation of junior professionals. Cruess et al. (2014) also note the importance of 

role models but point out that they can impart both positive and negative experiences. 

Given the central importance that clinic tutors play in the development of professional 

identity, OEIs should begin to develop specific training to support them in this role. They 

should design a programme of study that focusses on: 

• The process of professional identity formation; 

• The pivotal role of the clinical tutor in this process; 

• The attributes of good role models; 

• How to model positive identity contents to students; 

• How to provide effective feedback; 

• How to facilitate guided reflection with students. 
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Providing appropriate training that includes in-depth exploration of the clinical tutor’s role 

as a mentor and role model is imperative. Cruess et al. (2014) also suggest that providing 

training on how students develop their professional identity will provide a foundation for 

educators to work from. In an osteopathic context, this would include training on how 

students use them to Magpie identity contents from and how they can facilitate students in 

modelling desired attributes by providing feedback and guided reflection (Cruess et al., 

2015). Institutions can fully support students’ ongoing construction of their professional 

identity.  

Using both individual and group guided reflection to facilitate students in identifying identity 

contents that are important to them will aid both individual and collective identity 

development (Mann, Gordon and MacLeod, 2009). Additionally, tools such as reflective 

diaries that are orientated towards professional identity development rather than the 

acquisition of knowledge and skills should be developed that will not only enable students 

to develop their future self as osteopaths but also help them chart their unique course 

towards it.  

Whilst most OEIs now provide some opportunities for near peer observation, there are few 

formal opportunities for true peer learning. This research has highlighted the important role 

of peers in developing professional identity. The impact of near-peer learning has been 

highlighted by other in healthcare education (Irvine, Williams and McKenna, 2017) and 

forms an integral element of communities of practice (Cruess, Cruess and Steinert, 2018) 

Near-peer groups should be established in clinical and non-clinical environments that have 

students from multiple years so that they can learn together, with and from each other. 

Protected time needs to be timetabled for them to meet and to work together to discuss in 
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a safe space the identity contents they feel are important, to begin to enact those contents 

with each other, whether this involves experimenting with ways of phrasing things, 

practising examination skills or technique. Some inevitable upskilling will be needed in order 

to facilitate this by providing training on professional identity development, providing 

feedback and recording. 

 

7.2.3.3 Recommendation 3: Institutions need to provide an environment geared towards identity 

development  

 

As mentioned in the previous section, due to the unique historical circumstances related to 

osteopathic education in the UK, OEIs are wholly responsible for providing the clinical 

environment in which students learn. Institutions need to think about how that 

environment supports or does not support professional identity development. 

The findings from this study suggest that both clinical encounters and safe spaces are 

important in identity construction. Clinical encounters allow students to observe their peers 

and tutors at work, allow them to contextualise the knowledge, skills and experience they 

have acquired up to that point, and afford them the opportunity to begin to enact their 

developing professional identity through modelling what they have observed and otherwise 

undertaking the role of an osteopath. OEIs should therefore consider introducing students 

to the clinical environment from an early stage, even in an observational capacity, so that 

they will begin to collect identity contents that are modelled for them in that environment 

at an earlier stage. Monrouxe et al. (2011), for instance, demonstrated with medical 

students that exposure to early patient encounters and opportunities for discussion in small 

groups help students to develop a deeper understanding of professional identity.  
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OEIs should also consider what constitutes clinical learning. At the moment, much emphasis 

is placed upon the number and variety of patients seen in the student clinics and much time 

is spent evidencing this. If curricula are to truly support the development of professional 

identity, then they need to focus on what students gain from the clinic encounter and 

allocate clinical time to such endeavours as reflection, group discussion, guided reflection 

and near-peer learning (McKenna and Williams, 2017).  

Safe spaces act in a different capacity. They allow students to challenge existing ways of 

doing things, to reflect in a more open way and to make the first tentative steps in 

modelling where the expectations of patients and others are reduced or absent.  

These spaces are not physical spaces but timetabled spaces where students can meet in 

groups on their own to undertake agreed tasks based around identity development. There is 

evidence from medicine to support this approach. Clandinin and Cave (2008), for instance, 

recommend that pedagogical spaces where students can create a reflective narrative are 

important in developing doctors’ professional identities. Cruess et al. (2014) also contend 

that creating space within curricula is vitally important to allow for exploration of the kind of 

doctor they wish to become. These spaces need to be timetabled into clinical education 

where students can learn from and challenge each other and where clinical tutors can 

facilitate identity development through supported actions such as guided reflection (Cruess 

et al., 2014) and feedback.  

7.2.4 Conclusion 

 

In this chapter, the findings in Chapter 6 have been contrasted with available evidence both 

within osteopathy and from the available professional and nonprofessional identity 
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research. As can be seen from the above, professional identity development is a dynamic 

process that acts on three interrelated levels and is affected by multiple processes at the 

same time. This research introduced to this context the more recent approach of 

envisioning professional identity as seen from three distinct yet interrelated levels – the 

individual, interactional and institutional levels – and the influence each of these has on 

professional identity construction. 

Students highlight the importance of not only practical skills but also softer skills such as 

listening and being caring and empathetic to their uniquely osteopathic professional 

identities. This provides reassurance to the profession, its institutions, and the general 

public that students see osteopathy as having a unique identity that is at the same time 

scientific yet human, personal and patient-centred, and that this approach to healthcare is 

necessary to deal with the complex problems that present to them.  

The process of Magpieing, as described in this study, builds on existing theory and empirical 

research. It contextualises the process of collecting and incorporating identity contents to 

this and similar situations and adds new knowledge to it by detailing the process. It also 

creates new knowledge by introducing how temporal identities are used in professional 

identity construction by influencing what contents are identified, collected, modelled and 

incorporated into that identity. 

This chapter uniquely explores the role of osteopathic institutions in supporting the 

construction of professional identity by detailing the importance of providing the 

communities in which students construct their identity through Magpieing, role models, 

clinical encounters and safe spaces, and how these underpin every aspect of their identity 

construction. Whilst not unique to osteopathy, it is rare in UK healthcare education for 
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educators to provide on-site clinical education, and this affords educators the opportunity 

for change not seen in other contexts in terms of training for clinical tutors, changes to the 

environment and fostering a community of practice that truly supports professional identity 

development. 

Some of the findings presented support or partially support existing evidence in this area. 

This provides reassurance that the constructed theory is not only representative of the 

views and conceptions of the participants but also that others have described similar 

processes in other situations. Some findings in this study are unique and In that respect, the 

findings add new knowledge to the area.  

This study has shed light on a process that has never before been investigated within 

osteopathy. It provides a framework for future research in this area and provides evidence 

for osteopathic educational providers in supporting the professional identity of their 

students.  

 

7.3 Authenticity 
 

Methodological rigor in constructivist research is usually established through two means. 

The first is trustworthiness. Trustworthiness seeks to establish the credibility, transferability, 

dependability and confirmability of a research study. Trustworthiness is the constructivist 

equivalent to reliability and validity (Rolfe, 2006), each of which has been addressed earlier 

in this thesis. The second means by which rigor is demonstrated is through what has come 

to be known as authenticity. Authenticity requires researchers to think about things such as, 

‘Is the study worthwhile?’ and ‘What impact will it have on the members of the culture or 

community being researched?’ (Given and Saumure, 2008). According to Shannon and 



179 
 

Hambacher (2014), in order to establish authenticity, researchers need to engage in several 

processes to ensure that their findings are credible. They cite several dimensions that need 

to be considered, namely fairness, ontological authenticity, educative authenticity and 

tactical authenticity. Each of these will be discussed below in relation to this research. 

Fairness involves ensuring that a range of viewpoints have been considered as well as 

whether these accounts have been represented in the research in a fair manner. This is 

achieved when stakeholders are encouraged to participate in the process of the research 

(Shannon and Hambacher, 2014). In this study, this was achieved by carrying out a pilot 

study where feedback was sought and then incorporated into the study. Additionally, 

participants kept a diary for one month prior to the individual interview. This was sent to 

participants prior to interview and read to participants during the interview before making 

further enquiry regarding the content. This ensured prolonged engagement with 

participants. Furthermore, each interview was recorded and transcribed verbatim and a 

process of member checking was undertaken to ensure that participants had the chance to 

reflect on whether the data was truly reflective of their views. Direct quotes were used in 

the analysis, as can be seen in Chapter 6.  

Ontological authenticity is established when the researcher can demonstrate that 

participants have become more aware of the complexity of the social environment. 

Educative authenticity is established when it can be demonstrated that study participants 

have an increased appreciation of other people’s points of view (Shannon and Hambacher, 

2014). Morse et al. (2002) consider these two criteria to be knowledge-sharing criteria 

where they result in an improvement in participants’ experience of the world and an 

increased understanding of other perspectives. In this study, participants spoke about how 
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they enjoyed the interview process, how it helped them to reflect upon their experience and 

how they improved over that time. This was especially true of participant 750, who was 

interviewed a second time, and is illustrated in the quote below. 

...re-reading through those transcripts and thinking, "Okay, this is 
who I was back then, and this is how my opinions have changed, or 
this is how I've evolved”. (P750I(2)) 

 

Additionally, the process of diary writing and then participating in an interview encouraged 

an ongoing dialogue with the participant where they gained an appreciation of other 

perspectives and an understanding of different perspectives. This can be seen from the 

quotes below.  

So, you know, working with others or, you know, your peers or, 
people that teach you. I've been enjoying being exposed to different 
groups of people. I used to work, in XXXXXXXXXX in the city, so it's a 
completely different lifestyle and outlook on life: one which is a lot 
more fulfilling, and that certainly changed my opinion. (755I) 

 

All participants had information regarding the research, what was involved, and the 

methods used before and during the study. This enabled them to make an informed 

decision. In order to make an informed decision, one needs to be able to understand the 

process and the reason for the structure of the process. The consent process educated the 

participant as to the research process, but it was also talked about openly in interviews, as 

the quote below demonstrates. 

I think it's important to point out that I'm not comparing what you 

said then to what you're saying now, because we're always going to 

say different things, even if the interview is 10 minutes apart, let 

alone two years [it] is to really get more of a deeper understanding of 
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what you did say and the way you think now, because it's really 

important that we understand what motivates us” (Interviewer in 

750I(2)) 

 

Catalytic authenticity is the demonstration that the participant has taken some form of 

action or change due to the research process in which they engaged (Morrow, 2005). 

Tactical authenticity is where stakeholders feel empowered to act as a result of 

participation. Shannon and Hambacher (2014) believe that catalytic and tactical authenticity 

are difficult to assess. To some extent, much of the tactical empowerment would come after 

publication or dissemination of any findings. In this study, the process of theoretical 

sampling involved sharing the developing theory with participants and gave them an 

opportunity to change the outcome to some extent. The constructivist nature of the enquiry 

and the methods employed ensured co-construction of knowledge. Participants were also 

given the power to change the research outcomes through the process of member checking 

where they were given the verbatim transcripts with the opportunity to change anything 

that they felt was not reflective of their thinking.  

In this section, I have demonstrated the authenticity of this study through providing direct 

quotes from participants and a detailed description of the processes undertaken to ensure 

that stakeholders had the opportunity to be involved and to exert influence at every level. 

Therefore, the likelihood of the presented theoretical model reflecting participants’ 

reporting is increased.  

The next section presents my personal reflections of my research journey and seeks to detail 

my personal influence on the research and its findings.  
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7.4 Personal reflections 

It is incumbent upon those choosing to work within a constructivist paradigm to reflect on 

their own influence on the research process and adopt a reflexive approach (Rolfe, 2006). 

This is important not only for the quality of any results but also for the trustworthiness of 

the study. A reflexive approach that acknowledged my potential to influence the study was 

undertaken from the outset of the study and has been detailed throughout this thesis.  

The choice to use a grounded theory approach meant that from the outset, steps were 

taken to limit the influence of existing theory, such as delaying any significant engagement 

with the extant literature until the latter stages of data analysis. My own knowledge of the 

area of investigation was acknowledged and documented in Chapter 1, where I 

acknowledged my own personal experience of working as a clinical tutor in an 

undergraduate programme and observing students. As I underwent the research process, 

the data began to suggest the important role of clinical tutors in identity construction. This 

made me reflect upon my own experience of the lack of support for clinical educators in 

contrast to those working in the academic arena. This appeared to be the belief that one 

was expected to be aware of one’s role in students’ identity construction and be able to 

model exemplary behaviour just by being a qualified osteopath. I had to be vigilant that this 

did not somehow colour my analysis or what I focussed upon within the data at too early a 

stage. This in part was tied to my role as an insider: someone from within the area of study. I 

had to be vigilant that when interviewing, I maintained a naive approach to questioning and 

did not leave assumed professional understandings unexamined. The process I followed to 

ensure this was set out in Chapter 4. I also had to critically reflect upon my relationship with 

the study participants. It is a fine balance between making the participant feel at ease 
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enough to reveal their own experiences and examining their thoughts in enough detail to 

reveal their underlying thoughts and assumptions. Again, I critically reflected on this process 

in Chapter 5. 

As can be seen from the above, I continually reflected upon and examined my role in the 

construction of this theory. It is inevitable that my past experiences and my own 

development throughout the duration of the study will influence what I attend to and the 

conclusions I come to. This was countered by documenting this influence throughout, as 

detailed above, and through continued memo writing and keeping a reflexive diary. 

Continuously going back to my earlier thoughts and feelings regarding the process, the data 

and the analysis enabled me to examine my influence on the process and its outcomes.  

 

7.5 Implications for osteopathy 

This study was conducted specifically regarding the professional identity construction of 

undergraduate osteopaths in the UK. It sought insights, thoughts and opinions on the 

matter from those attending an undergraduate programme at the time of recruitment. The 

data that they provided, and the subsequent insights and theory generated from it, have 

significant implications for undergraduate osteopathic education in the UK and the 

profession in a wider context. Detailed recommendations regarding the changes to curricula 

and delivery of osteopathic undergraduate education in the UK, based on the findings of this 

study and the wider literature in the area, were made in section 7.2.3. Educational 

establishments need to further consider how the findings from this study impact on their 

current provision and individual educators need to reflect on and consider whether their 

current ways of doing things support the process of professional identity development.  
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There is a growing body of evidence in medicine and other healthcare disciplines 

demonstrating the positive effects of supporting professional identity development (Cruess 

et al., 2014). This study has documented a process and the factors that students feel 

contribute to their professional identity construction. Nearly all factors that contributed to 

identity construction in this study were experiential in nature, whether in the clinic with 

patients or in discussion and role-play with peers and tutors. For too long, the clinical 

component of teaching has been neglected. It is now time for OEIs to recognise this, and to 

realise that making the clinical learning the core of their programmes where much more 

formal learning happens, where teaching, feedback, practical and reflective activities are 

timetabled into clinical education and take place in that environment, affords students the 

best opportunities to construct their professional identity. This is not to suggest that the 

academic components are not important, but rather to call for a shift in emphasis, seeing 

the clinical component of educating osteopaths as central and seeing the academic 

components as supporting clinical learning and professional identity development. This is 

necessary in order to make undergraduate programmes true communities of practice where 

students actively participate in their education. Osteopathy is now mature enough to cope 

with this change. 

Osteopathic educational institutions need to reflect on their own processes in light of the 

findings of this research. They need to revisit their curricula to ensure that the clinical 

environment and communities of practice are at the heart of what they do. Institutions 

need to prioritise faculty development to better understand how students construct their 

professional identity (Cruess et al., 2014). They should reflect on the levels of support that 

educators (especially those who work in the clinical environment) receive to ensure that 

they in turn have every opportunity to support students. Institutions need to encourage 
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their educators to encompass what students feel are important factors in their role models, 

such as being open, honest, generous, knowledgeable and confident. 

With regard to modelling, institutions should be made aware of the findings in this study 

relating to supportive environments, where students need to be given the time, space and 

support to be able to enact their fledgling identities as osteopaths, and should understand 

the crucial role that these environments play.  

Individual educators need to be made aware of the interactional-level processes that 

students go through in order to construct their professional identity, especially the process 

of Magpieing. Educators should be made aware of and reflect on their pivotal role as the 

primary source of identity content that students collect and how their values, ways of 

interacting with patients and technical skills will be collected by students and modelled by 

them in real situations with peers and patients. They need to recognise when students are 

modelling these identity contents with peers and patients and be prepared to support this 

process by providing specific, supportive feedback with the appropriate remedial action to 

address any weaknesses and allow students the opportunity to reflect on this and enact the 

recommended course of action. In order to do this, they need to be supported and provided 

with development opportunities by the institutions within which they work.  

Educators also need to be supported in their role by making them aware of the 

constructivist nature of this process, where each student will construct their own ideal 

identity as osteopath based on their prior experiences, knowledge and values.  

The findings of this study will also be of interest to the regulatory body that oversees pre-

registration training by demonstrating the central importance of individual educators in 

influencing the identity contents that future practitioners Magpie and thus the kind of 
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practitioner they become. As discussed in Chapter 1, there has been a drive within 

osteopathy and other professions to embed professionalism training into curricula. The 

findings from this study would indicate that the identity contents held by those who 

surround them are of more central importance in influencing the kinds of osteopath that act 

as role models to undergraduates, and that efforts to ensure good care and safety of the 

public would be better directed at training educators in how to effectively model 

behaviours, attributes and other identity contents. To this end, making the development of 

a professional identity the focus of undergraduate training rather than providing training on 

specific aspects of care or behaviour would better achieve their aim of patient protection.  

As detailed in Chapter 1, the Institute of Osteopathy (IO), one of the professional bodies 

representing osteopaths, in conjunction with other stakeholders, has recently made efforts 

to support new graduates in their early years of practice by providing mentoring. The 

findings of this study indicate that providing role models to Magpie from is important, but 

also highlight the need to upskill and to provide training and ongoing support to mentors 

with regard to how students develop their professional identity, their role in this process 

and how they can support the process of Magpieing and professional identity construction. 

7.6 Implications for professional identity research 

This study provides an insight into the process of professional identity construction of 

undergraduate osteopaths in the UK. This adds to the very limited evidence base available 

within osteopathy. The findings indicate that there are several areas that would benefit 

from further enquiry. 

The theory that was developed from the data was constructed from a sample of 

undergraduate osteopaths from only three of the seven available Osteopathic Educational 
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Institutions (OEIs) in the UK. To explore the transferability of the findings, further research 

generating data from additional undergraduate programmes would be helpful. Additionally, 

seeking to encompass a more international sample would be beneficial to explore the 

implications that different programmes and settings have on professional identity 

construction.  

The data gathered in this study to some extent represent a snapshot gathered from 

students at different points of their development. It was not possible to discern from the 

sample any information regarding identity development over time. A longitudinal study may 

also be appropriate to provide insights into the professional identity development in 

undergraduate osteopaths throughout their training, and given the evidence that 

professional identity continues to develop after graduation (Cruess et al., 2014) into the 

early years of practice, it would be useful to gain information at different points of students’ 

development.   

The findings generated data from the perspective of students. As acknowledged throughout 

this study, the theory was a co-construction of the participants and researcher grounded in 

the data gathered. The development of professional identity as shown is a complex, 

multifaceted process that is influenced by role models and patient interactions. Further 

testing of the theory from the perspective of educators and patients would add additional 

perspectives. The addition of focus groups would add another dimension that was not 

explored within this study. 
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7.7 Limitations of the study 

Although the data gathered and analysed in this study generated a substantive theory of the 

development of professional identity in undergraduate osteopaths in the UK, there are 

several limitations that should be emphasised.  

The size of the study sample and the low number of students from different OEIs limited the 

number and range of possible perspectives available from which to generate data. As noted 

in section 5.3, students from two OEIs were excluded from the possible sample because the 

researcher had been involved in educating their students and it was felt that this might 

unduly pressurise or bias students from those institutions. As a result, students from five of 

the available seven undergraduate programmes in the UK were invited to take part. 

However, only participants from three of those programmes chose to become participants. 

Additional perspectives from more participants from more of the available OEIs would make 

the findings more transferable to other contexts and situations.   

Due to personal reasons, I had to take two periods of six months away from the study. This 

meant that there were large gaps in the research process where no activity was happening. 

This necessitated me returning to the data several times to re-familiarise myself with the 

data before beginning the research process again. This reduced the overall amount of time 

available for re-interview and data analysis.  

Telephone interviewing was chosen, as it was believed that it would allow participants to 

arrange interviews at a time and place that suited them and would facilitate follow-up (Birks 

and Mills, 2015). However, telephone interviewing has received some criticism regarding 

the loss of visual cues (Novick, 2008). In order to negate any possible negative effects of 

telephone interviews, it is suggested that interviewers have to make additional efforts, such 
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as increasing vocal acknowledgements (Irvine, Drew and Sainsbury, 2012). My inexperience 

with research interviewing meant that there was an inevitable period of learning that might 

have been extended due to the additional needs of telephone interviewing, which might 

have meant that the depth of data from earlier interviews was more limited.  

 

7.8 Contribution to knowledge 

 
This research was undertaken in order to provide a formative explanatory theory of the 

factors that contribute to the construction of professional identity in undergraduate 

osteopaths in the UK with the aim of informing stakeholders on ways to support students in 

their professional identity development. There is very little evidence regarding professional 

identity formation in an osteopathic context. Of the two studies that have been published 

(Thomson, Petty and Moore, 2014; Clarkson and Thomson, 2017). Neither looked at the 

factors that contributed to the construction of the osteopathic identity. The findings from 

this study provide the first theory of how student osteopaths go about constructing their 

professional identity and it thus makes an original contribution to the knowledge base for 

osteopathy and for professional identity. 

The findings from this study have been presented in Chapter 6 and contrasted with the 

available literature in this chapter. The finds from this research make a significant 

contribution to the understanding of professional identity development in this field in the 

following ways.   

The findings shed light on the osteopathic identity as seen by student osteopaths. It details 

unique overarching themes such as independence of clinical decision making and the ability 

to bridge the scientific – holistic divide as central to the osteopathic identity. These themes 
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have not been highlighted by other research in this area. The findings also support previous 

work on the content of the osteopathic identity such as with Clarkson and Thomson (2017) 

by who demonstrated the importance of empathy and communication skills in their 

developing identity.  

This research for the first time in osteopathy details the process student osteopaths 

undertake to construct their professional identity. A process of collecting identity contents 

from their tutors, peers and documentation which is influenced by their past identifications. 

They then use these identity contents to construct a composite idealised future self as 

osteopath. They model and experiment with these contents in real situations with patients 

and peers before seeking feedback and either incorporating them into their developing 

identity, experimenting in different contexts or discarding them. In this study, this process 

was called Magpieing, Whilst Ibarra (1999) documented a similar process in investment 

bankers undergoing role change and Kroger and Marcia (2011) and Berzonsky et al (2013) 

discussed aspects such as modelling and exploration with identity contents no such process 

has previously been documented in osteopathic education. The findings from this study 

build on this previous work by not only situating it within professional healthcare education 

but by also adding to it. This study added a temporal aspect not fully explored in previous 

research. Drawing on and extending work by others such as Oyserman and James (2011) this 

study has highlighted the impact of past identity on not only choosing to be an osteopath 

but also on what kind of osteopath one becomes. It detailed the role of future identity in 

acting as a motivating factor and as a Waymarker to chart progress towards their desired 

future self as osteopath. These findings provide a significant contribution to knowledge 

within the profession and within the education of its future members. 
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The theory that was constructed also uniquely highlighted the role of institutional processes 

in the development of professional identity within osteopathic education. The findings 

suggest that providing safe spaces where students can experiment with and model identity 

contents is important. These spaces allow students to model aspects of their developing 

sense of self as osteopath and try them out in a supported and safe environment. Whilst the 

importance of role models has been acknowledged in other settings no information is 

currently available looking at who acts in this capacity and their relative importance in 

osteopathy. This study has demonstrated that it is clinical tutors who are the main role 

models in this setting and demonstrate the important role they play in developing 

professional identity in this context. This brings into focus the institutions’ need to support 

mentors in this role. The impact of these institutional processes on professional identity 

development has not been explored before and so this study has also contributed to the 

knowledge base in this area. 

 

 

7.9 Conclusions 
 

Since its inception in the USA in the late 1800s, osteopathy has evolved. In the USA, it 

followed a different path to the one that evolved in the rest of the world, and especially in 

the UK. It was founded as an alternative to medicine, which at the time was quite primitive, 

and ever since it has been searching for legitimacy. In the UK, this came in 1993 with the 

Osteopaths Act. By its very nature as an alternative, it attracted individuals who identified 

with those aspects, and who, by joining the profession themselves, influenced its 

development. More recently, osteopathy has gained a status equal to other healthcare 
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professions in the eyes of the law if not the public. Its identity was again affected by this 

change. With this changing status came a responsibility to act in the way a profession acts, 

to enquire into what we do and how we do it. Those who are training today will shape the 

identity of the profession and those within it in the future, and it is incumbent upon us to 

understand the mechanisms that shape that change and support it where we can. 

The findings from this study shine a light on the process used by undergraduate osteopaths 

in the UK to construct their professional identity and the theory developed from the data 

complements evidence in other arenas. Understanding the processes used by students will 

help educators to develop programmes that better support students’ professional identity 

construction. The central importance of the clinic and of mentors has been highlighted. It is 

important to make this the central point for undergraduate osteopathic programmes and 

acknowledge that most learning to “be” an osteopath takes place in these communities of 

practice. It is important that institutions understand their roles and support those who 

educate their students by providing educational and supportive opportunities to them so 

that they in turn can support those whom they mentor.  
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Appendices 
 

Appendix 1: Email sent out to students regarding the study. 

Dear Student. 

I would like to invite you to take part in a study looking at the professional identity 
development of osteopathic students. I am currently doing the professional doctorate in 
osteopathy at the UCO. 

I would like to interview you about your experiences and would ask that you keep a diary for 
a month prior to the interview. You do not need to fill the diary out every day, only when 
you feel it is appropriate, the interview should take less than an hour and will be conducted 
over the telephone at a time that suits you best. 

You will find the participant information sheet attached which will provide you with 
additional information regarding the study. If you are willing to participate in the study or if 
you have any questions or queries, please contact me.  

xxxxxxxxx@study.beds.ac.uk 

Many thanks 

Brian McKenna 

 

  

mailto:xxxxxxxxx@study.beds.ac.uk


 
 

 

Appendix 2: Participant Information Sheet 
 

Title: Understanding Becoming: An exploration of the professional identities of student 

osteopaths in the UK and the factors they feel contribute towards their formation. 

Researcher: Mr Brian McKenna. Doctoral Student. The British School of Osteopathy (BSO). 

Supervisors: Professor Stephen Tyreman & Doctor Andrew Edgar. 

This study has been approved by the British School of Osteopathy, research ethics 

committee. No external funding has been given for this research. 

You are invited to take part in this research study. Before you decide, it is important that 

you understand why the research is being undertaken and what it would involve for you. 

What is the purpose of this study? 

This study forms part of a doctoral programme and aims to investigate how students form 

their professional identity and if there is a collective sense of identity. 

Why have you been invited? 

You have been invited to participate along with all other osteopathic students that are 

eligible. 

Taking part or not 

Taking part in this research study is entirely voluntary. If you agree to take part, you will be 

asked to sign a consent form. You are free to withdraw from the study at any time, without 

giving a reason. Withdrawal will not affect your rights and standing as a student, future 

osteopath or in any way. 



 
 

 

What will happen if you do take part? 

You will be asked to consent to keep an online diary of your experiences for one month. You 

will then be asked to participate in an interview, partly based on your diary and partly on 

your unique experiences. 

The interviews will explore a wide range of aspects of your practice and study. They will be 

arranged at a time suitable to you. The interview is likely to take no more than an hour. In 

some circumstances it may be necessary with your consent to interview you briefly a second 

time. The interviews will be audio-recorded and transcribed with your permission. 

The diary will be online, through ‘Survey Monkey’. You will be asked to keep this diary for 

one month; you do not have to fill it out every day, only when you feel it is appropriate. 

Will you taking part in the study be kept confidential? 

Yes, the identity of individual participants and their place of study will be anonymised and 

all names and identifying features will be removed at transcription, in the submitted thesis 

and in any publications arising from it. You will have the opportunity to check the transcript 

of your interview prior to it being used and if necessary make changes or withdraw from the 

study 

Risks: 

Whilst it is not anticipated that you will be distressed by taking part in this study, you will be 

asked questions about your life as a student osteopath and issues outside of that life. 

Written information directing you to sources of support can be supplied after interview. 



 
 

 

The interviews and the online diaries may generate sensitive information about colleagues 

or patients. All such information will be removed at transcription. 

In the unlikely event that a significant issue of patient safety or care comes to light, it may 

be necessary for the researcher to refer this through the proper channels at your institution. 

Advantages 

Taking part in research is imperative for our profession to move forward and thrive in 

today’s healthcare environment. Without people willing to take part in research, this would 

not be possible. It is hoped that the opportunity to reflect on your development, in a safe 

environment, may be beneficial. It will also give you an insight into research in practice. 

What will happen if I don't want to carry on with the study? 

You can withdraw from the study at any point without prejudice. You do not need to 

provide a reason for this. All data concerning you will be removed from the study and 

destroyed. You may pause the interview at any time, skip any question or stop the interview 

without giving a reason and without prejudice. 

What will happen to the results of the study? 

It is hoped that the findings from this study might inform the wider osteopathic educational 

community and may be published in journals. If required, the final thesis or a summary of 

this thesis can be sent to you on completion. 

Further information 

If you would like to find out more about the study, my email address is 

xxxxx@study.bed.ac.uk and my telephone number is xxxxxxx. 



 
 

 

What next? 

If you feel you would like to take part in the study, then you need to contact the researcher 

(details above) indicating how you would like to be contacted. 

Thank you for your time. Brian McKenna. Osteopath 

  



 
 

 

Appendix 3: Poster advertising the study 

 



 
 

 

Appendix 4: Research ethics approval letter 

 

Name: Brian McKenna 

Supervisor: Professor Stephen Tyreman, Dr Andrew Edgar 

Title: How do students become osteopaths? Perceptions of the professional identity of 

student osteopaths in the UK and the factors that contribute to its formation 

 

Tuesday, 01 November 2016 

Dear Brian 

Outcome: Approved 

Thank you for your application to the BSO REC. Your submission has been approved without 

further changes. You are free to begin your dissertation. 

 

Please refer to Table 1 on Page 2 of this document for information on the governance of 

requests for post-approval changes to studys. 

 

If you have any questions or queries regarding your feedback then please do not hesitate to 

contact REC Secretary Mike Ford on either m.ford@bso.ac.uk or 0207 089 5330. 

Yours sincerely, 

 

 

Mike Ford 

p.p. Dr. Alan Ruben 

mailto:m.ford@bso.ac.uk


 
 

 

BSO Research Ethics Committee Chair. 

Table 1. Indicative examples of the governance and requirements for post-approval changes 

to studies. 

Type of change Example Approval process 

Design From primary data collection to review.  Supervisor and secretary 

From one form of primary data collection 
to another 

Full REC 

Recruitment For wholly new population, e.g. a 
distinctly different participant group 

Full REC 

For adding new website, chatroom etc. to 
recruit from 

Documentary evidence of 
permission from gatekeeper 
must be provided. Chair. 

Location For a new location with a gatekeeper. Formal approval to use the 
location must be provided by 
the student and this must be 
approved by the Chair. 

Materials and 
instruments 

Minor format changes and rewording of 
questionnaire after piloting 

Standard procedure, no 
approval needed. Copy of 
final instrument must be 
supplied to Secretary 

Major format changes and rewording of 
questionnaire after piloting 

Chair 

Adding new questionnaire Chair 

Changes to qualitative interview schedule 
due to emerging themes 

Standard procedure, no 
approval needed. 

Addition or change to physical 
measurement  

Chair 

Personnel Changing qualified osteopath who is 
carrying out a procedure to another 
qualified osteopath 

Secretary. The student must 
demonstrate that potential 
issues of insurance have 
been addressed.  

Changing student  helper who, for 
example, carries out a post-test 
measurement 

Secretary. The student must 
demonstrate that potential 
issues of insurance have 
been addressed. 

 

 

  



 
 

 

Research participant consent form 1 
 
Title: Understanding Becoming: An exploration of the professional identities of 
student osteopaths in the UK and the factors they feel contribute towards their 
formation. 
 
Researcher: Mr Brian McKenna. Doctoral Student. The British School of Osteopathy 
(BSO). Supervisors; Professor Stephen Tyreman from the British School of Osteopathy & 
Doctor Andrew Edgar from Cardiff University. 
 
This study has been approved by the British School of osteopathy, research ethics 
committee. 
_____________________________________________________________________________________________ 
 
After you have read each piece of information please initial the box indication you 
understand.  
 
I confirm that I have read and understand the information sheet for the 
study. How do students become osteopaths? Perceptions of the professional 
identity of student osteopaths in the UK and the factors that contribute to its 
development.  
 
I have had the opportunity to consider the information and ask questions.  
 
 
I understand that my participation is completely voluntary. That I am free to 
withdraw at any time without giving a reason and at no detriment to myself. 
if I do withdraw, any data collected about me will be destroyed and not used 
in the study.  
 
 
I Understand the anonnymised quotes may be used in the final thesis and 
any publications that may result from the study 
 
 
I understand that my interview will be recorded for transcription 
 
 
I agree to take part in the interview and keep an online reflective diary for 
one month.  
 
 
Print: _________________________________________(Participant) 
 
Signed: _______________________________________(Participant)        Date: ______________ 
 
Signed: _______________________________________(Researcher)         Unicode 

Appendix 5: Participant consent form 
 

  



 
 

 

Appendix 6: Online diary 
 

Dear student. 
 
Thank you for participating in this study. 
 
This diary is for you to use when you feel something has changed the way you practice, view practice or the profession you are joining. 
 
You should feel free to express yourself in any way you like, in your own words. There is no format as such but I would encourage you to 
document the incident, encounter, lecture, tutorial or anything else that has caused this change and try to articulate what has changed for 
you. 
 
Please remember to use your unique identifier code and try to maintain other people’s confidentiality by not using their names where 
possible. However if you feel you do need to do this, please be assured that all personal information will be removed at transcription and 
so will not appear in the final thesis or any publications arising from it.  
 
All diary entries will be returned to you prior to being used so you can check them before they are used. 
 
If you have any questions or queries please email the researcher. brian.mckenna@study.beds.ac.uk 

 
* 1. Please enter your unique identifier code.  

 

 
* 2. In your own words, can you explain what happened to make you reassess or change your 

opinion of your role or the profession you are joining?  

 

 

 
3. Where were you when this happened?  

Student Clinic  

Lecture at your institution  

Tutorial  

Other (please specify)  

 

  



 
 

 

Appendix 7: Participant Information Sheet for pilot 
 

Title: How do students become osteopaths? Perceptions of the professional identity of 

student osteopaths in the UK and the factors that contribute to its formation.  

Researcher: Mr Brian McKenna. Doctoral Student. The British School of Osteopathy (BSO). 

Supervisors; Professor Stephen Tyreman & Doctor Andrew Edgar. 

This study has been approved by the British School of Osteopathy, research ethics 

committee. No external funding has been given for this research. 

You are invited to take part in this pilot for the research study.  Before you decide, it is 

important that you understand why the research is being undertaken and what it would 

involve for you. 

What is the purpose of this study? 

This study forms part of a doctoral programme and aims to investigate how students form 

their professional identity and if there is a collective sense identity.  

Why have you been invited? 

You have been invited to participate along with all other osteopathic students from two of 

the UK Providers of undergraduate osteopathic education. 

Taking part or not 

Taking part in this pilot is entirely voluntary. If you agree to take part, you will be asked to 

sign a consent form. You are free to withdraw from the study at any time, without giving a 

reason. Withdrawal will not affect your rights and standing as a student or future osteopath 

or in any way. 

What will happen if you do take part? 

You will be asked to consent to be interviewed about your perceptions and experiences and 

to keep an online journal of your experiences. 

The interviews will explore a wide range of aspects of your practice and study. They will be 

arranged at a time suitable to you. The interview is likely to take no more than an hour. In 

some circumstances it may be necessary, with your consent, to interview you briefly a 

second time. The interviews will be audio-recorded, with your permission. 

The diary will be online, through ‘Survey Monkey’. You will be asked to keep this diary for 

one month; you do not have to fill it out every day, only when you feel it is appropriate. 

You will be asked to give feedback regarding the process so that we can improve it in the 

future. 

Will you taking part in the study be kept confidential? 



 
 

 

Yes, the identity of individual participants will be anonymised. No data that you give, either 

in the diary or the interview, will be used in the study, and data will be destroyed after the 

pilot phase has been completed. 

Risks: 

Whilst it is not anticipated that you will be distressed by taking part in this study, you will be 

asked questions about your life as a student osteopath and issues outside of that life. 

Written information directing you to sources of support will be left with you after interview. 

In the unlikely event that a significant issue of patient safety or care comes to light, it may 

be necessary for the researcher to refer this through the proper channels at your institution. 

Advantages 

Taking part in research is imperative for our profession to move forward and thrive in 

today’s healthcare environment. Without people willing to take part in research, this would 

not be possible. It is hoped that the opportunity to reflect on your development, in a safe 

environment, may be beneficial. It will also give you an insight into research in practice. 

What will happen if I don't want to carry on with the pilot? 

You can withdraw from the pilot at any point without prejudice. You do not need to provide 

a reason for this. All data concerning you will be removed from the study and destroyed. 

You may pause the interview at any time, skip any question or stop the interview without 

giving a reason and without prejudice.  

What will happen to the results of the study? 

It is hoped that the findings from this study might inform the wider osteopathic educational 

community and may be published in journals. If required, the final thesis or a summary of 

this thesis can be sent to you on completion. 

Further information 

If you would like to find out more, my email address is xxxxxxxxxx@study.beds.ac.uk and my 

telephone number is xxxxxxxxx.  

What next? 

If you feel you would like to take part in the pilot, then you need to contact the researcher 

(details above) indicating how you would like to be contacted.  

Thank you for your time. 

Brian McKenna. Osteopath 

  



 
 

 

Appendix 8: Consent form for pilot. 
 

 

 

Research participant consent form for pilot 
 

Title: How do students become osteopaths? Perceptions of the professional identity of 
student osteopaths in the UK and the factors that contribute to its development.  
 
Researcher: Mr Brian McKenna. Doctoral Student. The British School of Osteopathy 
(BSO). Supervisors; Professor Stephen Tyreman from the British School of Osteopathy & 
Doctor Andrew Edgar from Cardiff University. 
 
This study has been approved by the British School of osteopathy, research ethics 
committee. 
_____________________________________________________________________________________________ 
 
After you have read each piece of information please initial the box indication you 
understand.  
 
I confirm that I have read and understand the information sheet for the pilot. 
How do students become osteopaths? Perceptions of the professional identity of 
student osteopaths in the UK and the factors that contribute to its development.  
 
 
I have had the opportunity to consider the information and ask questions.  
 
 
I understand that my participation is completely voluntary. That I am free to 
withdraw at any time without giving a reason and at no detriment to myself 
 
 
I Understand that no information about me or data will be used in the study. All 
information will be destroyed after the pilot. 
 
 
I understand that my interview will be recorded 
 
 
I agree to take part in the interview and keep an online reflective diary for one 
week.  
 
 
Print: _________________________________________(Participant) 
 
Signed: _______________________________________(Participant)        Date: ______________ 
 
Signed: _______________________________________(Researcher)         Unicode 
 
  



 
 

 

Appendix 9: Interview Guide 

 

Title: Understanding Becoming:  

An exploration of the professional identities of student osteopaths in the UK and the 

factors they feel contribute towards their formation. 

Brian McKenna: Doctoral Student, British School of Osteopathy. Senior lecturer, The College 

of Osteopaths. Private practice, Cardiff. Supervisors: Professor Stephen Tyreman from the 

British School of Osteopathy. Dr Andrew Edgar from Cardiff University. 

Introduction: Hello. My name is Brian McKenna. I am an osteopath. I work in private 

practice and I also teach. However, I will not be involved in any way in your teaching or 

examination. 

As you are aware, we are meeting today so that I can interview you for a research study I am 

carrying out into the professional identity of student osteopaths and the factors that 

contribute to its formation. 

Today we will be exploring the things that you think might have helped to form your 

osteopathic identity. We will discuss your experiences from before you decided to become an 

osteopath right up until today. 

There are no right or wrong answers. I am only interested in your experiences, how you see 

yourself as an osteopath and what you think has influenced the formation of this identity. 

The interview should only take about an hour but we can make it as long or as short as you 

wish. 

I will initially ask you questions about your development and then we will discuss your diary 

entries. 

Your participation is completely voluntary. You can decide not to answer or skip a question 

and you can withdraw at any point without consequence.  

If at any point you decide you no longer wish to take part in the study, indicate this to me 

and I will stop. You withdraw from the study can at any point in the future, if you choose, 

and any information that you have supplied will be destroyed. 

I will be making notes during the interview and with your consent it will be audio-recorded 

and later transcribed for data analysis. This transcription will be sent to you for checking 

before it is used. 

Direct quotes from the transcription will be used in the final thesis; however, your identity 

and the identity of others will be obscured by removing all names and identifying features to 

the best of my ability. 

Can I confirm that you have read the information sheet and consent to take part in this 

interview?  



 
 

 

Do you have any questions before we start?  

 

1. Initial questions: 
 

 

• What do you find enjoyable about being a student osteopath? 
• Is there anything you don’t find enjoyable? 
• What do you think are the major influences on your development? 

 

 

2. Historical questions: 
 

Before enrolling as a student of osteopathy: 

• Do you remember the first time becoming an osteopath appealed to you?  
What was it that appealed to you? 
 

• Can you identify anyone or anything that helped you make the decision to become 
an osteopath? 
What was it about them? 

 

As a student of osteopathy: 

• Are there any experiences that have had an effect on your development? 
 

• Have any experiences made you question osteopathy? 
 

• In what ways do you think you learnt to be an osteopath?  
 

• What did you learn from your teachers?   
 

• What have you learned from your peers or others?   
 

• Have you met any role models as a student?  
What was it about them that appealed to you? 
 

• What about things outside of osteopathy: what other things are important to you as 
a student osteopath? 
 

• Do you feel like you are becoming an osteopath? In what ways? 
 

• Are there any classes that have influenced you more than others? 



 
 

 

 
• Are there any clinical experiences that you feel have contributed to your 

development? 
 

• Are there any individuals that have influenced you, either inside or outside of 
osteopathy? 

 
 
And finally, I would like you to think about where you are now: 

• How would you describe yourself as an osteopath in the making? 
 

• What attributes do you think an osteopath should hold?  
Why are these important to you? 

• Do you think these attributes are common to most osteopaths or osteopathic 
students? 
 

• What about life outside of osteopathy. Has this influenced your development? 
 

• Do you ever feel conflict between the osteopath you want to be and the osteopath 
others expect you to be?  

 

(Move on to diaries) 

Do you think there is anything else that would help me to understand your experience as a 

student osteopath? 

I will have this interview transcribed and I will return the transcription to you for checking 

before it is used in the study.  

Would it be ok to contact you again at a later date if I find anything is not clear or I require 

further information? 

 

  



 
 

 

Appendix 10:  Help for Research Participants 
 

Thank you for taking part in this interview and for keeping the diary. The information you 
have provided is key to helping me understand how osteopathic students construct their 
professional identity  

 

Sometimes being interviewed can be stressful. Talking about your feelings, the past or 
difficulties you may have can sometimes make you more distressed or determined to do 
something about it. Talking about this can be helpful. Friends, family or trusted colleagues 
can sometimes help. Your education supervisor or personal tutor can also be approached 
for help.  

 

Below is a range of additional services you can access should you feel distressed by anything 
today. 

 

If you would like to discuss anything with me or ask about resources for support, please 
contact me by email xxxxxxx@study.beds.ac.uk Or call: xxxxxxxxxxxxxxxx 

 

Brian McKenna 

 

The Institute of Osteopathy can provide help and advice to student and graduate members 
of the profession. 

3 Park Terrace 

Manor Road 

Luton, Bedfordshire 

LU1 3HN 

Tel: 01582 488455 Email: enquiries@osteopathy.org 

 

NHS offers advice on Counselling. How and where to access help. 

http://www.nhs.uk/conditions/Counselling/Pages/Introduction.asp 

 


