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ABSTRACT

There is accumulative evidence and successive government policy to suggest that
the health and social care professions need to provide integrated services to the
public. Interprofessional education is regarded as a solution to the problem and
has developed from this demand. Educational initiatives of an interprofessional
nature are now a regular occurrence. The role of the teacher in facilitating these
programmes has been largely overlooked. The purpose of this thesis was to
address this imbalance. The study adopted the illuminative evaluation paradigm
to investigate the teachers' perceptions of interprofessional education and shared
learning milieu. It took the form of three surveys. The first survey addressed the
perceptions of the course leaders in centres for teacher education. The second
survey involved new teachers, mentors and managers in colleges for nursing and
midwifery education at that time. The third survey addressed interprofessional
education from the perceptions of teachers of health and social care professions
who were involved in IPE programmes in higher education. The central research
question underlying the study was how do teachers view and implement IPE?
Essential to this was the question are teachers prepared for their role in
interprofessional education? Multiple methods were used to collect the data and
both quantitative and qualitative methods were used in analysis. Non parametric
statistics were applied to quantitative data. Computer assisted analysis was used
for the qualitative data through a purpose built database using ACCESS software.
The results showed that teachers or students did not have preparation for
interprofessional education while the majority of teachers felt that they required
it. The evidence suggested a lack of commitment at strategic level, and a lack of
structuring and planning of resources to accommodate this type of education.
Teachers were aware of the benefits interprofessional education could offer, but
were sceptical as to the motives underlying it. In reality, interprofessional
education was less than the proposed principles behind it.
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Chapter I

Introduction to Thesis

Introduction to Chapter

This chapter aims to provide an overview of the thesis. The chapter gives the

background to the concept of Interprofessional Education (IPE) for health and

social care professions. The background policies and implications for health and

social care professions are discussed. The chapter concludes with the focus of the

thesis.

1.1 Background to IPE as an Innovation

IPE as a concept and new paradigm for professional education has increasingly

developed partisanship since the early seventies. The literature worldwide focuses

on the obligation of professionals to address collectively the needs of a changing

community. The World Health Organization (WHO 1984a) requested

professionals to re-address how they work together and suggested that education

of professionals should be linked to formulate more productive working

relationships. For the past thirty years, the literature has highlighted the problem

of inadequate education for professions to provide holistic client care and

advocated joint education for these professions. The terms used to describe joint

education include interdisciplinary, multiprofessional and interprofessional

education. For example, Tope' s (1994) intensive literature review, highlighted

that interdisciplinary education implied education of different health professional

groups. Since the early 1980s, there has been a rapid increase in publications

accumulating to thousands of references to interprofessional care, practice and
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education. The concept of shared learning was regularly used in earlier research

to suggest IPE rather than the construct itself. There is a lack of attention paid to

the teaching of these professionals, neither have the views and needs of the

teachers been addressed sufficiently (Tope 1994; Jones 1992).

Most European countries have strived to implement the WHO (1984a) objectives

through various educational initiatives. A historical account of these initiatives in

Europe can be found in the writings of many authors. Tope (1994) examined the

literature on integrated and interdisciplinary education from a global perspective.

Casto (1994), and Knapp and Associates (1998) give an American perspective.

The reported literature identifies many of the advantages and disadvantages of the

phenomenon. Similar results are forming a pattern that reflect the value of IPE,

but regrettably, highlight the lack of commitment and resources to implement

policy effectively. Whilst many success stories are reported, researchers

recognise the lack of rigorous research evidence to support any positive impact

on client care (Barr et al 1999; Tope 1998). Yet, clients still request greater

interprofessional involvement in care (Tope 1999). Two major surveys (Barr &

Waterton 1996; Shakespeare et al 1989) have identified numerous

interprofessional initiatives. However, many of these are not evaluated nor are the

evaluations published (Barr 1996). Barr & Shaw (1995) identified nineteen

published evaluations, and more recently Barr et al (1999) reported that few

initiatives in the UK met the set criteria for evaluation of programmes as defined

by the Cochrane Review Panel. The next section will address the policy

background of IPE and the implementation and evaluation of such.
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1.2 Policy Background

The development of health and social professions is influenced by education,

research, and reassessment of the health and social care requirements in society.

The evolution of education for health and social care professionals has been

accelerated by changes within the structure and provision of health and social

care and the influences of the World Health Organisation (WHO 1985; 1984b).

The consequences of a 'separatist' educational model were succinctly positioned

as absence of teamwork, overlapping boundaries, and fragmentation of care

provision. An alternative model of care provision, supported by educational

initiatives, advertises multiprofessional education as integrated and concurrent

learning to develop a skilled group who would communicate and interact

collectively within a team. However, the concurrent nature of this education

advocates learning that runs parallel rather than in tandem (McCroskey &

Einbinder 1998; Clark 1993).

Interprofessional education as a concept supports the notion of collaborative

learning and interaction meaning that the group members learn from and about

each other (Barr 1994a). Thus, interprofessional education forms the roots of

fruitful teamwork that in turn gives added value to health and social care. The

consequences of change from a separatist model have huge implications for

policy, economics, professions, and ultimately, teachers of health and social care

professionals.
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Higher education in the UK is provided by a variety of institutions, including

Universities, the Open University, and other colleges and institutions of higher

education. Primary and secondary school level teachers must hold a first degree

and a postgraduate certificate or a Bachelor in Education (BEd.) and qualified

teacher status through an approved initial teacher training course. Higher

education teachers normally hold a higher degree. Teachers in the health and

social care professions are normally qualified practitioners in their own

profession. Statutory regulations stipulating a teaching qualification govern the

teaching of nurses, midwives and health visitors and until recently

physiotherapists. Other teachers of professional education have not been bound

by such regulations.

The World Health Organisation (WHO 1973) suggested curriculum components

for teacher training for health professionals. These components included

sociology of health, curriculum development and educational philosophy.

Teaching of health and social care professionals has become an ever-increasing

challenge for teachers within practice areas and educational establishments. This

challenge is borne out in the expansion of health and social care through a matrix

of different organisations and agencies with local and national changes rapidly

influencing how the purchasing and provision of this care may alter.

Health and social care has developed to encompass vast fields worldwide that are

inclusive of critical care, continuing care, community care and primary care. All

of these fields branch across adult, child/family, mental health and learning

disability care. The purchasing, provision, policy, education/training,
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management and research within these fields will be of concern for teachers of

health and social care professionals.

In the context of shared learning collaboration may not always be viewed

positively, especially when professions see their freedom to act independently

curtailed and when insufficient resources are available to maintain collaborative

links. These issues seem even more pertinent within the present changing

political context within health care provision (Shaw 1993). The provision of

educational programmes is largely dependent on the purchasers and as changes

develop, professions may find that their strongest means of survival is through

collaboration.

1.3 Implications for Professions

The literature discusses interprofessional education in the context of international,

national and local policies, identifying the purpose of IPE and the implications of

policy change to the professional education of health and social care

professionals. Interprofessional education evolved because the traditional

approach to educating health and social care professionals was not creating

collaborative practice (Leathard 1994). The changes occurred gradually and

variably throughout the UK and were influenced by the evolving nature of

educational theory affecting all types of education and training. It would be naive

to suggest that political influences did not create a need for change and some

would question which forces were stronger, educational theory or political

willpower (Barr & Shaw 1995). The policy implications and political influences

are discussed in chapter 3.
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It appears that the present position of professional status within health and social

care and the potential demarcation or dilution of boundaries needs to be

addressed in the context of shared learning initiatives. The boundaries between

professional groups have traditionally been maintained through claims to specific

knowledge and competence to practice individually or as a group. These

boundaries are being diluted with the changing focus on health and welfare

services, and inter-professional and inter-agency collaboration. Dilution of

boundaries is particularly notable in community care.

Reviews of vocational qualifications (NHSE 1995; DES & ED 1991; De Yule

1986) emphasised a need to establish progression routes between vocational and

academic education. The establishment of a health care National Training

Organisation (NTO) and a Training Organisation for Personal Social Services

(TOPSS) was welcomed by the Minister for Health as a means to destroy the

'Berlin Wall' between social care and health care (Dobson 1998a; 1998b).

The introduction of vocational routes into professional education for health and

social care called into question the distinctiveness of professions and the ethos of

professionalism (Hevey 1992). Dilution of professional boundaries through

shared learning cannot be viewed in isolation from the extensive political,

economical, educational and cultural implications (Barr 1994b). Conversely, the

proposal to open access routes to professional education for an undervalued

workforce, and address occupational standards, should create conditions
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favourable to multiprofessional and interprofessional education within health and

social care (Hevey 1992). Although professions may debate collaboration in

education, the need for partnerships in the provision of care is evident.

The need for active partnerships between organisations and individuals in

working together to improve health requires multidisciplinary solutions to

practice, supported by multidisciplinary education (DOH 1994a; Secretary of

State for Health 1992). In addition, the consumers of health care require

integrated services, which reflect their needs rather than emphasising professional

boundaries (ENB & CCETSW 1992). This supports the need for interprofessional

learning through interactive processes. The first ever Statement of Intent shows

commitment from the nursing and midwifery profession in developing

partnerships (ENB 1995 a; DOH 1994a). Education providers are challenged to

maximise opportunities for shared learning. It is suggested that these programmes

should be student focused and practice led initiatives with more effective modes

of delivery (DOH 1994a).

Two major surveys have been undertaken to identify the extent and type of

interprofessional initiatives (Barr & Waterton 1996; Shakespeare et a! 1989). The

extent of interprofessional shared learning in primary health was first surveyed

between May 1987 and April 1988 (Horder 1992a). The initial survey identified

695 examples of IPE in Great Britain. These initiatives comprised at least two

professional groups in primary care provision. However, half of the programmes

were of short duration consisting of one day or less, while ten initiatives lasted

twelve weeks or more. The main purpose was to develop practitioners for
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teamwork through sharing the same subject content and identifying a common

purpose for attendance (Shakespeare et at 1989). The evidence did not suggest a

focus on role functions, role boundaries or interaction between professional

groups.

A refined criteria was developed to identify initiatives for inclusion in the second

survey, 455 collaborative initiatives in the whole of the United Kingdom (15K)

were identified. This broader survey of interprofessional learning for primary and

secondary care provision did not show an expansion in the number of initiatives

but showed an escalation in the composition of professional groups involved in

interprofessional education (Barr & Waterton 1996). This increase in the number

of professions sharing learning environments has been attributed to the

development of flexible pathways through modularised programmes and open

learning modes in post-qualifying education, within multi-disciplinary contexts

(Barr & Waterton 1996; DOH 1993). However, there are suggestions that

modular systems have not facilitated professionals to learn from and about each

other (Barr 1994a).

Models of collaboration and shared education may involve a combination of

course content (theory and practice), course outcomes, and awards (academic!

professional). Any one of these may offer an independent focus for shared

learning (ENB & CCETSW 1995; ENB & CCETSW 1992). Interprofessional

education in teacher preparation programmes tends to have the same assessment,

award systems and learning outcomes for all disciplines. However, formal shared

learning within teacher preparation programmes and in pre and post-registration
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education for nurses, midwives and health visitors, takes place mostly within a

classroom environment (Mhaolrünaigh et a! 1995).

The implications of shared learning at pre-qualifying and post -qualifying levels

are still a matter for exploration (Mhaolrünaigh et a! 1995; Barr 1994b). There is

some evidence that teachers and students in pre-qualifying courses in health and

social care were extremely in favour of shared learning at all academic levels

(Tope 1994). Research findings suggest that interprofessional educational

programmes at Master's level focus on interprofessional issues in relation to

knowledge and understanding of care delivery, across a range of professions, but

do not directly address interprofessional work (Storrie 1992). Clark (1993)

suggests that if interprofessional education as an innovation is to develop

positively, it needs to be built into educational programmes for health

professionals at all levels and at recurring stages so that sufficient time is allowed

for individual development and change in behaviour.

Teachers are required, therefore, to keep abreast of policy implications from

statutory bodies, government departments and various local authorities. The

plethora of reports and documentation based on the teacher's own profession

alone, can be challenging to the individual, besides the ever increasing pressure to

demonstrate professional competence. Interprofessional education by intent

places even greater demands on the teacher.
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The concept of interprofessional education is now known in many international

arenas and the influx of related literature is clear evidence of this. One of the

greatest difficulties and challenges teachers of interprofessional education are

confronted with is interaction, how to create it, monitor it and sustain it over time

to ensure 'shared learning' has occurred for the benefit of health and social care

recipients. Unravelling interaction or discourse is also a challenge for the

researchers of interprofessional education. Traditionally, gender traits have

created stereotypical models for nursing and medicine, which carry with them

archaic attitudes and potential conflict between the professions. I am reminded of

the huge differences between genders in conversing (Tannen 1992), but the

numerous variables that exist between different professionals are daunting.

Nevertheless, teachers of health and social care professionals are faced with the

reality of facilitating interprofessional learning, when few have expressed specific

preparation. Moreover, their role has developed often due to circumstances and is

additional, rather than a specfic role function determined by careful planning.

1.4 Focus of the Thesis

In view of the dearth of research on the role of the teacher and a lack of

conceptual definition of IPE, this thesis aims to unravel the parts that culminate

and masquerade as IIE and re-structure the whole within a new framework. The

fundamental mission of any educational initiative is teaching and learning,

consequently the focal theory for this thesis examines and analyses the facets of

teaching and learning in interprofessional education. In so doing, a conceptual

framework is developed that is seen to encompass interprofessional education and

interprofessional practice. The methods used to unravel the parts are multiple,
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using the teachers as a focus for data production. The teachers were chosen as

they are generally seen to possess the intellectual knowledge of educational

theory and act as facilitators of the learning milieu. The data was collected over a

period dating between 1994-1997.

1.4.1 Research Statement

The narrative of interprofessional education has been used over the past two

decades as a way of determining the theory and practice of health and social care

professionals. Its value has been grounded in the notion that if professionals learn

together and about each other, they are more likely to function effectively and

collaboratively in practice situations. This hypothesis is a priori; however, the

evidence from the clients' perspective does not support the hypothesis (Tope

1998). Researchers report a similar finding around the concept of

interprofessional education, however, there is a lack of clarity and little evidence

that the phenomena under investigation are one and the same thing. This thesis

therefore, formulates and. investigates the hypothesis that interprofessional

education is less than the sum of its parts, as reported in the literature. The role of

the teacher in relation to interprofessional education has not been defined. Data

production and analysis to support this thesis will address the perceptions of

teachers. To support the thesis, the author will draw on educational theory,

organisational theory and policy analysis theory. The researcher recognises the

abundance of literature surrounding the problem. Through fracturing the

phenomena and re-structuring the concepts, the thesis develops a conceptual

framework for future work.
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Chapter 2

The Concept of Interprofessional Education

introduction to Chapter

This chapter discusses the concepts underpinning IPE. The traditional way of

educating health and social care professionals is reviewed in relation to the

current proposal for interprofessional education. The implications for teaching

and learning are discussed. The chapter concludes with a discussion on building a

conceptual framework for IPE.

2.1	 Defining Terminology

There are many and varied constructs that constitute 1PE but the main ingredient

or core concept is shared learning. Researchers have addressed the terminology

quagmire but there is no evidence of reported work that clearly unravels the web

to state empirically that IPE constitutes some or all of the stated constructs.

It is clear from the literature that varied definitions are applied to IPE. All state a

purpose or many purposes for this approach to teaching and learning. The focus

varies and often recognises the local needs of the organising establishment(s).

Some of these definitions aim to encompass aims and objectives for learning,

outcomes for the learners and the community who are exposed to the

professionals involved in the process. Horder's (1993) view focuses on the
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educational aims and the environment in which the initiative is implemented. He

states that interprofessional education has two meanings:

At one level, it is understood to be directly concerned with service
development and is often undertaken at the workplace. At the other, it
means those forms of higher education which are necessary to provide a
wide view and which enable professions to gain a deeper understanding
of the organisation in which they work and their relationship with other
professionals (Horder 1993 p71).

The Centre for the Advancement of Interprofessional Education (CAIPE 1995)

reviewed the literature and classified the principles of IPE as the following:

• Works to improve the quality of care
• Focuses on the needs of service users and carers
• Involves service users and carers
• Promotes interprofessional collaboration
• Encourages professions to learn with, from and about one another
• Enhances practice within professions
• Respects the integrity and contribution of each profession
• Increases professional satisfaction

These principles suggest that management support is required, that teaching and

learning focuses on equipping the practitioners of health and social care with

collaborative skills and the ultimate goal is to create effective and efficient

services for clients.

Intertwining terms that are distinct but relevant to the structure and processes of

education for professionals complicates the terminology surrounding IPE. These

terms relate to the type and nature of education such as multiprofessional,

interprofessonal; the disciplines or professions involved, such as interdisciplinary,

multidisciplinary; the nature of learning, such as shared learning, group learning;

and the anticipated outcomes, such as teamwork and collaborative practice. The
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compilation of groups within a shared learning environment is frequently referred

to as interprofessional or multidisciplinary education.

The term 'discipline' usually encompasses all, or some, of the disciplines allied to

medicine including the health and social care professions. Terms such as

interprofessional learning, interdisciplinary learning, intradisciplinary learning,

multidisciplinary learning, transdisciplinary learning, mutual learning, dual

learning, and joint training are all used in the literature and usually signify the

sharing of experiences between groups and/or individuals. There are different

schools of thought implicit in the use of such terms. For example, if the direct

translation is used 'inter' means between, 'intra' means within, 'multi' is many,

'trans' refers to across. Interprofessional is sometimes viewed as between two

disciplines only, and in contrast to 'multiprofessional'. In academic terms,

multidisciplinary learning can refer to various academic disciplines outside the

boundaries of health and welfare, while multiprofessional and interprofessional

learning can be viewed within the boundaries of health and welfare professions

within a shared context (Leathard 1994).

Clark (1993) proposes that confusion is created not only by these various

definitions but also through diverse settings, contexts, and levels in which the

nomenclature of 'shared learning' is applied, and questions whether sufficient

attention to is given to these variables.

The ENB (1990) suggested that shared learning is a planned approach or a

strategy within a curriculum leading to shared knowledge and experience
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between groups. The Current Index to Journals in Education cites shared learning

as 'partnerships in education' and defines it as:

Collaborative arrangements and endeavours between and among schools
and other entities (corporate enterprises, community agencies
student/parent/citizen groups, colleges, other schools, individuals etc.)
designed to share resources, achieve common goals and foster
educational achievement, improvement, and reform (CuE 1995 p325).

This lack of clarity in definition of terms relating to shared learning initiatives

produces both a problem and challenge to researchers exploring shared learning,

and is not only confined to the availab'e sources in the English literature. Clark

(1993) addressed the nomenclature in America within the realms of education in

care of the elderly and suggested that shared learning may be differentiated in the

following way:

uni-disciplinary - students are all from the same discipline or profession and

the aim of educational programmes is to emphasise mastery of a specific body of

knowledge and skills attainment is characteristic of that profession.

multi-disciplinary - many different perspectives afforded by several different

academic 'disciplines' however, sharing in this educational setting is probably

more incidental than planned but running on parallel tracks.

Inter-disciplinary or interprofessional - these terms are often used

interchangeably and suggest that sharing commonalties in lines of

communication are the norm between participants and that participants can

integrate and modify their thought processes. It is suggested that such

programmes should be co-taught by a team of teachers to provide team-based role

models for participants.
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The multiplicity of terms used to described shared learning is an important

consideration, for lack of consistency in use may result in lack of consistency in

interpretation when examining a range of differing professional perspectives.

However, clear definition is not easy to sustain as there is difficulty in finding

common meaning in the range of words and terms used to describe shared

learning (Pietroni 1992; Mhaolninaigh et a! 1995). A valuable contribution in the

context of defining shared learning was made by Shaw (1994a) who made a

distinction between interactive programmes which utilised the past experiences

and background knowledge of the professionals, and those programmes which

trained different professions about the same topic. As a result of a survey the

argument was forwarded that only programmes that include interactive learning

should be properly termed shared learning (Shaw 1994a).

Interprofessional co-operation or shared learning within disciplines suggests that

language similarities/differences and therefore good communication is the initial

key to success. Pietroni (1992) illustrates how communication between health

care professionals is hindered by diversity of language. He describes 11 different

sub-sets that are in use	 such as:	 medical/molecular/material;

sociallculturallepidemiological; 	 psychological/psychomatic/psychoanalytical;

prevention/promotion/education, thus suggesting barriers to collaboration and

sharing. This work indicates that links between language, thought culture and

ideology should be addressed within health care professions if sharing and

interprofessional care boundaries are crossed.
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Linked with the issue of language there is a need for evaluation of the benefits of

interprofessional training in communication skills. Steps have been taken to

facilitate collaboration and communication through common patient/client

records (Tait 1992), group practices, and joint educational sessions. The national

survey of interprofessional learning (Horder 1992b) indicated that in 1988 there

was a high number of collaborative programmes for health professionals, yet the

processes in communication and shared learning are not always addressed. This

illustrates the point that learning together is one thing, learning from and about

each other is quite another (Barr 1992; Thurgood 1992a; 1992b).

Research studies suggest that participants in shared learning experiences should

have a greater appreciation of expertise in their own and other professions and are

able to break down unhelpful stereotypes through identification of shared skills

and values. This shared appreciation could lead to greater understanding and

fruitful working relationships provided the educational initiatives are carefully

planned (Clark 1993).

The multiprofessional group can form numerous combinations for sharing

educational initiatives. There are several calls for the involvement of the clients

in such educational endeavours who will not necessarily be professionals,

therefore how can the phenomena be consistent for evaluative purposes? The

common sense approach to this question might be that we need to focus on what

each individual profession can contribute. Some of the issues surrounding

professionalism are addressed in the next section.
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2.2 Traditional Professional Education versus IPE

The following section will address the traditional nature of education for health

and social care professionals, the reasons for change and the relationship of the

traditional model to the proposed new model of interprofessional education. It is

important that the reader is mindful that the teacher's role in health and social care

professional education will involve the 18+ age group and therefore draws on

adult education theory and the management of learning for older age groups.

Some professional groups have been traditionally educated within Higher

Education (HE) institutions. The movement of professions complementing

medicine into HE has been more recent.

Historically a division is evident, and to an extent exists today, between the

health and social care sectors (Hugman 1995). Both groups viewed themselves as

quite distinct from each other, and from another tier of professionals,

'paramedical professions', often referred to as the abbreviated version Pams' or

professions allied to medicine', or more recently known as professions

'complementary to medicine'. Traditionally, health care professionals were

trained and/or educated within a 'separatist' model of education. This meant that

professionals were isolated from each other within the theoretical component of

curricula. Learning in, and through workplace experience, usually transpired on

an informal basis only. In addition, the teaching of professionals was solely the

responsibility of their professional body and educational institution (England

1986).
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The problem of status and hierarchy is evident through the histoiy of the caring

professions (Hugman 1991). Medicine has assumed higher status than other

professions or disciplines. This has led to the struggle for professionalism by

some caring professions (Broaden 1997). A typical example of how a profession

is viewed differently can be seen in the contrast between medicine and nursing.

Traditionally both groups were taught in a competitive fashion, where assessment

of knowledge, skills and attitudes were partly the responsibility of role models in

practical settings. Contrary to medicine, the nursing community had little or no

opportunity for debate on knowledge foundations or argue in defence of their

uniqueness:

The unique body of knowledge of a profession provides the 'intellectual
authority' for practice. Combined 'theoretical and practical' authority
gives rise to the domain of enquiry and practice of the professional and
provides the boundaries and rules for practitioners' behaviour as
professionals (Casto & Julia 1994 p44).

The fight for higher or equal status with medicine caused a competitive edge

between social care professions and other professions/disciplines allied to

medicine (Hugman 1991). This competition for status recognition was often

covert or hidden. Nurse education and others relied heavily on the medical

profession to teach the curriculum, especially the biological and behavioural

sciences, and often for approval of status within the work environment. This was

a consequence of the debate for recognition of professional status. Professional

status, according to Larson (1977), has to meet with certain criteria:

• A social market for skills
• Some exclusiveness of these skills
• An educational component
• Some status gained for its members
• Some auto-regulation or governing organisation
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Medicine, in comparison to other health and social care bodies, aptly adopted

these criteria (Turner 1992). Moreover, recruitment and selection to medicine and

allied professions was commonly known to fit a social category system. This in

turn generally reflected the level of education, the type of education and

educational achievement within the boundaries of class distinction (Boaden

1997). To some extent this continues today, albeit, many of the traditional values

are absent in the provision of education and policy formation. Ideologically,

today's policy predicts an even chance for school leavers with similar educational

achievements, to enter a profession or discipline.

Jarvis (1983) distinguishes between 'status professions' and 'occupational

professions' suggesting that the latter are engaged in the process of

professionalism. He concludes that a professional must have mastery of the

knowledge underpinning the profession and be competent to apply it effectively.

Dunlop et al (1999) state that instead of trying to define a profession it is more

important to prescribe to the ideology of professionalisation. In so doing, the

substantive body of knowledge must be identified and applied. Strong aspirations

towards professionalism and use of professional language can be part of a bid to

achieve or maintain power (Hugman 1991). Thompson (2000) looks at

professionalism more positively to mean a commitment to high standards, values

and principles to guide practice, a degree of autonomy and responsibility and a

formal knowledge to maximise effectiveness.
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Over time, the nursing community and other health and social care professions

have taken affirmative action towards professionalism as described by Thompson

(2000), and combat the image of inferior status to medicine (Boaden 1997).

The comparison of professional groups from a historical perspective paints a

picture of individual professions following a career and work pathway separately,

but with daily interaction within the work context. Ownership of status and role

identification was of the utmost importance. This individualistic professional

model developed value systems and specialist languages known and owned by

group members. Turner concludes that:

Postmodernism exposes the fact that monodisciplines are federations of
thematic components which are held together by the pressure of
professional authority and the vested interests of their practitioners
(Turner 1992 p147).

Hugman (1991) views the demarcation of caring professions as competitive and a

disadvantage to themselves and their clients. The consequences of the split

between professions and disciplines in health and social care were borne out in

their working relationships. Power and ownership dictated role identity and role

functions, and led to discontent in the workforce (White 1989). The proposal of

IPE challenged this ownership and questioned the role identity of all

professionals involved. Evidence in support of change came from political, health

and social care, and in particular through discontented clients and public avenues.

Any analysis of the past must address the grey areas and, of course, there is an

element of polarity in some of the previous discussion. In the workplace where

interaction between professionals is normal and natural the boundaries become

21



diluted and common values and goals develop. Interprofessional education for

health and social care professionals at both pre and post qualifying levels

acknowledges areas of overlap in knowledge skills and attitudes required by all

groups. Recognition of common ground isolates the traditional way of educating

these groups.

The 'new model' of education for health professionals/disciplines is based on the

assumption that if they learn together they will work together more effectively

(Barr 1994a). Therefore, the structure of educational programmes and the process

of sharing should influence the educational outcomes. Interprofessional education

requires new learning through dialogue, support and collaboration, leading to new

thinking. It follows that the teacher as facilitator requires a repertoire of skills to

co-ordinate the learning milieu through interactive processes. Nurse and

midwifery education took the lead in preparing teachers for their role through

credited educational programmes (IJKCC 2000; 1988).

2.2.1	 Intellectual Property of Professions

'Knowledge' is the intellectual property of any profession and medicine has

traditionally held the status of a profession suggesting that the members of this

profession have a common language through 'normal science' (Kuhn 1970). As

members of a profession, the teachers are fluent in the 'normal discourse' of the

community (Bruffee 1993). Contrary to this, there are other health and social care

members who have to a lesser degree developed their intellectual property and

subsequently have not yet reached a level to support normal discourse between

the members such as nursing. This type of discourse might be equated to non-
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standard discourse as described by Bmffee (1993). The paradigms of a

profession, foundational knowledge, or intellectual property dictate to an extent,

the type of discourse used.

Medicine has traditionally relied on a positivist approach to knowledge

development. Contrary to medicine, other professions and disciplines rely more

heavily on generating theory to develop a body of knowledge (Turner 1992).

This claim is not to undervalue the knowledge acquired through qualitative

research methods but to highlight the difference in values and beliefs posed by

professions within the health and social care sectors. The result can create a

dichotomy between professionals and a lack of common discourse. If knowledge

is 'intrinsically the common property of a group or else nothing at all', (Kuhn

1970 p210), it begs the question of the need for a common language between

health and social care professions.

Dewey (1963 p18) succinctly stated that traditional education and training

demanded 'docility, receptivity, and obedience'. The educational philosophy of

the traditional model perpetuated the notion of training versus education. For IPE

the teacher has to adopt the facilitator style where the student and group are

centre focus in the learning process. The traditional role of the teacher is one

where knowledge is an entity to impart to students and the teacher is an 'expert' in

the foundational knowledge or cognitive understanding of knowledge (Bruffee

1993). Using Kuhn's theory of understanding knowledge as "nonfoundational

social construction", Bruffee examined the consequences for collaborative

learning.

23



Collaborative learning is a reacculturative process that helps students
become members of knowledge communities whose common property is
different from the common property of the knowledge communities they
already belong to (Bruffee 1993 p3).

One has therefore to acquire the specific characteristics of the community

members, and most importantly, fluency in the language of the group. The

position of intellectual judgement shifts from the teacher to the social

relationships of the learning community when collaborative learning occurs

(Bruffee 1993). Teachers can facilitate the 'crossing of boundaries' for students by

creating conditions that develop self-direction and interdependence (Dewey

1963). However, some evidence suggests developing interdependence for

students at pre-qualifying level has its own problems as their learning styles tend

to demand high teacher contact and input and concrete cognitive thinking (Wall

1994).

Bruffee (1993) proposes that learning occurs among people, not between people,

thereby overruling traditional notions of the authority of knowledge, authority of

teachers, and the very nature and authority of colleges and universities. Bruffee

focused on learning between disciplines from a collaborative approach. In

applying this collaborative approach to interprofessional education, it means that:

. different communities of health and social care can learn collaboratively

learning takes on a new form of interaction that develops a 'new

community' knowledge

teaching of interprofessional education has to cross 'community

boundaries' and facilitate 'new knowledge'

. students have to develop interdependence to flinction as a' new group' of

professionals with new knowledge and fluency.
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In interprofessional education, the individual has two transitions to make. Firstly,

they need to reflect and recognise their own background in relation to their own

profession, and secondly, reflect and recognise their own profession in relation to

the new others within the group. The task for the teacher in collaborative learning

is to develop fluency in the language of their own profession and have the ability

to translate the language of one community into the language of another. The

teaching approaches should enable the group to develop negotiative, collaborative

and transition skills. Ultimately this means that the teachers must rethink what is

required in preparation to teach and reflect on what they do when they teach:

For teachers to adapt this type of teaching may require a depth of change
that is difficult f not impossible to accomplish individually. Collaborative
learning is most likely to fulfil its promise f the faculty or whole
institutions build transitional conversational units committed to this
painful, painstaking collaborative talking-through (Bruffee, 1993 p'79).

This means profound discourse on interprofessional knowledge. Interprofessional

knowledge involves:

the sum total of what professionals in dWerent specialised areas know
and know how to do. Collectively, these differing bodies of expertise are
brought together to bear on a common problem that requires more than
one expert perspective (Knapp & Associates 1998 p74).

This view has several implications in the selection of content for IPE, which fall

between common knowledge and distinct knowledge. Knapp and Associates

(1998) note that the nature of IPE knowledge is fluid and situation specific, rather

than fixed and therefore requires constant negotiation between participants. IPE

in teacher preparation courses has been given minimal acknowledgement in the

literature. Tope (1994), however, found that teachers and students in pre-
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qualifying courses in health and social care were extremely in favour of shared

learning at all academic levels.

2.3 Implications for Teaching and Learning

Shared learning initiatives at both pre and post qualifying levels have been

addressed in Britain (Miller et a! 1999; Howkins & Allison 1997; Harbinson

1994; Watts 1988). There is some debate as to the appropriateness of shared

learning at pre-qualifying level (Barr 1994a). One of the problems addresses the

need for professional socialisation and identification prior to gaining

understanding of the effects of such on other professions.

For some time there has been a joint learning programme on learning difficulties

and social work. The early programme met with considerable debate regarding

the requirements for each professional registration. These initiatives were

overtaken by the developments in nurse education through Project 2000, and in

the development of the Diploma for Social Work. There are joint degree courses

for learning difficulties and social work (Barr 1994b).

Stanford & Yelloly (1994) found that students from nursing and social work

valued an interprofessional educational model at post-qualifying level. However,

the project drew heavily on the goodwill of individuals and the cost implications

were high. Shared learning initiatives at Masters degree level have been explored

by Leathard (1992), who emphasises that the main aim is to equip health care

professionals with research skills and critical thinking skills within

interprofessional team approaches. It has been suggested that the strategies now

being devised on Masters programmes enable students to highlight their different
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professional perceptions and give opportunities for both professional and

personal re-appraisal. These initiatives deserve to be closely followed and

evaluated (Storrie 1992). A present, there is insufficient information available to

state confidently the benefits of shared learning or to identify models of good

practice on which to base fliture planning (Jones 1992).

Interprofessional education in primary health in Britain has been discussed since

the early 1 980s. The results of interviews with 50 key personnel nationally, gives

a focus on shared learning occurrences in the training of health professionals,

educational initiatives, stages in education, and facilitation and monitoring of

shared learning (Barr 1994a). The results of a survey by Ian Shaw (1994a) on

shared learning initiatives gives a valuable contribution to the context of shared

learning as interactive learning. A distinction was made between interactive

courses, which utilised the experiences and background knowledge of the

professionals, and those courses, which trained different professions about the

same topic. The argument is advanced that only courses that include interactive

learning should be properly termed shared learning (Shaw 1994a). It is suggested

that evaluations of shared learning differ in their approach and rigour, which

causes difficulties in comparison of results (Barr & Shaw 1995).

Developmental responses to the research into shared learning can be seen in

several initiatives. The Nursing, Midwifery and Health Visiting Education Forum

(DOH 1994a) identified broad objectives for stakeholders, educators and quality

managers. These objectives can be classified as a blueprint for interprofessional

and multidisciplinary shared learning in which education providers are
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challenged to maximise opportunities for shared learning. It is suggested that

these programmes should be student focused and practice led initiatives with

more effective modes of delivery. The ENB (1995a) responded to this 'Statement

of Intent' through a declaration of conmiitment to collaboration and sharing

within a multidisciplinary arena.

Several other programmes focusing on developing skills in clinical practice have

incorporated a shared learning approach, in particular in the care of the elderly

and primary health care (Runciman 1989; Hutt 1986). There is an assumption that

interprofessional learning in community care will improve patient care through

acknowledging role relationships and sharing theoretical aspects. However,

insufficient evidence is available to suggest whether shared learning outcomes are

sufficient evidence or even necessary to build interdisciplinary understanding.

The outcomes of shared learning cited by Jones (1992) included greater

teamwork in practice and reduction in role conflict in interprofessional groups.

The nature and purpose of teamwork and the factors that facilitate or hinder

effective results are discussed in the literature (Engel 1994; Pritchard & Pritchard

1994).

Some guidelines for 'good practice' have been suggested, with exploration,

identification (Pietroni 1992) and standardisation (Clark 1993) of nomenclature

adopted to facilitate successful outcomes of shared experiences. This has been

addressed by joint initiatives between the ENB and CCETSW (1992) in a
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proposal for possible models of sharing. These models offer an independent focus

for shared learning as follows:

• Sharing of theory andlor practice elements within separate courses with

distinct outcomes and awards

• Sharing of workplace practice and credits awarded on professional

development

• Theory and practice elements of an identified core with a number of

shared outcomes but with separate awards

• All aspects of course including outcomes and same awards.

Clark (1993) suggests that if interdisciplinary education as an innovation is to

develop positively, it needs to be built into educational programmes for health

professionals at all levels and at recurring stages so that sufficient time is allowed

for individual development and change in behaviour:

Simply 'putting people together' in groups representing many disciplines
does not necessarily guarantee the development of a shared level of
understanding, rather, it may simply reinforce the barriers that exist for
the very purpose of defining different professions (Clark 1993 p218).

Educational planners also need to careflally address the objectives, processes, and

the use of learning materials in shared learning programmes. This demands

institutional support and awareness of the potential repercussions of shared

initiatives (Clark 1993). Within a well planned and sophisticated framework,

interprofessional education may be one way to ensure that professional skills are

not lost within the current changes in the structure, provision and delivery of

education (Shaw 1993). Modularised programmes, competency-based education
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and open learning modes have accelerated shared learning environments.

However, the present research literature suggests that modular systems have not

facilitated professionals to learn from and about each other (Barr 1994b).

Knapp and Associates (1998) reported similar developments in the USA in

fostering effective IPE to support health and social care delivery. The barriers to

collaboration and partnerships were reported as:

• Rivalry between professions
• Levels of preparation varied
• Qualifications and status varied
• Requirements for regulation and standards of professional education differed.

In the USA, partnerships between National bodies (Federal Bureau of Health

Professions! Health Resources and Services Administration and The Institute for

Healthcare Improvement) were established in 1995. The purpose of this was to

build and improve community-based education. Four pilot centres were

established, which were later extended to add another six centres. Lessons learnt

from the research suggested that careful planning is essential and that

communication between different bodies was lacking, however, the educators

involved had developed and become leaders for interprofessional education. The

University of Missouri has developed partnerships with eight colleges to plan,

implement, monitor and evaluate interprofessional education using interactive

learning and competency based learning (McCroskey & Einbinder 1998).

Tope (1998) reviewed publications in the UK written by and on behalf of clients

themselves. This review was prompted by the question are patients active or

passive recipients of care? Domination by professions, mistrust and difficulty in
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securing continuity of care were frequently reported, albeit many recipients were

sufficiently content with their care. Those recipients who lodged complaints

justified their decision based on:

A breakdown in communication between and a lack of collaboration
within the health professionals themselves, or between the health and
social care professions (lope 1998 p3).

The findings also suggest that team meetings are rare in some institutions and

discharge planning often haphazard. The study resurrected the dichotomy in

clients' rights and choices and the professionals' perceptions of needs of clients.

In addition, the results suggest that the hub of interprofessional collaboration is

eroded as, regardless of the care sector, the following problems arose;

qualifications of workforce to meet the task lack of continuity, and lack of

participation in care planning. The voice of the user of services is often the least

influential and often overlooked. As a result of these disturbing findings for the

future of interprofessional practice, Tope called for the development of core

standards and interprofessional protocols. The latter must be accepted, owned and

utilised by every profession. The need for visionary interprofessional education to

achieve these outcomes was reinforced (lope 1998).

2.3.1 Models of Teaching, Models of Learning

Traditionally the teacher of a discipline presumed the role of a leader where

knowledge was imparted as a branch of instruction with a system of rules of

conduct. Training meant obedience and a 'way of life'. The students were

expected to conform to the norms of the group within a discipline and skills were

required to engage in the occupation as a paid member within the discipline.

Dewey (1963 p118) succinctly stated that traditional education and training
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demanded 'docility, receptivity, and obedience'. The educational philosophy of

the traditional model perpetuated the notion of training versus education. For IPE

the teacher has to adopt the facilitator style where the student and group are

centre focus in the learning process. The traditional model demonstrates some

resemblance to competitive learning.

Competitive learning suggests that there is no sharing or productivity as a

collective process between members of the learning milieu. This type or form of

learning equates to Bruffee's (1993) phenomena of foundational conventions that

govern the classroom environment of traditional colleges and universities. The

teacher is the authority and there is no recognised validly institutionalised,

productive relationship among students (Bruffee 1993 p66).

The type of teaching applied to competitive learning may be compared to the

traditional lecture conventions and recitation conventions. That is a milieu

whereby talk and performance is either by the teacher in the form of lecture or the

teacher observing the students' reciting their learnt knowledge. However, to view

competitive learning as such is to reinforce the Either-OR philosophy espoused

by Dewey (1963) and ignores the 'situation' and social element of a learning

encounter. Dewey recognised that the situation in which individuals are involved

will equally determine the control of individual actions.

For even in a competitive game there is a certain kind ofparticipation, of
sharing in a common experience (Dewey 1963 p53).

Dissatisfaction with and attempts to change from the traditional ways of teaching

and competitive learning are widely reported. However, Bruffee (1993)

pessimistically declares that these attempts to change are doomed to fail as:
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The fundamental foundational assumptions' about the nature and
authority of knowledge remain unquestioned (Bruffee 1993 p 69).

In addition, Bruffee describes educational innovation of the sixties in terms of

opposing polarity, 'inner-outer polarity of the foundational understanding of

knowledge'. These poiar opposites reflect the objective positivist or behaviourist

psychological paradigm where instruction dominates, and the opposing subjective

Rogerarian philosophy of freedom to learn. Both polarities intend to develop

students' knowledge of subject matter. The philosophy of freedom to learn could

be viewed as transition to psychological and organisation theory on group

learning and learning organisations.

Like many epistemological polarities, educational theories may be viewed as

mechanisms of control or non control. When objective approaches are used the

teacher ultimately regains control, whereas in the subjectivist paradigm the

learner is awarded through self-directed efforts and can control or not control

their own educational destiny. For many of those who fail to cope with freedom

to learn without guidance they revert to the mores of traditional education which

include, plodding acquiescence, cut-throat competition, self-destruction,

rebellion, or withdrawal (Bruffee 1993 p70).

Competitive learning within interprofessional education is a contradiction if

education for health and social care professionals aims to achieve the ultimate

goal of interactive teams. Since the structures within which interprofessional

education is currently delivered are forced to sustain competition as a mechanism

for survival, these teams need to have a collective competitive edge purely to
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function within the market forces. Interprofessional education without

competition may therefore appear paradoxical.

Concurrent learning as a distinct concept means that learners are co-existing

while experiencing learning. Such was the case in some traditional establishments

that offered education for health and social care professionals. The increase in

mixed groups was accelerated through the movement of mainstream education

into Higher Education establishments. Within concurrent learning, groups of

health and social care professionals shared the learning environment, but the

learning process remained mostly individualistic rather than group focused. Goals

may equally be individualistic rather than group focused, although interaction and

dialogue between group members will occur, sometimes formally, for example,

seminar presentations, but mostly informally outside the classroom environment.

Thus the style of interpersonal relationships may be competitive, confrontational

or collegial, rather than consensus reaching (Chang & Simpson 1997).

Concurrent learning is customary in interprofessional education environments.

The significant difference between collaborative learning and concurrent

learning, according to Chang & Simpson, is the interpersonal dimension. In

collaborative learning a group of people share common goals as opposed to

individualistic goals in concurrent learning. Collaborative learning is an

environment in which each person attempts to be a coherent part of a whole,

synthesising with one another a shared understanding of values as well as facts.

The personal behaviours required of each person in such a setting are not
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necessarily intuitive or natural, and it is not uncommon for collaborative learning

to be mediated and orchestrated (Chang & Simpson 1997).

This distinction may appear to be based only on the d[ference between
having a stated objective for the peer interaction or not, but it is more
than that. For a group of persons to be oriented to the Group-as -Focus
requires an adoption of common goals, values and culture that are
coherent and persist over time (Chang & Simpson 1997 p8-9).

Chang & Simpson (1997) present a useful paradigm for modelling the processes

in individual and group learning, referred to as The Circle of Learning. The

model represents a combination of two dimensions called 'Activity-Orientation',

meaning whether the learner's activity is by oneself or with peers and whether the

learning process is focused or oriented towards the individual or group. Four

distinct learning categories are described as; lectures, individual learning (self-

study), concurrent learning and collaborative learning. This model offers

additional ways of perceiving learning by oneself or within a group through the

multidimensional attributes of the model which are portrayed as; the interpersonal

dimension, the learning environment, the knowledge content, technology support

and the sociological dimension. It is noteworthy that the model uses lectures and

self-study to reflect modes of learning in preference to individual learning alone.

According to Chang & Simpson (1997), concurrent learning may be competitive

in nature but it could be argued that competitive learning demands a category in

its own right and may transcend all categories. As a result, we may recognise four

learning categories: individual, competitive, concurrent and collaborative.

Reflection on practice is commonly considered as a mode of learning. Howkins

& Allison (1997) show how genograms were used to create shared reflection on
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practical problems and suggests that the facilitator of the process needs

preparation in-group debriefing and group reflection. Equally, the students within

a multidisciplinary learning ethos need to be in control of their own learning and

given time to become acquainted.

Gill & Ling (1995) have contributed to the development of conceptual

frameworks for research. The researchers proposed five differing models of

interprofessional shared learning:

1. The traditional model in which professionals learn separately about each

others' roles

2. The reformed model which focuses on shared content within a common core

structure

3. The reformed autonomous model focuses on the process of shared learning

but is not role specific

4. The convergent model focuses on both the content and process of learning

5. The specific focus model is directly concerned with professionals working

together and aims to enhance their knowledge and skills in a specific aspect

of their role.

The focus on interaction is fundamental to the potential outcomes of these models

and the indicators are that the structure of these models will vary along with

various levels of interaction and reflection. The findings suggest that there is still

an issue regarding the type of shared learning which is happening within these

environments.

Teachers within health and social care have traditionally been exposed to

competitive learning environments within the 'separatist' framework for
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education. The evolution of structural change resulted in concurrent and

collaborative learning environments. If interprofessional education is to advance

and illuminate learning experiences, both teachers and researchers need to

consider the structure, processes and outcomes of group learning. Group learning

suggests that there are at least three essential ingredients within the group:

interdependence, participatory and goal focused elements (Cohen 1994).

In addition, group learning has three interrelated elements: developmental phases,

learning processes and types of learning (Dechant et al 1993). The developmental

phases need to address the stages and complexity of group dynamics and group

learning and the role of the teacher as facilitator of group learning. Ultimately the

developmental phases and the types of learning will reflect the learning processes

and outcomes. If interaction and dialogue are core components, group learning

constitutes at least three facets, individuals in the groups, teacher with individuals

in the group and teacher with the group. There is a need to investigate these and

other variables in group learning if we are to define what we mean by

interprofessional and collaborative learning.

The evidence to date suggests that genuine collaborative learning environments

are exceptional rather than commonplace (Jvlhaolriinaigh et al 1995). If shared

learning is to develop the teachers' skills in facilitating the same, perhaps they

need to be exposed to such models in more depth. This is particularly so when

facilitating groups in which there are minority groups who, the evidence suggests,

have needs that they feel are not always met in shared learning environments.
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There is an obvious need to question the teachers' role and preparation in greater

depth as these individuals are already coping with such environments.

Johnson et al's (1991) definition of cooperative learning can be compared with

the efforts made to identify interprofessional learning. To be co-operative a group

must have 'a positive interdependence', promote each other's learning, use

'interpersonal' and small group skills, hold individual's in the group accountable

for their share of the work, and process as a group how effectively members work

together. The authors emphasise that co-operative learning does not take place

automatically when students are assigned group work. On the contrary, the role of

the teacher in structuring the learning group is paramount. Furthermore, the

institution must display a team-based structure as opposed to a competitive and

individualistic composition.

Johnson et a! (1991) in their review of the literature found that over 600 studies

over 90 years have been conducted comparing the effectiveness of cooperative,

competitive, and individualistic efforts. They concluded from the review that far

more is known about cooperative learning than most other aspects of education.

This does not suggest that it is an easy option, on the contrary, it can place greater

obligations on the teacher. The conceptual framework incorporates expectation-

states theory and the theory of cooperation and competition derived from Lewin's

(1948) field theory.

Cooperative learning groups can be used to teach specific content (formal

cooperative learning groups), to ensure active cognitive processing of information
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during a lecture (informal cooperative learning groups), and to provide long-term

support and assistance for academic progress (cooperative based groups)

(Johnson et a! 1991). When all three are combined they can form a structure for

learning within the institution.

The type of interdependence structured among the group determines how they

interact, which in turn largely determines the learning outcomes. Thus

cooperative structures create 'promotive interaction', 'oppositional interaction'

occurs with competitive learning, while individualistic learning structures will

bare no interaction (Johnson et a! 1991). The patterns of interaction can be

subsumed within three broad and interrelated outcomes: effort exerted to achieve,

quality of relationships among participants, and participants' psychological

adjustment and social competence (Johnson et al 1991 p29).

There are several practical obstacles to developing interprofessional group

learning, such as modular systems that may or may not have consistency within

the group members, the financial implications for universities in the use of

resources for small group work, and the added difficulty of finding time in the

ever increasing curricula. Gilbert et al (2000) developed tactics to combat these

difficulties. Team building for interprofessional education was developed using

simulation and case studies. The aim was to facilitate interprofessional groups to

identify common ground and value and utilise the differences between the

members. The piloting of this work continues with positive feedback from all of

those involved.
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2.4 Building a Conceptual Framework for IPE

Few studies of British origin were available to form a conceptual framework for

IPE or give added -value to theorising a classification of WE. The WHO (1988)

document Learning to Work Together for Health gave steps to take when

designing any interdisciplinary learning programme but refrained from

identifying a curriculum model. Jones (1992) highlighted areas for concern that

clustered around teaching and learning strategies, teacher and student preparation

and outcomes of shared learning. Tope (1994) used the term interdisciplinary to

denote learning between and among professionals at pre-qualifying level. Tope

made a significant contribution to the topic by using two particular models to

develop a conceptual framework for her work. These were Milio's (1979) and

Leininger' s (1971) conceptual models.

Tope (1994) concluded that there were realistic possibilities of using these

models for the development of a core curriculum. Tope's (1994) analysis of

Leininger's (1971) model was that it was the most illuminating alternative

curriculum for health professionals experiencing traditional separate education.

Leininger (1971) took an anthropological stance in reviewing the health and

supportive educational systems in America at that time. The Strat/Ied Pyramid

Model depicted the hierarchical nature of professions with physicians at the apex

of the pyramid. She proposed an interdisciplinary oval model or Interdisciplinary

Health Team Model to include consumer involvement:

This nonstratfied conceptualised model facilitates interdisciplinary group
sharing and participation by recognising the value of many disciplines
and their contributions to patient care.... The leader is chosen because of
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his objective attitude, genuine interest, and respect for the contributions
of all members. (Leininger 1971 p789)

This model represented openness in communication across disciplines with an

educational system that was more cost-effective than a linear-isolated model on

which traditional educational programmes were based. The alternative to isolated

educational systems was Leininger' s (1971) Interdisciplinary Cone Model. The

philosophy underpinning this model was based on a need to reduce

interprofessional rivalry and competitiveness. Students at pre-qualifying level

should have the opportunity to learn together through an agreed upon and

planned interdisciplinary health science curriculum (Leininger 1971 p790).

The proposed outcomes of the Interdisciplinary Cone Model were to develop a

body of common interdisciplinary knowledge and a refinement of specialised

knowledge domains through socialisation and role identity. There were several

related propositions such as that students would have the opportunity to change

career pathways if they desired to do so. Equality between professions was a

focus of curriculum design. Clustering of specialist interests through planned

programmes was recognised. Other disciplines from within the general university

community could equally avail themselves of the 'opting in' 'opting out'

framework (Leininger 1971). Tope (1994) concluded that these propositions were

ideal but would equally be an administrative nightmare.

Leininger (1971) was authentic in portraying a model that holds some of the

principles of modularisation in university programmes today. She was mindful of

some changes required in the role of the teacher, an element not found in Milio' s
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(1979) model. Leininger proposed that the group leader or teacher should

maintain an equal focus on each discipline and not slant discussions towards any

one particular discipline.

Milio's (1979) model emphasised a need to move towards health promotion and

prevention of illness using a holistic interdisciplinary model. She proposed that

core content of curricula should be based on a systems framework for decision

making. This process took a cyclic approach to throughput, input and output at

national, regional, local, organisational and individual levels. The model was

inclusive of other significant health personnel and consumer representation and

not confined to professional education with intentions that:

A shared basis of knowledge and a shared perspective of what promotes
and damages health will contribute to health professionals' efforts to
effectively work towards improving the profile of contemporary illness
(Milio 1979 p159)

Milio (1979) offered four specific questions on modern illness as a basis for

curriculum development. By replacing the expression modern illness with

education these questions would be:

• What is education for health and social care professionals?

• What are the major approaches to deal with education for health and social

care professionals' education?

• Why do certain strategies currently dominate?

• How might alternative strategies be developed and implemented?

Tope (1994) concluded that these questions were still pertinent today and that

they could equally be applied to education for health professionals. Consistent

with Tope (1994) these questions still have relevance when applied to IPE and
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form foundations for this inquiry. Tope's (1994) own recommendations for

interdisciplinary education at pre-qualifying level included the adoption of

Leininger's (1971) framework for interdisciplinary learning at a local level.

More recently Barr (1996) took a critical view of developments in

interprofessional programmes and proposed the initial steps towards a typology

or classification of reported interprofessional education. Barr proposed that:

Inteiprofessional education is a subset of multiprofessional education,
capable to a greater or lesser degree ofpromoting collaborative practice.
While a curriculum for multiprofessional education comprises common
content, for interprofessional education it also needs comparative content
(Barr 1996 p341).

Curriculum for ]PE should include common, specialist and comparative content

with the latter as a bridge between the other two types. Comparative content was

defined as opportunities for the professions to learn about one another (Barr

1996). Harden (1998) takes a similar view of interprofessional education but

refers to uniprofessional education and transprofessional as extremes of a

continuum for multiprofessional education.

There are eleven stages in this continuum which are referred to as isolation,

awareness, consultation, nesting, temporal co-ordination, sharing, correlation,

complimentary, multiprofessional, interprofessional and transprofessional. As

professions move along this continuum, the educational goals, level of contact

and curriculum context will alter. Harden's (1998) proposition suggests that the

level of interaction between professions varies along the way, and that

transprofessional education through workplace learning creates the highest order
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of interaction through active learning as opposed to received learning when

professionals are isolated.

Barr also distinguished between what he termed received learning and interactive

learning. Received learning relies heavily on lectures and written material and is

common in multiprofessional education. Barr (1996) proposed a classification of

learning methods commonly used in IPE in the UK. This classification included

received learning and five subdivisions of interactive learning. These were:

1) Exchange -based learning, based on psychological theories of stereotypes

2) Observation-based learning, based on psychoanalytical theories and
reflective practitioner concept

3) Action—based learning to include problem-based learning and an
alternative approach, collaborative inquiry, based on theories of action
research

4) Simulation—based learning, based on psychological theories on groups
and organisational processes

5) Practice-based learning, based on collaboration

These learning methods were not mutually exclusive (Barr 1996 p344). The

author acknowledged at the time that these propositions are outcomes dependant

as are other variables relevant to ]PE such as location, duration, stage, validation,

and structure of initiatives. Barr's (1996) conclusion for future research pointed

towards quantitative approaches to develop instruments to test hypotheses in

conjunction with these variables. He also proposed that:

Competency—based learning will have to be embraced finterprofessional
education is to secure its place in emerging models of professional and
vocational education. Only then will interprofessional education be ready
to subject its outcomes to critical reviews in terms not only of
collaborative attitudes but also collaborative behaviour (Barr 1996 p350).
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Competency based learning in IPE is not new as a proposition. McGaghie (1978)

proposed a core curriculum based on measurable competencies. More recently,

Engel (2000) announced the beginning of three major projects to focus on:

1) Generic competencies for change management and adaptation to change.

2) Competencies to facilitate interprofessional collaboration.

3) Recognition and reward methods for creativity and efforts within higher
education.

The latter is intended to enable academics to devote more time to these

educational challenges.

While many authors focus on models of learning, Olsen (1992) looked at models

of teaching as systems, ecological and cognitive. The systems model is based on

organisational theory to understand and manage change. This model is based on

input and output processes. This means that the organisation decides to input

change and monitor output by the effects of teaching on learning. The ecological

model reflects the environmental issues designed for the teacher to work

effectively. The cognitive model reflects the processing of information and how

teachers develop and implement schemes to facilitate learning.

According to Joyce & Weil (1996), models of teaching can be categorised into

four families based on the types of learning they promote and on their orientation

towards people and how they learn. These families are the information

processing, social, personal and behavioural systems.
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It is evident that there are different views to describe frameworks for teaching

and learning. If the traditional separatist model for health and social care

professions is replaced by IPE, there is a need to examine the frameworks

underpinning this form of teaching and learning. Moreover, the role that teachers

play is pivotal in assessing, implementing and evaluating initiatives. If the

principles of IPE as outlined by CAIPE (1995) are applied, there are resource

implications for learning in smaller groups, preparation and support for teachers

and for planning and administration of programmes. The intellectual property of

professions, the language of professional and non-professional groups, and

strategies to facilitate IPE are features that require further investigation.

Dewey (1963) proposed that the principles of continuity of experience and

interaction are essential in classifying experience as educational. Interaction

assigns equality to both external and internal conditions 'when taken together they

form a 'situation' (Dewey 1963 p42). When the educational experience has

positive effect collateral learning should ensue. Hence, enduring attitudes are

formulated and the desire for future learning is fostered. These elements can be

reinforced when the principles of continuity and interaction intercept and unite.

Within interprofessional education, the mixed group of professionals should own

the nature and authority of knowledge. Each individual's contribution will bear

unique experience of his or her workplace (øvretveit et al 1997). The teacher as

facilitator needs to be skilled to unravel these experiences with the group through

reflective processes. The consequences should, in progressive educational terms,

create a 'whole greater than the sum of the parts' as new learning takes shape.
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Chapter 3

Policy and Practice of Interprofessional Education

Introduction to Chapter

This chapter gives a review of the policy and practice of IPE. Successive changes

in government policies for the National Health Service (NHS) have influenced

professional education. The chapter gives an overview of these policies and the

consequences for the education of key professionals in interprofessional

education.

3.1 NHS Government Policy Influences on IPE

Unlike general education policy, educational policy for health and social care

professionals is influenced by and crosses the university sector of higher

education, NHS consortia and professional statutory bodies. With such a

concoction of influencing forces, it is difficult to determine the roots of policy or

by whom the spread of change is most affected. Over the past decades, successive

governments have played an increasing role in determining educational policy for

health and social care. This chapter shows how government policy for the NHS

has resulted in the present policy for health and social care and subsequently

influenced the growth of interprofessional educational policy.

The NHS structure is one of the most complex because of its enormity. As an

organisation it uses 'marketing' principles yet is non-profit making and ostensibly

care is freely available (Boaden 1997). The health and social services sectors
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individually provide policy makers with an enormous task, besides their efforts to

combine forces through interprofessional work.

Boaden (1997) used the basic system model to examine policy development

within the NHS. This analogy suggests that the NHS is a system designed to

deliver organised authoritative decision making. A systems approach recogrnses

the interactive processes between the environment, physical, socio-economic and

political, and the individuals, groups and organisations involved within it. A loop

mechanism allows feedback through democratic processes and influences policy

formation and implementation (Boaden 1997). Within this proposed model there

are formal horizontal and vertical levels of policy formulation and decision

making with clear divisions in terms of power, hierarchy and responsibility

(Boaden 1997; Colebatch 1998). These dimensions are reliant on each other. A

policy may be made through the vertical lines of power in decision-making.

Nonetheless, the complex relationships between participants in the horizontal

dimension, their level of agreement, disagreement and commitment will influence

how policy is decided and ultimately how it is enacted.

The first step is to recognise the range of roles that form an informal web which

parallels or intertwines the formal matrix of policy development (Boaden 1997;

Colebatch 1998). There are political, professional, managerial and administrative

roles involved in policy development for interprofessional education (Boaden

1997). Horizontal integration of policy for IPE means that all the professions

should be involved (Owen 1998), while vertical integration means a strand of

continuity in IPE should link all of the academic levels.
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This approach to educational policy determines input from all Interested parties

and suggests a needs-demand model reflecting the environment. However, as

Boaden (1997) indicates, other influences come into play in policy decision

making, such as, the government's willingness and ability to give support and

resources.

The root of decision making from the professions' stance is demand, whereas

resources are the source for decision making at government level. As government

policy filters down through organisations, the structure for decision making is

often distinct from the processes around it, resulting in decision making that is

dependent on resources and support. Resources allow policy conversion into

action, but within an organisation as large and complex as the NHS, resources

can never match demand. Thus priorities are usually set.

Conversion of policy is not automatic, instead each facet contributes to the debate

about government policy and its conversion into action. Discussion and debate

surrounds the ideology of interprofessional education and the political and

economical context (Horder 1993; Barr 1992; Webb 1992). The issues regarding

such strategies as policy development, funding and delivery of education are as

yet ill defined.

Policy can mean different things to different people, but one can agree that there

are at least three core elements in how the term policy is viewed. These core

elements are authority, expertise and order (Colebatch 1998). The policy for IPE

within the NIIS shows that the authority rests with the government who endorse

49



it. Still international influences will partly direct and or dictate how policy is

formulated. Policy for interprofessional education is no exception to international

influences. The need for policy on interprofessional education and practice has

been driven by the World Health Organisation (WHO 1973) in response to the

high cost of health and social care, the uneven quality of systems and the

inequality in access to and provision of health care and social care worldwide.

The focus on partnerships and alliances to help alleviate these problems has

created a forum for professionals to learn and work together.

National policy formulation will generally echo the views of significant players,

and accordingly this expertise will be reflected in core element of policy

formulation (Colebatch 1998). Order implies that a common framework

underpins the policy decision, which will encompass a range of activities.

However, the attributes of authority expertise and order are not so

straightforward, especially when an implementation of policy relies on

interpretation by various occupations and possible tension between these core

elements.

Policy analysis for IPE demands that individual professions partake in reviewing

the problem and clarify potential policy directions (Casto & Julia 1994). In

America the Ohio State University responded to the Ohio Commission on

Interprofessional Education and Practice and developed a policy analysis Panel to

interconnect the needs of clients with interprofessional resources (McCroskey &

Einbinder 1998). Part of the role of the Panel was to bring professionals together

for analysis of public issues, and train them in developing collaborative strategies

for generating and improving policy. This method facilitated professionals in
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determining policy of significance to the clients and implementing it accordingly.

This type of development is a positive move towards congruency about policy

with representation from all interested parties.

In the UK major reformation of health and social care structures and policy

within the NHS has traditionally led to disagreement and controversy between

politicians, professionals, and public opinion. The following summary of recent

reforms will highlight areas of conflict between policy and those enacting or

implementing the directives.

Since the inception of the NHS changes in policy were gradual up to the 1970s.

Since then successive Governments have shaped the NHS to conform to a

contemporary Review often within a culture yearning for stability. The first 'major

reform era' began in the late 1960s and early 1970s along with the overhaul of

central and local government departments (Boaden 1997). These reforms quickly

became a watershed, with a Royal Commisson on the NETS in 1979, followed by

major policy changes in and throughout the 1980s.

The Conservative government introduced consecutive changes to the structure

within little more than a five year span. The Griffiths' Report (DHSS 1983)

introduced a change in management through the leadership of general managers.

This was a major change in management structure, which broadened decision

making to deal with the external pressures facing the NETS through changes in

society and health and social care requirements. However, the new management

faced internal opposition from professionals. This manifested in 'tribalism', the

51



tendency of professional groups to cherish their historic rights to govern their

own affairs (Thompson 1990 p93). In juxtaposition with tribalism was the cliché

of a seamless service drawn from the 1983 proposals by Sir Roy Griffiths.

A technical management approach was insufficient to achieve a cultural change.

The general manager era was propagated by the Government's concern with cost

and cost-effectiveness. The Post-Griffiths era developed out of the White Paper:

Working for Patients (DOH 1989a), which brought about the concept of internal

market and the contract nexus (Dickens 1990). As the concept of 'market' cannot

exist easily within a non-private organisation, thus a 'quasi-market' was

established. Political ambition to highlight managerial control, yet show

recognition of patient's rights, led to the Patient's Charter (DOH 1995a) referred

to by Boaden (1997 p27) as the quasi-consumerism in a quasi-market.

This change in policy was reflected in the marginalisation of professionals in

policy making, who would hitherto have been consulted (Boaden 1997).

Nevertheless, implementation of policy depended on their efforts and support.

This divergence ultimately created a chasm between policy and implementation,

or at least non-compliance.

The approach to policy making was now adjusted to meet the demands of new

market forces introduced by the purchasers and providers competition, therefore

service delivery became fragmented to some extent through independent NHS

Trusts. There was the conflict of funding through central targets in opposition to

the autonomy and decision making of local establishments. Even locally, there
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was often fragmentation and independent, often competitive, provision of

education and care and overlap of provision (Audit Commission 1992).

Multidisciplinary /multi-agency collaboration became imperative for the effective

planning and delivery of services (DOH 1989b). Primary health care has been at

the forefront of change in health system reforms in the UK since the 1980s.

Several policies developed out of the NHS and Community Care Act (DOH

1990). The structure of contracting services shifted the balance of care from acute

hospitals and long stay institutions to the community care and had a major impact

on the workload of the Primary Health Care Team. The functions of 'purchaser'

and 'provider' of health services were separated and NTIS Trusts were developed

with the introduction of fundholding in General Practice (DOH 1991).

Government policy had now developed a system of fixed budgets, and

independent Trusts within hospital and community services. Prominent in these

policies was cost-effectiveness and rationalisation of resources. The workload

intensified without additional resources. Hence the plea for partnership,

collaboration and working together was reiterated through the 1990s and up to the

present day. The government's White Paper The Health of the Nation (Secretary -

of State 1992) and Targeting Practice: The contribution of nurses, midwives and

health visitors (DOH 1993) also focused on partnerships to provide

multidisciplinary solutions supported by multidisciplinary education initiatives.

Fundholding practices were set up but the intentions of decentralisation of power

did not manifest within these changes. This wave of change in the 1990s
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introduced market mechanisms of a competitive nature through the invention of

NHS Trusts and the abolition of Regional Health Authorities, District Health

Authorities, and Family Health Services Authorities. Despite the emphasis in the

Griffiths Report (DHSS 1983) of the need to involve the health care professions,

especially medical professionals in management, this was not done until the

clinical directorate model of management evolved. The aims inherent in this type

of management model were accountability, decentralisation and clinical

efficiency, with a focus on local services.

The next period of change began when The Health Authorities Act (DOH 1995b)

introduced health authorities and hospital and community Trusts. Here lay the

responsibility for purchasing and providing health and social care within fixed

budgets, necessitating rationalising of human resources to withstand the

escalating demands for services. One tier practices led by Primary Care Groups

(PCGs) began to flourish as a result.

The planning and commissioning of non medical education was devolved to

Consortia (NHSE 1997a). The responsibilities of Consortia included assessment

of workforce requirements across health and social care and staff development.

These accumulative changes brought an increased focus on interprofessional

education and interprofessional practice.

3.2 Recent Government Policy Implications

The Modernising Health and Social Services: National Priority Guidelines policy

(DOH 1998a) brought in by New Labour has reassigned the structure of policy
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and emphasised implementation and monitoring of 'working together' or joint

collaborative work between health and social care sectors. This was the first

direct move to integrate services through policy, fiscal and evaluative processes.

The government has emphasised the need to breakdown boundaries and has

identified shared lead priorities for health and social care. Figure 3.1 shows the

individual priorities set for health and social services and those identified as fields

for joint work.

Figure: 3.1	 Individual and Shared Priorities
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Lip service has been paid to integrated services for the benefit of the population

for decades. The present reforms state categorically that:

Effective joint working that puts people's needs before the convenience of
the organisation is a major challenge. There is now an opportunity to
energise partnership working; between organisations, with service users
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and their carers to reflect better their wishes, with local communities, and
with the voluntary sector. Better partnership working needs to go further
than improving the interface between health and social care. It should
bring together health, social services, and local government more widely,
to tackle the health agenda, as well as integrating services (D011 1998a
p4).

Consequently, breaking down barriers between services and professionals is a

priority for health and social services. This policy structure to develop and

integrate services, as opposed to the previous structure of internal market forces,

has proposed increased power and accountability for Local Authorities. It is

proposed that partnership will be promoted through Health Improvement

Programmes, Health Action Zones, and Primary Care Groups, which will

combine a range of health, social, and local government services working

towards common objectives. Crucial to the government changes is the treatment

of health and social services as one integrated service to tackle inequality,

breakdown barriers and improve standards (D011 1998a).

The Government's aims are to develop a seamless service through sharing of

information, information management and dissemination through technological

systems in hospital and community settings (DOH 1998b). In addition, this

strategy document highlights the need for multiprofessional care pathways.

In opposition to the government's objectives to create a seamless service is the

notion that health and social services have distinct functions and professionals are

developed to respond to the needs of the public from a particular remit. In general

the public demand the 'expert' in whatever social or health deficit reflects their
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circumstances. To meet the demands of the public professionals need to function

collaboratively and in a fashion that is evident to the client.

Modernising the IsTHS (DOH 1998a) is also an effort to develop quality

responsive services. This appraisal of health and social services introduced a ten-

year plan with a vision to design a model around the needs of patients/clients and

not the institutions.

Figure: 3.2 Framework for Policy Development

Commission For Health Improvement

a.	 ______
Clinical Governance

	

National Institute for Clinical Excellence 	 /

The above Figure shows the new framework for policy development

implementation and regulation. This government action clearly emphasises a

route whereby policy guidelines are developed through a national centralised

agenda (National Institute for Clinical Excellence), with onus on local

implementation through Clinical Governance. The Commission for Health

Improvement acts as the watchdog for implementation and evaluation. A major
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force driving policy within the NHS is the push for clinical governance and

clinical effectiveness through combined efforts of all agencies within the

structure. Education, practice and research respond predictably to compelling

government forces. However, responses are never straightforward because of the

convoluted mesh that intertwines and disconnects the health and social care

systems from themselves and each other.

Figure: 3.3	 Quality in the NHS _____________________
Partnerships	 Policy Development	 Process
Government	 & Department of Health, NUS Setting Quality Standards
Clinical	 Executive	 Fair access
Profession___________________________ National Standards
NETS	 managers, National Institute for Clinical Clear authoritative guidelines for
patient/user	 Excellence	 frontline staff and patients
representatives, 	 (NICE)	 _______________________
National	 Service National Service Frameworks	 Care blueprints to define how
Frameworks	 Varied care areas 	 services are best provided and to
____________ ____________________ what standard
Health Improvement Process of Implementation 	 Delivering Quality Standards
Progrmmnes led by - Clinical Governance 	 Lifelong Learning
Health Authorities, 	 Training needs
Health Action Zones, 	 Team working
Primary Care Groups
NHS Trusts, Local Professional Self-Regulation	 Open and accountable
Authorities voluntary
sector, communIties _____________________________ __________________________
Commission	 for Monitoring Quality Standards 	 A rolling programme of
Health Improvement 	 independent assessment/audit of
National Framework	 local action
(Assessing	 Key, valid indicators
Performance)	 Survey of Patients and Users 	 Annual feedback from patients,
_________________ ____________________________ service users and carers

The policies for Quality in the NHS (DOH 1998c; 1998d) introduced a platform

for decision making with complementary new bodies (see Figure 3.3) to develop,

deliver and monitor quality. This new framework places partnerships at the core

in identifying standards of, and for practice. Performance Improvement will be

measured against six dimensions:

1. Health improvement
2. Fair access
3. Effective delivery of appropriate health care
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4. Efficiency
5. Patient /user experience
6. Health outcomes of NHS care

A similar framework for assessing perfonnance of social services has been

developed. These performance assessment frameworks will be used as yardsticks

to identify and share best practice and award or penalise through the funding

mechanisms. The White Paper (DOH 1998e) sets out the changes in structure and

delivery of social services, with two out of seven chapters devoted to educational

reforms and working partnerships. The following Figure 3.4 outlines the sections

affected by change.

Figure: 3.4 Priorities for Services for Adults and Children
Improving Protection	 Proposal
Eight Regional Commissions for Care National standards
Standards	 -inspection and regulation
-Independent statutoy Regulating Bodies 	 -accountable to Secretary of State
Quality projects programme 	 Improvement in standards for children in

_____________________________________________ care
Improving Standards in the workforce	 Proposal
General Social Care Council	 Statutory Body for social care workers
____________________________________ Code of Practice, Fit for Purpose
National Training Organisation 	 Promote and maintain occupational
____________________________________ standards. Training needs analysis
Improving Partnerships	 Proposal
Social Services

	

	 Partnerships NHS and with non-statutory
agencies, voluntary and independent

______________________________________ sectors in care provision
Improving Delivery and Efficiency 	 Performance Framework:
Government and Local government	 -Role clarification and responsibilities
-Best Value Regime	 for standards and quality
-Performance Assessment Frameworks	 -Clear objectives and priorities

-Joint working to ensure high standards
-New systems for monitoring efficiency

_______________________________________ of delivery of services

Improving Partnerships (see Figure 3.5) means flexible partnership working

which moves away from the sterile conflicts over boundaries (DOH 1998a p1).

Examples of government initiatives to facilitate joint working are; better service
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for vulnerable people, promoting independence, and a long term care Charter, and

the development of national frameworks to cover both health and social care.

Figure: 3.5	 Improving Partnerships

Housing	 Local Authorities
Voluntary sector

NIIS
/

A

Social Services?
1- - — jar•

Employment sewic	 -. 'Education Service

g

Frank Dobson, the then Minister for Health, is quoted as saying in the launch of

the National Priorities Guidance Policy:

We will break down the Berlin Wall between health and social care by
meeting these tough modernisation targets. For the first time in the
history of the NHS and social services, the Government is moving beyond
the stop-go short-term of the annual planning cycle. Now both the NHS
and social services have a stable three-year plan. For patients and users
this will mean quicker, better-integrated services in communities all over
the country (NITSE 1998a p1).

Moreover, the government has clearly indicated that there is no case for 'job

reservation' within social services. Restructuring of social care will break down

traditional roles or functions, which are in any case c4fjlcult to define (NHSE

1998a p5).

The constant evolution of the health and social care structure has profound effects

on implementation of policy. Debate surrounds such issues as the nature of the
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workforce, conditions for partnership, overcoming barriers to collaboration, and

valuing and using the contribution of non professionals such as carers.

Furthermore, education needs to remain abreast of these changes.

Interprofessional education is recommended as a means towards this end,

resulting in discussion and research into the nature, process and outcomes of such

nationally and worldwide.

3.3	 Implications of Policy for Professions

The pressure to restructure educational policy in general links with globalisation

of the economy and the movement towards 'cooperative manageralism' (Taylor et

al 1997), which implies a plan based, outcome orientated and management led

view to restructuring. These forces created a move from centralisation to

decentralisation of policy for market forces (Taylor et a! 1997). Moreover, this

movement in policy formulation is never static. Other pressures such as conflict

of interests of various parties influence implementation of policy.

Policy often espouses equality in education but there is sometimes a dichotomy

between rhetoric and reality. Policy frequently demands effectiveness through a

process, product and outcomes model while practitioners are faced with conflict

in how the process can be applied effectively and efficiently to match the

expectations of policy (Ovretveit et al 1997). The demand for integrated services

and working in partnership has focused professions on teamwork.

The next section discusses this collaboration through partnerships and teamwork.
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3.3.1 Working in Partnership

The emphasis on partnerships and integrated services for health and social care

pose some of the greatest challenges for interprofessional education. There is a

belief that teamwork can lead to synergy through people working

interdependently to achieve shared goals and in the process creating a more

successful organisation (West & Poulton 1997). Primary health has benefited

from teams working towards common or shared goals for some time now (Owens

et al 1995). However, with innovation and change in health and social care policy

the nature of teamwork has to advance to keep pace with these changes (Pearson

& Spencer 1997).

Interprofessional collaboration can refer to a variety of practices and

relationships that form a sort of hinterland of meaning behind policy objectives

(Biggs 1997 p186). Terms such as collaboration, coordination and cooperation

are often used interchangeably. Each implies different degrees of closeness and

interaction between professions or agencies. Interprofessionalism likewise can be

interpreted from different slants that revolve around identity of the mixed groups.

This semantic problem means that interprofessional work can fall prey to the

influence of different policy and practice environments (Biggs 1997). In addition,

for the researcher to decipher the meaning of collaboration in different

interprofessional environments locally, nationally and internationally is extremely

difficult.

Loxley (1997) developed a conceptual framework for interprofessional

collaboration using the theories of social interaction to highlight structures, power
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culture and values in relation to collaboration. Accordingly, for professions to

collaborate there are certain requirements such as the power to combine and act

within a culture conducive to collaboration. This suggests sufficient openness

between structures so that trust is sustained over time (Loxley 1997). This

framework provides a basis for reflective practice and education. 	 -

Figure: 3.6	 The Paradox of Collaboration

Less competitive	 More competitive through collective
_____________________	 effort

Less power	 More power through collective effort
-_________

Less credit	 More credit through collaborative
_______________	 effort

Less commitment to	 More commitment through joint
individual mission	 —* mission

The paradox of collaboration (Figure 3.6) is that through the process individual

professions become less competitive yet competitiveness increases through

joining forces. The same effect can occur in relation to power, credit and

commitment to a mission statement. Consequently, it is possible to gain stronger

power and influence through collaboration by challenging values (Casto 1994).

The principles of interprofessional education propose to cultivate collaboration

(CAIPE 1999). Casto & Julia (1994) identify interprofessional care and

collaborative practice as requiring several key elements such as a holistic

perception of the individual and teamwork to include task and maintenance

functions. Professions require a body of knowledge measured and compared with

63



that of other professions and socialisation to their own and other professions

(Loxicy 1997).

Collaborative practice espouses increased satisfaction for all participants

including clients. The seeds for change require concern for quality of care, cost

effectiveness, and job satisfaction within an organisation (Pritchard & Pritchard

1994). Some of the practical difficulties in collaboration are described as

irrationality, competition and defensive mechanisms to uphold tradition (Loxley

1997). These obstacles often manifest themselves when the individuals within the

organisation are not receptive to change and stereotypical deep rooted attitudes

exist.

Individual and or professional resistance to collaboration is frequently reported.

Hugman (1995) refers to this as contested territoty and boundaries between

professions in the context of organisational policies and change. The problem has

been described as tribalism by several authors (for example; Vanclay 1997,

Andrewes et. al 1997; Weinstein 1993). Tribalism in the workplace has been

reported where boundaries between professionals and non-professionals were an

additional factor (Andrewes et. al 1997). The recurrent change in how services

are structured constitutes a need for re-mapping boundaries and interlocking or

overlapping knowledge and skills. The postmodernist concept of ded4fferentiation

often applies in the context of ]PE. Thompson (2000) describes dedifferentiation

as recognising the arbitrary nature of boundaries between professions. Using this

concept, there are dangers in maintaining strict divisions or unduly restrictive

boundaries. Several authors claim that the development of teamwork is the source
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through which restrictive boundaries can be resolved (Engel 1994; Pritchard &

Pritchard 1994).

If the core of interprofessional collaboration is teamwork, the group of

participants have shared common goals and agreement on a mutually acceptable

plan of action (Engel 1994). Several prerequisites underpin teamwork such as the

individual's competence in their own specific profession, mutual trust and equity

as team members.

The issues which best describe teamwork of an interprofessional nature are

communication, values and norms, roles, leadership, decision making and

conflict resolution (Hugman 1991). Hough & Goad (1991) identified some of the

key elements in successful interprofessional collaboration. These elements refer

to performance in one's own discipline, negotiation and communication across

boundaries and decision making and conflict resolution.

A team effort demands a shared sense of purpose among the group members and

a level of interaction that would enable them to accomplish more together than

each professional group individually could achieve (Casto & Julia 1994). This

means that interprofessional teams differ from other teams because the processes

involved:

.produce an expanded level of thinking that is not possible in
multiprofessional or single-professional teams. The analysis and synthesis
of thought that takes place in the interprofessional group is an outcome
greater than the sum of the parts that make up the team. This expanded
level of thinking is the unique and desired outcome of interprofessional
teamwork (Casto & Julia 1994 p39).
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Conversely, Casto & Julia (1994) conclude that professionals are not trained to

work together and the service structures to facilitate interactions are inadequate.

Three years later, the same conclusion was drawn that despite the emphasis given

to teamwork, healthcare professionals are still trained for independent,

autonomous practice (Vanclay 1997). She suggested that learning to work in

teams must be part of the education of all professionals, and must be continued

after qualification.

Julia & Thompson (1994a) suggest that interprofessional teams are different from

others, as they are primarily task oriented, using problem solving models to deal

with the process. External forces already determine the purpose of the team,

therefore certain characteristics apply:

1) That boundaries are open to the external environment because external

factors sanction and give purpose to the team

2) There is a criterion to judge effectiveness of group functioning.

The criteria includes adherence to the group structure by individuals and the

group, the quality of the completed task and reflective appraisal of the

maintenance functions of the group (Julia & Thompson 1994b).

Studies in primary health care have recognised the inhibiting factors to successful

teamwork that are intensified by the rapid changes in structure and provision of

social and health care services (West & Poulton 1997). Conflict and the

resolution of such is part of the task and maintenance functions for teams. Blake
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& Mouton (1970) suggested a way of dealing with conflict through a problem

solving approach where differences

.are subject to resolution through insights that permit protagonists
themselves to identify and implement solutions to their dfferences upon
the basis of committed agreement (Blake & Mouton 1970 p416).

Several authors describe approaches to conflict resolution applied by

interprofessional teams such as; avoidance, smoothing it over, exertion of power,

forcing solution through domination, compromising, bargaining, withdrawing or

confronting.

The team deal with the social, economic and health life (physical, emotional and

spiritual) of the client. The decisions are uniform and the client can encounter

different members of different professions based on the first point of contact. A

multiprofessional perspective may be required for certain health and social

concerns of the client (Loxley 1997).

A way of understanding health and social care professionals task functions has

been described as problem solving orientation, whereby professionals have a

common discipline oriented and systematic way of thinking about a situation

when developing a professional plan of action to resolve a problem. This suggests

a common basis though the language used to describe the method may vary. The

next section discusses task and maintenance functions of teams.

3.3.2 Task and Maintenance Functions

Team collaboration is dependent on task and maintenance functions, which are

related and complementary. Effective integration of task and maintenance

functions leads to harmony and interactive functioning within a team.
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Without attention to and effective integration of these essential functions,
interprofessional collaboration would not be possible (Julia & Thompson
1994b p42)

The functions are composed of several elements. Elements within each function

are interrelated and each function is interrelated (Russell & Hymans 1999). Task

functions are significant for the problem solving process that groups undergo

using reflective intelligence. Thus task functions relate to how the team members'

thought processes promote collaborative problem solving. The problem solving

process should therefore identify the balance between task and maintenance

functions.

The maintenance functions or the interactive processes within a team will depend

on the framework of variables used to describe 'teamwork' The maintenance

functions have been described as the variables within the team process such as

communication, values and norms, leadership, decision-making and conflict

resolution (Julia & Thompson 1994b). Consequently, the effectiveness of the

group is based on capability to do the work and show ability to manage itself as

an interdependent group of people. However, the task of functioning as an

interprofessional team may be complicated by the professional heritage of each

profession and the varied conceptual frameworks applied to health and social

care.

Brown (1988) infers that interdependence is shaped by the task goals of the

group. If relationships are positive then cohesion and cooperation are likely to

enhance performance. Alternatively, negative interdependence leads to

competition. There are instrumental task related group processes, but of equal

68



importance is the socio-emotional dimension, which express feelings towards

others in the group. These aspects can be recognized through careful observation

of interaction in groups.

Conventionally the physician has taken the leadership role, however, within

interprofessional teams this may not be necessary or desirable. Decision making

can be through authority, minority, majority, default, and consensus or consent.

Education for interprofessional collaboration requires flexibility of both students

and faculty, is a time consuming endeavour, students require preparation on the

dynamics of groups and pre-planning by faculty is essential (Russell & Hymans

1999).

Bope & Jost (1994) looked at the factors that affect the form, function and

structure of interprofessional team collaboration. Interprofessional collaboration

takes many different forms, which will be influenced by financial, location, legal

and other constraints. Common forms of collaboration are described as

conferring, co-operating, consulting, multiple entry and teamwork. Conferring

demands trust to informally share observations. Cooperation is less structured and

requires sharing of ideas and knowledge and possible action. Consultation takes

place when one professional seeks the advice of another professional's specialised

knowledge.

The multiple entry form of collaboration means that different professionals will

enter and exit the care scenario at different frequencies and for different time

periods. It will demand conferring, cooperating and consulting over time. In
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comparison to the latter forms of collaboration, teamwork requires defined

groups of professionals that consult, confer, and cooperate formally and

deliberately over a considerable period of time (Bope & Jost 1994 p62). In

reality, the composition and frequency of interprofessional teams will vary

considerably (Barr 1998; 2000).

The positive effects of teamwork have been well described. Richardson (1986)

succinctly summarises positive outcomes of teamwork as; mutual goal

attainment, collaborative, cooperative joint activities, maximum utilisation of

knowledge and skills, open exchange of information, opinions, feelings,

communication, planning and decision making, reduce pressures and stresses and

enhance personal growth. There should be a sense of cohesiveness, security

expediency and well planned actions for the benefit of consumers. Just because

people work jointly does not mean that teamwork happens.

Other factors affect forms of collaboration such as professional liability,

accountability, statutory licensing, scope of practice and clients needs. A generic

description of interprofessional teams is not so simple a phenomenon (Knapp &

Associates 1998).

3.4 Implications of Policy for Education

This section begins with a discussion on IPE in relation to interprofessional

practice. Examples of collaborative projects are identified. These are followed by

an overview of policy implication for professional and teacher education.
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3.41 IPE for Interprofessional Practice

There are some common assumptions about interprofessional practice. One is that

this approach produces effective resolution of complex client problems. Two, that

effective teams show mutual recognition and appreciation of the role and

resources of each participating profession. Three, that the outcomes are beneficial

to the client and interprofessional team members (Lee & Williams 1994). In

reality, the conditions are far more complex.

Mechanisms to develop collaborative work are identified as exhortation, joint

planning and joint funding (Loxley 1997). Collaboration is not an innate

characteristic within a system where the balance of power is unequally

distributed. Historically relationships between the professions in community care

have been hierarchical. Even when the workforce became more autonomous with

a mix of health visitors, district nurses and social workers, the care of patients

was not co-ordinated as a joint effort. Government support for teamwork and

interprofessional collaboration has encouraged a change in attitudes.

The majority, (some 80%) of health care needs in the UK are now met within

primary care with a driving force within NHS policy to switch from hospital to

community. As primary care increases, the expectations are that specialist roles

will expand which could result in fragmentation of care (Vanclay 1997). One

option in preserving continuity is through joint work of teams.

The consumers of health care want to receive integrated services, which reflect

their needs rather than emphasising professional boundaries (Tope 1999). This
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suggests that the inclusion of other agencies such as the voluntary services along

with professional groups in shared learning initiatives is essential. Previous

involvement of agencies outside the professional arena andlor 'users of services'

in developments were more or less a lukewarm effort. Now the prerequisite for

change placed the focus on the essence of the health system, that is, the public.

The NHS Executive (1996) emphasised the responsibility of health service

providers and Health Authorities to inform the public and raise awareness of staff

through training and briefing. Correspondingly, several joint training initiatives

have been reported.

One collaborative training programme, jointly Commissioned by a Health

Authority and Social Services to integrate health and social service teams (Jones

1992). The programme aimed to explore policy change, nurture negotiation skills,

investigate and unravel the nomenclature between both sectors and to increase

dialogue through shared learning. Results indicate that successful dialogue

developed.

Key indicators for joint working in Mental Health have been developed by

collaborative efforts of the Social Services Inspectorate and the Sainsbury Centre

for Mental Health (Hancock Villeneau & Hill 1997). This 2-year project resulted

in the piloting and testing of 6 Key indicators of effective joint working in mental

health between health authorities, trusts, and local authority social services

departments. Partnership, teamwork, collaboration and sharing of management

are transparent and joint training initiatives and networking are explicit in the

indicators.
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Promoting Action on Clinical Effectiveness (PACE) is an example of a network

of health and social care personnel dedicated to researching and disseminating

evidence through 'action learning' (Dunning et al 1998). Through PACE, 16

local projects have been selected and research is presently on going. A forum for

sharing ideas, progress and problem solving is available through this network.

The project shows how health authorities could positively use evidence-based

practice in their commissioning role.

Casto (1994) made certain assumptions about interprofessional education for

interprofessional practice. He suggests that interprofessional education:

1. Should be provided in areas where professional education programmes

have common or overlapping interests.

2. Should be provided in areas where it would be in the client's or society's

interest to enhance communication and cooperation between the

professions.

3. Should enhance both the student's knowledge of their professional area of

competence and their skills and knowledge in interprofessional practice.

4. Is an essential element at all stages in professional education, including

lifelong learning programmes.

5. Moves through a progression of awareness.

6. Requires the institutional commitment of finds, personnel, and physical

facilities.

In the absence of the above factors interprofessional education has neither

'integrity nor continuity' (Casto 1994 p95).
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3.4.2 IPE and Professional Education

There is evidence of IPE policy formulation and implementation even prior to

recent guidelines. Collaboration between professional bodies in developing

interprofessional initiatives have existed for some time, for example in

educational programmes for care of people with learning difficulties (GNC &

CCETSW 1982; 1983).

Response to policy can be seen in the increase in educational initiatives of an

interprofessional nature between 1986-1994 (Barr & Waterton 1996). This

increase rose steadily until 1992 where a more sudden incline is noted. The

increase cannot be seen as implementation of government policy only, but

inherent in the merger of professional education of nurses, midwives and health

visitors into universities.

This merger caused education planners in higher education institutions to take

account of similar or core topics for nurses and other health and social care

professions. This meant that efficient use of teachers and resources was instigated

within a modular framework, while simultaneously meeting the requirements of

the NHSE's directives (Miller et. al 1999). Paradoxically, the provision of

educational initiatives that state shared learning within a common module

provided an easy fix solution to political targets for the NIBS. Moreover, large

multidisciplinary groups were accommodated within the modular structure.

Lessons can be learnt from Linkoping University (Areskog I 995a; I 995b), which

is renowned for developments in multiprofessional and interprofessional
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education. For many years educators have formally integrated shared learning

into health and social care education programmes. Common elements of

programmes are used to unite students from different professional career

pathways at the onset of pre-qualifying education and at recurring stages

thereafter.

Based on earlier work in Sweden, a programme to develop teamwork was

implemented through problem based education in a multiprofessional context.

Learning methods involve small multiprofessional teams within a real world

experience of caring for patients and case conferences towards the end of the

allocation (WahlstrOm et al 1997).

Russell & Hymans (1999) investigated task and maintenance functions in IPE for

undergraduate nursing and social work students in a practical community project.

The problem solving processes used by both groups differed. Nurses were more

linear in their approach while social work students used more complex and

multiple methods towards solutions. Maintenance functions were examined in

relation to the cohesiveness of the student teams. Results indicated that members

participated equally within the group. The general lesson learnt from the project

was that insufficient time or planning is given to educating students to function

within IPE groups.

Interprofessional education through reflection and group interaction could

facilitate the development of professionals for integrated care. The process of

such interaction would be best facilitated within small groups using active
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learning experiences and as recurrent episodes through continuing education

(Engel 1994). The concept of 'group learning' as opposed to learning 'group

dynamics' might be one way towards interprofessional education impacting

practice. Cognitive development could be facilitated through 'learning how to

learn together' (Dechant et al 1993). Practically, these processes may be

facilitated best in the classroom and integrated with reflection on practice.

Balancing didactic and interactive small group learning helped health care

students from varied professional backgrounds examine teamwork and

collaboration (Parsell et al 1998). The value of this exercise is evident in the

positive evaluations from participants. Nonetheless, lessons are inherent in how

the structure of organisations and lack of collaboration between teachers inhibits

such innovations.

From 1996 onwards, responsibility for planning and commissioning education

and training for health and social care professions was devolved from Regional

Health Authorities to Education & Training Consortia. The functions of

Consortia include planning an integrated education and development strategy to

address local and national priorities and to take cognisance of:

Shared learning to support team working across professional and
organisational boundaries, preparing the health care workforce to
provide a coherent service within a primary care led NHS and across
health and social care boundaries (NHSE 1997a p6).

In October 1997, the NRS Executive issued further guidelines on education and

training setting out key priorities for Consortia. This guidance reinforced the need

for integrated workforce planning across health and social care boundaries and

across professional and vocational boundaries. Consortia were directed not to

76



generate educational programmes without first identifying the need and ensuring

sufficient clinical education and supervision. This direct policy initiative was

linked to high costs of education through the purchasing provider's framework.

Consortia should, within the contracting and financial management
framework, be seeking to achieve greater value for money through the
application of downward pressures on high cost education providers.
Consortia will need to be able to demonstrate the quality benefits of such
high cost contracts (NHSE 199Th p4).

In addition, sharing of learning was seen as a key to personal and organisational

development. Ultimately government policy had forced the NHS planners and

providers of services and education to form alliances in producing cost-effective,

efficient education, to maintain and retain a competent responsive workforce.

Shared learning and multidisciplinary education are no longer covert within

policy guidelines, on the contrary, these have become key issues and core

characteristics of curriculum content within government policy guidelines; to

work in multidisciplinary teams even where they cross organisational boundaries

(NHSE 199Th p'7).

Nurse, midwifery and health visitor education has taken a lead in developing and

implementing policies for shared learning and interprofessional education. The

UKCC (1992) issued a policy position for shared learning supporting scope for

collaboration between professions. The TJKCC established a Commission for

Education (UKCC 1999) to propose the way forward for nursing and midwifery

education at pre-registration level. Their brief focused on 'fitness to practice' to

encompass health care trends, standards of teaching and learning, and the position

of interprofessional approaches. Linked to the remit for interprofessional
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education were issues such as a competency framework using vocational or

occupational standards, methods of assessment, teacher preparation, along with

the integration of pre-registration education into higher education. This in itself

gives a picture of interprofessional education as a route to combine professional

education for health and social care and create a workforce with generic and

transferable skills.

The profession has consistently argued for academic status with other health and

sociaL care professionals. The National Committee of Inquiry into Higher

Education (1997) assumed that nurse education would move towards graduate

preparation and the RCN (1997) are committed to this. Despite this support and

evidence that qualified nurses and midwives are progressively attaining graduate

status and beyond, the Commission (UKCC 1999) reneged on recommending

graduate status at pre-qualifying level The consequences for interprofessional

education are obvious as nursing still holds an unequal stance in the presence of

other health and social care professionals in a learning milieu.

The Commission recommended interprofessional learning as a feature of pre-

registration education stating that:

Appropriate professionals should be targeted, there should be an
emphasis upon the equal value of all participants and the content should
be carefully chosen and either discipline of service focused. Well planned,
shared learning opportunities can provide the means to promote
interprofessional understanding, cooperation and communication (UKCC
1999 p51).

Ethics and communication skills are subjects with scope for shared Learning with

a proviso that more evidence is required to identify other common skills and
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knowledge (UKCC 1999). In contrast, Miller et al (1999) stated that there is

value-added learning when the initiative focuses on shared rather than common

learning and propose experiences to build on the following elements;

prerequisites for teamwork, client focused, interactive, scenario-based, build a

student development model and experiences should be on-going. Tope (1999)

suggests that non-clinical modules should be extended to students from

occupations other than health and social care.

Social Worker education has undergone a major review in the government

reforms (DOH 1 998a). National Training Organisation (NTO) for Social Services

has been directed by government to produce a strategy for education of social

workers. Mechanisms to set and enforce standards of practice and professional

conduct have until now been absent for social workers and social care workers.

Moreover, 80% of a workforce of one million approximately, has no recognised

qualifications even though these workers deal with clients (CSWE 1998).

One of the key functions of the General Social Care Council (GSCC), which is

formed to replace CCETSW, is to raise the standards of social care staff and

ensure that education is improved. Alongside the development and promotion of

training at all levels will be the responsibility of the licensed Training

Organisation for Personal Social Services referred to as the National Training

Organisation (NTO). This body resembles other employment-led organisations. It

will represent the whole sector and service users. The main functions of this body

are to:

• Maintain occupational standards
• Implement workforce analysis
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• Identify training needs
• Ensure training needs are met

Examples of social workers sharing learning with other health and social care

personnel are not uncommon (Weinstein 1993).

Medical education has not escaped the recurrent changes which will influence

how medicine is practised and managed in the ftiture (Engel 2000). Medical

education is a complex combination of teaching and learning activities within a

professional environment where unplanned learning is an important part of

clinical learning (Wilkes & Bligh 1999). This has additional implications in the

context of interprofessional education where key characteristics are learnt only

through interactive processes. The literature on medical education is focused

more on multiprofessional than interprofessional education, with emphasis on

competency-based approaches increasing (Engel 2000).

A report of conference proceedings in London (Strunin et al 1998) examined the

effectiveness of different models of continuing medical education (CME).

Conclusions were drawn that CME is not about how to learn but about managing

the learning process. CME must be self-assessed and self-managed. Professional

bodies should develop standards for the management of CME (Strunin et al

1998). Wilkes & Bligh (1999) describe establishing and maintaining high

standards of teaching and learning in medical education as, curriculum

governance. Like clinical governance evaluation is a core principle. However, the

evidence shows that insufficient effort is placed on assessment and evaluation in

medical education internationally (Wilkes & Bligh 1999).
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Pharmaceutical education has changed to include clinical experiences to give

insight into diseases and help develop communication skills. This means that the

student is increasingly involved in patient care (Greene et al 1996). Joint teaching

efforts between pharmacists and medics at King's College London show how

sessions can facilitate interprofessional learning jointly with meaningful learning

experiences for individual professionals. There was considerable co-operation

between disciplines and little nascent professional rivalry (Greene et al 1996).

3.4.3 IPE and Teacher Education

It is evident from government policy that teachers are faced with the challenge of

interprofessional education for health and social care professionals.

Initial Teacher education and training has generally stood separate from any

preparation of teachers for professional education. Casey (1997) reported that

over half of the academic staff in universities in the UK had received some

training in teaching methods. Two thirds of those with any training had done so at

the onset of their career. Now that interprofessional educational programmes are

relatively common in higher education establishments teachers must be

competent to teach interprofessional groups. 	 -

Traditionally teachers of nurses, midwives and health visitors are required to

undergo formal teacher preparation. The UKCC (1986; 1999) revised the

educational standards for teacher education. Now specific standards for the

preparation of teachers of nursing and midwifery have been developed (UKCC

2000) that validate a practice oriented approach to teaching and learning and meet
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the requirements for membership of the Institute for Teaching and Learning (ITL

1999). The recommendations require teachers to spend a minimum of 20% of

their time in clinical placements once qualified. This proposal has been difficult

to achieve (RCN 1997). In defence of practice-based education, there is evidence

of the failure of the P2000 programme of pre-registration education for nurses,

health visitors and midwives, to sufficiently skill nurses (in particular) for their

role (Luker et a! 1995). This supports the need for teachers to become practice

focused.

Teacher education for health and social care professionals is drawn between the

different government bodies linked with funding issues. There is no doubt that

they are faced with the challenge of interprofessional education. Much of the

literature on multiprofessional and interprofessional education refers to

collaboration and teamwork in the context of health and social care professions in

some capacity or other.

There is a significant lack of literature on how teachers should collaborate and

teach within the context of IPE. Moreover, preparation of professionals to teach

in interprofessional learning milieu is less evident. Mostert (1998) highlights the

gap in teacher education in America in dealing with interprofessional

collaboration and professional teamwork in education. The research discussed in

the following chapters addresses the teachers' opinions on IPE and their role in

developments in the UK.
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Chapter 4

Research Design and Methodology

Introduction to Chapter

This chapter gives an overview of the research design and methodology. An

illuminative evaluation formed the framework for the research as this allowed a

mulitmethod approach to data collection and analysis. The study was a

developmental process. It took the form of three surveys. The first survey focused

on evaluating the extent and type of preparation of nurse, midwifery and health

visitor teachers' for their role in shared learning environments. The second survey

investigated nurse, midwifery and health visitor teachers' preparation for, and

perceptions of shared learning within the context of their own preparation and

work environment. The third survey included teachers in health and social care

from throughout the UK. Their views and evaluation of interprofessional

education and shared learning milieu were identified from a multiprofessional

stance.

The data for surveys one and two was collected between 1994-1995. This data

was used to report to the ENB and was published accordingly (Mhao1rinaigh et

al 1995). The third survey was linked to the first two through the type of

questions posed to a wider audience using refined methods for data collection.

This data was collected between 1996-1997. These surveys provided data for

comparison of quantitative findings through statistical analysis. The findings

from qualitative data were scrutinised for disparity and similarity within a
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uniprofessional perspective and a multiprofessional viewpoint. ACCESS software

was used to develop a personalised database for analysis.

This chapter gives the aims of the study and discusses the research methods used

to investigate IPE. The discussion includes an overview of evaluation as a

research method and the design used in this research. It includes an overview of

the methods used for data collection, validity and reliability of the study and

piloting of the tools for measurement. The chapter concludes with the specific

details pertaining to each survey, and the methods used for data analysis.

4.1 Aims of the Study

The overall aims of the study were to:

1. Identify the extent of interprofessional education and shared learning in
ENB approved programmes for teacher preparation.

2. Examine the content and context of these programmes in relation to
interprofessional education and shared learning.

3. Investigate the practice and effects of interprofessional education and
shared learning in contrast to the separate approaches, from the
perceptions of student teachers, newly qualified teachers, experienced
teachers, teaching staff involved in the teacher preparation programmes
and education managers within nurse, midwifery and health visitor
education.

4. Investigate how the teachers of health and social care professionals
viewed, experienced and evaluated interprofessional education and shared
learning.

4.2 Choosing a Design for the Research

At the onset of this study, there were various reported research methods, which

had been applied to IPE and shared learning milieu. These methods included

action research, evaluations, surveys, case studies and experimental and quasi-
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experimental methods. Most of the studies focused on educational initiatives of

varied duration or at different academic levels (Leathard 1992). Some reported

studies were specific to a specialist area, for example, learning disability (Mathias

& Thompson 1992). Others referred to multidisciplinary practice or collaborative

work (West & Pillinger 1996; West & Slater 1996). Thurgood (1992a) surveyed

health care professionals' attitudes towards multidisciplinary learning and

included a number of teachers in the sample. Others also included teachers in

their sample, for example, Munn and Morrison (1984), Freeman (1991),

Weinstein (1993) and Vanclay (1996). Buttigieg (1990) examined the

requirements for teacher preparation and career pathways for nurses, midwives

and health visitors from a unidisciplinary perspective.

The major contributions to teachers' perceptions from a UK perspective have

been Jones (1986), Jones (1992) and Tope (1994). Ostensibly, interdisciplinary

learning or shared learning was used to signify learning together to work

together. The conclusion drawn from the literature was that the small sample of

teachers included in the earlier study (Jones 1986) resisted shared educational

developments, whereas a different larger sample later on showed positive

attitudes to shared learning milieu for interdisciplinary education (Tope 1994).

However, none of these studies were designed to examine teacher's perceptions

alone.

The research design for the present study adopted the principles of the

illuminative evaluation tradition (Parlett & Hamilton 1972) to take account of the

wider context of IPE and shared learning in teacher education and IPE
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programmes. This type of evaluation is primarily concerned with description and

interpretation rather than measurement and prediction. Consequently, it offers an

overview of the wider context within a learning milieu. The assumption was

taken that the learning milieu was the:

Social psychological and material environment in which students and
teachers work together (Parlett & Dearden 1977 p14).

In assuming this definition, it was anticipated that the data would reveal a chain

of relationships involving social, cultural, psychological and institutional

variables. Different techniques were used to interpret a plethora of questions from

various perspectives (Parlett & Hamilton 1972). Accordingly, it was possible to

use a triangulation approach to data analysis for the three surveys (Denzin 1970).

4.2.1 Evaluation of IPE

Barr et al (1999) have initiated systematic reviews of evaluations of

interprofessional education. The researchers used the Effective Practice and

Organisation of Care (EPOC) criteria. This is a derivative of the Cochrane

Review system. The difference is that the EPOC deals with topics outside of the

strict biomedical arena and includes evaluations of professional interventions

such as education, and organisational interventions aimed to impact on client

care. The systematic review group examined publications in relation to set

criteria. The initial review involved quantitative methods applied to IPE

evaluations. The researchers concluded that only nineteen evaluations met the

criteria. The results of a parallel systematic review of qualitative evaluations

resulted in seventy- three selected studies. This review is still on going.
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The conclusions so far indicate that there is a need to widen the methodologies

applied to evaluation of IPE. In addition, the researchers suggest that there is a

need to strike a balance between evaluation of process and outcomes of IPE. The

results established that reporting of research methods applied to IPE is less than

adequate (Barr et al 1999). Moreover, they concluded that:

Educational evaluation ca-n be seen as a political act. In health and social
care a number of bodies, e.g., purchasers, professional and awarding
bodies, each with their own (competing) agendas, participate in
monitoring the work of educational providers. However, it could be
argued that most of this monitoring is concerned with learner
achievement for an award as opposed to changes in their practice
behaviour and its subsequent impact on client care (Barr et al 1999 p32).

4.2.2 Evaluation as a Research Method

This section discusses evaluation as a research method and concludes with the

reasons for choosing multiple methods to evaluate 1PE.

Educational research has had its share of criticism and challenges. One concern is

often that educational research does not possess a distinctive disciplinary

knowledge base, or its own language, exclusive theories or separate

methodologies unlike other disciplines (Mortimore 2000). This is equally true in

researching any profession with an emerging body of knowledge for example

some professions allied to medicine. Mortimore (2000) whilst valuing this

heterogeneity as a benefit sees it as a challenge to create a common frame of

reference. The major tasks of educational research in Mortimore's (2000)

discussion can be summarised as:

1. To conceptualise, observe and systematically record events and processes to

do with learning
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2. Analyse such observations, to describe accurately their conditions, contexts

and implications

3. Publish accounts drawing on existing theory or emerging theory that wilL in

turn be influenced by the work

4. Further educational improvement

The same conditions could be applied to evaluation as a research method and in

particular to evaluation in educational research. Evaluation methodology has

several on going debates surrounding such issues as classifications of evaluations

(Rossi & Freeman 1993), paradigm stance (Patton 1990) and the purpose and use

of different evaluative methods (House 1978). Hamilton et al (1977) provide a

historical view of evaluation as a research method. More recently, Rossi &

Freeman (1993) have suggested that evaluations differ according to the type of

questions asked, whether it is a new or established programme, and the decision

making process the evaluation intends to inform.

Evaluation designs tend to take the form of models that reflect a particular

method or an approach to a specific evaluation problem (Hopkins 1989). House's

(1978) taxonomy includes eight models; systems analysis, behavioural objectives,

decision making, goal free, art criticism, accreditation, adversary and transaction.

Hamilton et al's (1977) six overlapping models gave an overview of evaluation in

Britain at that time. These were:

1. The classical (agricultural-botany) research model
2. Research and development (industrial) model
3. Illuminative (anthropological) model
4. Briefing decision makers model
5. Teacher as researcher (professional) model
6. Case study (portrayal) model
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Since then several other classifications have developed which reflect evaluation

within different philosophical paradigms ranging from experimental,

judgemental, pragmatic, responsive constructivist, pluralist to realistic (Redfern

1998). Some of these approaches reflect concerns such as the stance or position

taken by the evaluator.

We should not elevate the importance of models unduly... there is a need
to integrate evaluation and development and to empower evaluators
through the acquisition of skills rather than inducting them to models
(Hopkins 1989 p.28).

In utilisation focused evaluation, Patton (1997) takes the premise that evaluations

should be judged by their actual use. Patton argues for an evaluation facilitator to

work with intended users.

Utilisation focused evaluation does not advocate any particular
evaluation content, model, method, theory, or even use. Rather, it
is a process for helping primary intended users select the most
appropriate content, model, methods, theory and uses for their
particular situation (Patton 1997 p22).

Hopkins (1989) concluded that by distinguishing between evaluation of for, and

as, it is possible to stress the fact that different purposes dictate different

methodologies and therefore have different outcomes. Patton (1990) examined

qualitative evaluation and research methods appropriate to different purposes of

evaluation such as process evaluation where the focus is on how something

happens rather than the outcomes or results.

Quantitative approaches can produce uniformity of measures in comparisons

across programmes but qualitative measures can illustrate differences and

uniqueness between programmes. When national programmes are implemented
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locally, there are often variations in implementation and outcomes that cannot be

captured or measured with standardised scales. This requires a focus on diversity

(Patton 1990).

Patton (1997) claims that with accumulative evidence of exemplary quantitative

and qualitative approaches to evaluation, the focus of debate has shifted from

rigid adherence to either a paradigm of quantitative/positivist versus qualitative

/naturalistic to methodological appropriateness.

Multimethods, or integration of both quantitative and qualitative methods, have

gained respect in the wider research world (Creswell 1994) and objectivity and

subjectivity are sometimes replaced by fairness and balance (Patton 1997).

Whichever paradigm the researcher chooses, according to Patton (1997) there are

three primary uses for evaluation which are described as to judge merit or worth,

improve programmes or generate knowledge. This suggests that strength of

research is not judged by adherence to a particular paradigm only, it is also

determined by the adequacy and accuracy of whatever method or methods are

applied within the context of purpose, time, and resources (Patton 1997).

The literature review used to inform this study highlighted the dearth of evidence

in relation to teaching IPE and a lack of continuity in terminology applied to the

concept of IPE. The use of multimethods to evaluate a development where there

is still modest evidence seems appropriate. The researcher has to become

selective and clearly focused in information management and distinctly, define

terminology in reporting findings.
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43 Design of The Study

The scarcity of research on the role of the teacher in IPE and shared learning

environments suggested the need for an overview of the approaches taken using a

theory generating strategy to design and methods. The illuminative evaluation

method was applied to the overall design of the study. This allowed a

multimethod approach to data collection, analysis and conclusions.

The focus was on how JIPE and shared learning functioned as influences upon the

learning milieu and how the people involved in the scheme viewed the

advantages and disadvantages. The research approach also aimed to discover

what it is like to participate within a scheme as a teacher, and to discern and

discuss the most significant features, recurring commitments and critical

processes of an innovation within a such a climate tHamilton et al 1977).

The research design allowed the researcher to pursue three characteristic stages

that aimed to firstly, explore the concept, collect broad speculative data and

become informed about IPE. Secondly, select questions from the data for more

sustained enquiry and develop a framework for the focus of inquiry in the next

stage of the study. Thirdly, the researcher needed to identify general patterns and

interpret them within the broader explanatory context.

The orientation phase involved a full literature review and a series of informal

interviews with key personnel and other researchers involved directly with IPE.

Several discussions took place with members and staff of the Centre for the

Advancement of Interprofessional Education (CAJPE) and personnel involved in
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the European Multiprofessional Education (EMIPE) organisation. The exploratory

stage of the study was a focal point in developing ideas and instruments for data

collection. From previous research, student teachers' and course leaders'

accounts, the concepts that made up attributes of shared learning were identified

through Likert scales. The investigative stage involved data collection, analysis

and conclusion of findings in relation to the nature of IPE.

4.3.1 Overview of Methods of Data Collection

Quantitative and qualitative data was collected through documentary evidence,

structured questionnaires, recorded interviews and recorded telephone interviews

using semi structured schedules. Figure 4.1 shows the stages of data collection,

the sample targeted, the actual number of participants who responded and the

methods used to collect the data.

Questionnaires

Questionnaires were used for the purpose of gathering quantitative data on the

teacher preparation courses and to identify the experiences and perceptions of

new teachers to IPE programmes. This choice of research tool is widely accepted

as valuable in gathering a wide range of data in a short space of time. In addition,

ease of access to a larger sample group, speed of response and ease of analysis

are recognised benefits of this technique (Oppenheim 1992).

The design of , the questionnaires was influenced by the findings from the

literature review and the discussions in the orientation phase of the research.
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Figure: 4.1 Flow chart to illustrate stages of data collection
Stage of Study	 Data Collection	 Number	 of
_______________	 _________________________________ Participants (n)*
Familiarisation	 Literature review,
Phase	 Consultation with key personnel 	 Various

Informal discussion with course
teachers and students

_____________	 Developing and piloting instruments

Questionnaire (1) circulated (n17) to n12
Course Leaders at all ENB Approved

Survey One	 teacher preparation centres.

1994	 ________________________________ ___________________

-) Interviews	 n =5
In-depth interviews with Course
Leaders in selected centres

Survey Two	 -	 Questionnaire (2) circulated to n =58
students (143) who had completed
teacher preparation progranunes in

1994-1995	 selected centres	 _____________________
______ — 4.	 ________

-	 Interviews	 n=17
Telephone interview with newly
qualified teachers from the 5 case

_______________ 	 study centres	 _____________________
_________	 40	 _____________

-	 Interviews	 n=12
Telephone interview with
mentors (n=8) and managers (n=4)

_____________	 in colleges of nursing and midwifery _________________

Study Three	 -	 Questionnaire (3) circulated to n246
teachers (n=825) of health & social

1996-1997	 - care professionals	 -

*'fl1.j column denotes the actual number of participants in the study

Interviews

Discovering the views of participants is crucial to assessing the impact of an

innovation in illuminative work. Hamilton et a! (1977) note the difficulty of

interviewing every participant and stress the need to ensure that appropriate
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information is sought from informants or particular groups who have a particular

insight into the area of study.

The method of conducting the interviews was considered carefully. Initially, tape

recorded interviews were held with participants. As the project progressed it was

decided to use the telephone interview as a geographically convenient means of

gathering data (Field & Morse 1985). The advantages of telephone interviews

include quick response to questions, low refusal rates and the possibility of

reaching a large geographic sample (Cassiani et al 1992). Another cited

advantage of telephone interview is the reduction of bias because close contact is

not possible (Hash et al 1985).

4.3.2 Validity and Reliability

One of the criticisms of illuminative evaluation is the possibility of subjectivity

and a lack of reliability and validity of the findings (Hopkins 1989). The research

design reflected an inductive approach in which the development of each stage

was driven by the findings from the previous stage for the purpose of

crosschecking and more in-depth exploration. In so doing any initial subjective

perception was teased out and this gave a degree of validity (Hopkins 1989).

Construct validity was determined by establishing a chain of evidence, using

multiple sources of evidence, refining terminology through the developmental

stages, using key informants to review drafts.

The multimethod approach to data collection and the use of triangulation made it

possible to compare and contrast data from the same and different sources. This
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added reliability and construct validity to the findings (Cohen & Manion 1994;

Kimchi et al 1991).

Efforts were made to review the content of taped interviews through transcribing

the data and following a path of analysis. The coding of variables and a purpose

built ACCESS computer programme database helped to confirm the findings of

qualitative data. The computer-assisted analysis is discussed in more detail in

section 4.8.1.

The collection of data at different stages helped in seeking alternative

explanations and examining internal validity. The inclusion of many institutions

was meant to increase the external validity of the study through cross-site

analysis. However, within a national context a major weakness lies in the

practicalities of comparing different learning milieu within the wider	 -

geographical span while accounting for the various models of IPE that may be in

operation.

4.4 Selecting and Piloting the Research Measurement Instruments

The data collected in the initial orientation phase facilitated the design of the

research instruments used in the first stage of the study and informed the

subsequent development of the methodology. A centre that had delivered teacher

education within a multi-professional culture for many years was chosen for the

pilot work. Teachers and the course leader acted as reviewers and advisers for

measurement instruments for survey one. A student teacher focus group (n=18)

helped to identify possible themes for interviews and assisted in critically
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reviewing the measurement tools for survey two. Piloting of the questionnaire for

survey three was undertaken in relation to the outcomes of previous data

collection and alterations were made accordingly.

4.5 Survey One

ENB approved Teacher Preparation Centres

This survey aimed to

Identify the extent of interprofessional education and shared learning in
ENB approved programmes for teacher preparation.

Data collection involved two developmental stages. Stage one was a survey of all

the centres preparing teachers in nursing, midwifery and health visiting in

England. Questionnaires (Appendix 1) were sent to 17 teacher preparation centres

and 12 were returned. The intentions were to use the findings from the

questionnaires to identif' two centres that had a high orientation to shared

learning and two that had a low orientation to shared learning for the purpose of

comparison. However, the patterns in responses to the questionnaire of the study

meant that it was not possible to discriminate. In this event the level of

homogeneity in the groups was such that it was decided that five centres would

be used as case studies for the next stage of the research as a more focused

approach was required to achieve the next aim which was to:

Examine the content and context of these educational programmes of
preparation of teachers in relation to interprofessional education and
shared learning.

This stage involved in-depth interviews (Appendix 2) with the course leaders of

five centres for teacher education. The purpose of these interviews was to explore

96



issues that had been raised in the analysis of the questionnaires in the previous

stage and to inquire further into the process involved in shared learning in the

teacher preparation centres. Interviews were taped to ease interaction between

researcher and interviewee and to accommodate analysis later on.

Data analysis of survey one involved descriptive statistics and where possible

inferential nonparametric statistical analysis of quantitative data. The database

used for the analysis was SPSS. The content of interview data was analysed,

transcribed, coded and categorised in accordance with the principles of

qualitative analysis in which emergent themes were identified (Miles &

Huberman 1994; Beck 1994; Field & Morse 1985).

46 Survey Two

New Teachers

This survey aimed to:

Investigate the practice and effects of interprofessional education and
shared learning in contrast to the separate approaches, from the
perceptions of student teachers, newly qualified teachers, experienced
teachers, teaching staff involved in the teacher preparation programmes
and education managers within nurse, midwfe,y and health visitor
education.

This survey involved a second questionnaire (Appendix 3). This was derived

from the survey of course leaders and distributed to teachers who had recently

completed the teacher's preparation courses in the five case study centres. The

purpose of this was twofold. Firstly, to explore the new teachers views of their

experience of shared learning in their teacher preparation programmes. Secondly,

to explore their views on, and extent to which, they were able to apply the
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principles of shared learning in their present role as teachers of nursing,

midwifery and health visiting.

Questionnaires were sent to 143 newly qualified nurse teachers. The

questionnaires were circulated through the course leaders for distribution to the

student cohorts in each centre. The number of questionnaires circulated to each

centre reflected the attendance records at the time of the study (8, 20, 25, 40 and

50 questionnaires respectively). Questionnaires were sent to the total cohort in

four centres. One centre had fifty questionnaires distributed to represent 10% of

total cohort of 500 students. In total, sixty (42%) questionnaires were returned

and two were omitted from the analysis due to incomplete data. Consequently,

the analysis of the questionnaire reflects 58 completed questionnaires (40%).

The largest number of non returns were from the centre with the greatest cohort.

It was noted that a large number of the student teacher group at this centre were

non-health professionals who may account for the low level of return. The sample

was obtained through contact with the course leaders at each site, therefore the

researcher was not privy to the participants' personal details or able to send

reminder letters.

The next stage involved telephone interviews using a semi- structured interview

schedule (see Appendix 4) with 17 new teachers who had completed

questionnaires and were willing to be interviewed. The new teachers were asked

to indicate if they wished to be contacted for interview. Subsequently this was

98



followed by personal contact to arrange a mutually convenient time at which to

conduct the telephone interview.

Finally, established teachers working as mentors (n=8) to the new teacher group

and managers within the colleges (n=4) participated in telephone interviews.

These were qualified for a number of years and working as either mentors to the

newly qualified teachers or educational managers within the colleges in which the

newly qualified teachers were employed. Snowball sampling was used to identify

if they were willing to be interviewed and to suggest appropriate times to suit

their schedule (Appendix 5).

4.7 Survey Three

Health and Social Care Teachers in Interprofessional Education

This survey aimed to:

Investigate how the teachers of health and social care professionals
viewed, experienced and evaluated interprofessional education and
shared learning.

This survey aimed to determine how teachers interpreted interprofessional

education and shared learning initiatives at post- qualifying level within specified

IPE programmes. CAIPE had commissioned a national survey to identify and

classify IPE programmes and the results were entered into a CAIPE database that

can be revised and augmented regularly (Barr & Waterton 1996). Access to the

database was obtained through the Director of CAIPE.

This national survey identified 455 interprofessional initiatives in the United

Kingdom (UK). Two hundred of the initiatives were of more than two days
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duration. Each entry held a record of the name of the initiating organisation(s) the

region in which the initiative was held, the academic level, the title, the length,

the year first held, the mix of professions amongst participants, and the name and

address of a contact person.

The database was used to select a sample of interprofessional initiatives at post-

qualifying level. The criteria for selection were based on:

• post-qualifying level
• length of the initiative (5 days minimum)
• inclusion of two or more health/social care professional groups within the

learning environment.

The sample produced 119 (26% of total sample) interprofessional initiatives. This

sample was examined in relation to the number of different health professionals

who were included in the same learning environments. The nursing Register is

categorised in relation to additional qualifications such as health visiting and

midwifery. Because of the uniqueness of midwifery in relation to nursing, it was

decided that midwives should be classified as a separate profession.

Table 4.1 shows how categorises were formed to identify the number of

initiatives and number of professions within these initiatives. 	 -
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Table 4.1	 Categonsation of Interprofessional Initiatives
Category	 Number of professions Number of Initiatives

1	 1	 9

2	 2	 25

3	 3	 25

4	 4	 22

5	 5	 15

6	 6	 10

7	 7	 10

8	 8	 1

9	 9	 1

10	 11	 1

Total	 119

The highest number of initiatives resulted in nine programmes that had only one

professional group involved and was classified as category one. Analysis of this

sample identified that these cohorts consisted of nurses from all branches of the

profession and included health visitors in all but one of the programmes.

The breakdown of category two identified 25 courses with two professional

groups of which 16 were nurses and social workers learning together. In addition,

one of the programmes included nurses and all other professionals allied to

medicine without specification. In category three, 12 of the total number of

courses included social workers, nurses and one other professional group. From

category four onwards, the sample contained varied combinations of health

professionals, voluntary workers customers of health care and carers. Within four
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categories respectively, there was one instance where more than and/or all

professionals allied to medicine could be included. However, the actual

professions were not specified. Based on this assessment of the sample, it was

appropriate to target all categories including one that included only nurses, with

the proviso that the programmes could accommodate interprofessional groups.

The programmes within the sample consisted of 23 at master level, 11 at degree

level and 19 carrying the title of diploma. The remaining sample did not specify

level according to title. The time span varied from just within the criteria of five

days to three years. The most frequent time span of interprofessional educational

initiatives was 6-21 days. The introduction of modularisation and variations in the

length of semesters within higher education made it difficult to do comparisons

between initiatives. The same institution was responsible for delivering more than

one of the courses, which meant that 73 distinct institutions were recorded in the

sample.

The database gave a contact name for each initiative, however, 20 people were

named for more than one initiative. This resulted in a baseline sample of 99 key

personnel as contacts. Letters were posted to these key personnel informing them

of the research, including the definitions used, and requesting permission to

distribute questionnaires (Appendix 6) to teachers at the institutions. These key

personnel were asked to either assist with distribution of the questionnaires or

alternatively, to suggest the names of the teachers who were involved in

interprofessional education. A guarantee of confidentiality in dealing with all

information was given at this stage. The co-ordinators were asked to express their
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willingness/unwillingness to give permission and assistance with distribution of

questionnaires and a stamped addressed envelope was included. Consequently, if

permission was required from any other source this was identified and followed

up.

A response was received from all 99 personnel either in written form or by

telephone contact. Eighteen key personnel stated they were unwilling or unable

to give permission to access teachers or distribute questionnaires. Their reason

were as follows; three stated that the programmes were not running, ten gave

their rationale for not including their programme(s) as either, a mismatch to the

set criteria or that access was not viable due to mergers and for changes occurring

within their establishment. Two were unwilling to participate without stating a

reason. However, this group offered six other contact names.

The study included 117 initiatives that matched the criteria for selection from the

database. Questionnaires (825) were distributed to 86 key personnel for

completion and/or distribution. Returns were received from 302 (37%). From this

number 56 (18%) were not completed, resulting in 246 responses included in the

study.

4.8 Data Analysis

Data collected in the course of this study was analysed using both quantitative

and qualitativç techniques. Figure 4.2 shows the overall data collection and

analysis strategy.
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Figure: 4.2 Methods of Data Collection and Analysis
Stages of Study	 Data collection	 Number	 of Data Analysis
_________________ _______________________ Partidpants	 ______________
Survey One

Questionnaire (1) 	 12	 Descriptive
non-parametric
statistics

________________ Interviews Course Leaders 5 	 Content analysis
Survey Two

Questionnaire (2)

	

	 58	 Descriptive
non-parametric

_________________ _______________________ _____________ statistics
_________________ Interviews new teachers	 17	 Content analysis
_________________ Interviews mentors	 8	 Content analysis
________________ Interviews managers	 4	 Content analysis
Survey Three

Questionnaire (3)	 246	 Descriptive
non-parametric

Teachers	 to	 IPE	 statistics
prograimnes

__________________ _______________________ _____________ Content analysis

4.8.1 Computer Assisted Analysis

At the early stages of analysis, the researcher experimented with different

statistical computer databases such as EPI and Paradox for Windows. Problems

were encountered with the compatibility of software and transferability of files.

The SPSS database was selected for quantitative data for survey one and two and

this qualitative data was analysed independent of computer software. A large

sample was anticipated for inclusion in survey three, consequently it was

anticipated that the qualitative data would be harder to manage.	 -

The ACCESS database was chosen to overcome this problem. The development

of a custom tailored database took several steps. One of the fundamental steps

was determining , and developing tables to avoid duplication so that updating

would occur in one place only. Each table had to include a set of fields to identify

each record uniquely. The next stage was to develop relationships between the
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tables and test the design with sample data. Following refinement it was possible

to enter the data. The database was structured in two levels as follows:

Level One:	 Organisation	 Contact	 Questionnaire ID.

Level Two: Questionnaire Type

This means that level one information can be used to input other data at any time

at level two. The advantages of the custom built database were:

1. Data could be linked to give individual or grouped data

2. New data entries are automatically linked to the completed analysis

3. Qualitative data could be clustered to relate to research questions

4. The database can be used for future data collection

5. Data could be linked between ACCESS and EXCEL databases to formulate

statistical analysis.

6. Visual display of all data types can be accomplished through both databases

using forms and reports.

At the onset of this thesis, the SPSS was the only database available to the

researcher to undertake quantitative analysis. The researcher found that the

formation of visual displays and importing of such was cumbersome and in -

particular, when data was entered it remained static and updating or linking of

further data for analysis was not simple. To overcome this problem the EXCEL

database was used for quantitative data analysis in survey three.
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4.8.2 Quantitative Data Analysis

The quantitative components of the questionnaire were subject to a range of

descriptive and non parametric statistical tests. The first step in organising the

data was to readdress the type of measurement scale for each of the variables

considered in the questionnaires. The next step was to examine each variable

separately for suitability for univariate analysis, for example demographics and

group composition, or multivariate analysis such as attributes of shared learning.

The questionnaires were designed to provide a profile of the curricula and the

groups who shared learning environments. They contained nominal and ordinal

data to facilitate completion of a relatively large set of data and to allow

quantitative measurements in data analysis. Scales of precisely 10 points and

attitudinal scales were used to extract the participants' perceptions of shared

learning and to compare the results across questionnaires.

Triangulation of data analysis from the viewpoints of course leaders, student

teachers, newly qualified teachers, and other teachers was achieved using

descriptive statistics on nominal and ordinal data, and in comparisons across

descriptive accounts within the themes presented in the qualitative findings. -

Independent sets of data were subjected to cross-analysis of variables using the t-

test for independent samples and correlation coefficients to identify the

significant level of association between scores. Spearman' s correlation

coefficient was used to examine associations between scores. The nature of non-
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parametric data and the low response rate in some components of the study

inhibited any further statistical analysis.

4.8.3 Qualitative Data Analysis

The introduction of an innovation such as interprofessional shared learning has

created interest nationally and many educational programmes have been

implemented. Research has been carried out on many of these programmes with

reported accounts of evaluative methods. However, the outcomes of research are

constrained by where we look and how we look (Aldag & Seams 1988).

Bryman & Burgess (1994) summarise the difficulties in analysing and reporting

qualitative data. In congruence with their views, the researcher adopted a

framework that aims to articulate the processes involved in developing themes

from the data with a systematic structured approach. Drawing on the methods

applied to qualitative data analysis (Beck 1994), the data was transcribed, coded

and categorised in accordance with the principles of qualitative design.

'The Framework' described by Ritchie & Spencer (1994) was chosen as the focus

for structuring and organising the analysis. This approach was particularly apt to

combine the innovation properties and the structure, process and outcomes

surrounding the assessment, planning, implementation and evaluation of]PE. The

research questions in data collection fitted the context of contextual, diagnostic,

evaluative and strategic categories (Ritchie & Spencer 1994). At the

familiarisation/orientation stage, It allowed the researcher to become familiar
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with the range of responses and the variability of responses. The ACCESS

database was extremely valuable in clustering qualitative data.

Developing a conceptual framework to sort, code and map patterns was not quite

so straightforward as no previous work in this area could be replicated.

Accordingly, a model to assist in data analysis was derived from other

researchers' reports.

Dunkin & Biddle (1974) devised a conceptual framework for the study of

classroom teaching. This model has the classroom as a focal point (process

variables) with three sets of variables that influence the classroom events. Firstly,

variables associated with the teacher are called presage variables, which signify

the teacher's formative experiences, teacher training experiences, and teacher

properties. The latter includes traits such as personality, knowledge and skills.

Secondly, the variables associated with the student group(s), the classroom and

community contexts are known as cOntext variables. Lastly, the variables relating

to the outcomes of education are known as product variables. Tuohy (1999 p137)

relates to these aspects as:

. Product: the way in which learning is defined

• Process: the motives and strategies used by students to engage in learning. It
also refers to the way in which teachers motivate students to learn, and how
they teach them about learning.

• Presage: the context of learning, based on the personal dispositions of the
learner and the institutional context of how learning is organised and valued.
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This framework is a useflul tool in data analysis, however there were limitations

in using this model to analyse the qualitative data in this thesis. The problem lay

in using a framework that only applies to the teaching and learning context when

the innovation itself, IPE, also requires analysis within the context of teaching

and learning.

More recent teaching and teacher evaluation profiles have been channelled

through quality audit and assessment within higher education. Aylett & Gregory

(1996) evaluated the available tools and suggested that there are four major

components to evaluating teaching in higher education. These were described as,

the approach to teaching; the delivery of teaching; outcomes of teaching; and

recognition of the academic. It is suggested that these four components should be

evaluated within the institutional context.

In contrast to Dunkin & Biddle (1974) these construct profiles address teaching

variables only. However, these frameworks have a common ground, that is, they

address the structure, process and product model. The latter seemed insufficient

to set the innovation in context so it was decided to use a combination of tools to

create the conceptual framework.

Similarities in variables used in Dunkin & Biddle's Model (1974) were noticed in

the examples for sorting and coding given by Miles & Huberman (1994). These

were used as the basis for the model of analysis with the extension of components

from Aylett & Gregory's (1996) work, along with other components from the

literature used in the background to the research questions.
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The completed framework for coding and sorting data is demonstrated in Figure

4.3. This framework shows the identified variables against the contextual,

diagnostic, evaluative and strategic categories formed for the questions posed

within the research. The specific research questions on IPE and shared learning

were categorised for each stage of the study. The questions at the familiarisation

stage reflected the contextual or the form and nature of what existed. The

exploratory, or investigative stage, involved the diagnostic questions to identify

the reasons for, or causes for what existed while the explanatory stage focused on

the effectiveness of what existed. The final stage of the study sought to review the

situation and the questions posed reflected the strategic context of IPE and sought

to iden4fy new theories.

Once coding and sorting and charting of data was completed the researcher

sought to define concepts, map the nature and range of phenomena, develop

typologies, find associations and explanations, and develop strategies for policy

implication. The final stage of data analysis combined the results from

quantitative and qualitative analysis to structure a picture of IPE and the role of

the teacher within the context of such.
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Figure: 4.3	 Framework for Data Analysis _________ ______
________________________ Contextual	 Diagnostic	 Evaluative	 Strategic

Form : and Reasonsfor or causes Effectiveness of Identifij
nature of what for what is	 :	 What isis	 new

________________________________ exist	 : ... .:.........5	 theories
Institutional Context	 .: . . ..	 .

1 Background Institutions
Teacher Education Institutions	 :. ...........i.	 :	 .:.. ::	 .•.......

Colleges/Schools of Nursmg & Midwifery
Universities & Other Departments	 5:..:. :	 ... ::::...• .....: i::::: 	 ..	 . ..

2 BackgroundAcadenuc
Teaching within the Institutions 	 ::::.	 :::S::::.....::: ..: ::..
Approach to Teaching and Learning
Management of Teaching
Evaluation of Teaching and learning
Recognition of role of teacher 	 .5.: ..........:	 s	 .

Innovation Properties (IP)	 ::...::::.... :::::: 	 .: .....................	 _______
IP Orgamsation
IPDefinition	 ::.:	 .........:.	 .....: :.............	 .:.

IP Components	 .;	 :::: .:: :.	 ::	 .:.::
IP Ideology	 s:........ .	 .
IF Objectives
IP Promotion	 :::.:::::..:: :.:::.::.::.:.:	 : ....
IP hnphed Changes-Classroom
IP Imphed Changes Practice
IP Implied Changes Organisation 	 sr .:	 ... .......

External Context ()	 .......	 ..: ...:.: ...: ...
EC Demographics
ECCurriculum Structure	 .:: .............	 .	 .....:	 •:.	 ..
ECIPE Framework	 .::::.: :.:.:. .5::. .............. . .......
EC Collaboration	 :	 .:	 ::s:s	 .

EC Partnership	
5. ................. .....	 ::s:.......S

InternalContext (IC)	 ....................:	 .	 ::.

IC Teacher Formative Expenence
IC Teacher Formal Preparation	

:	 5 .......:.:: :. .......

IC Teacher Properties
IC Student Entry Behaviour
IC Student Preparation
IC Structural Aspects of Group	 ..: 5::.	 .
IC The Environment
IC Policy Implication 	 . ...:.:	 .: :......:	 ..

AdoptiveProcesses (AP) 	 : .	 .	 ____________ _________
APMotives	 .............. ...	 . ..
AP Typology ofTeacher	 s::................ 55. 5:1 S	 ..:
AP Teaching Models	 . .::. ..........::

AP Teaching Strategies	 .:..... . .:: ....... .. :	 .
AP Types of Learning 	 . 1.. .	 .	 .
AP Learning Models	 ... ::: .........•:	 5:	

.:

APGroup Processes	 .................	 .
AP Dynamic between Groups 	 ..	 .
AP Social Influence in Groups	 . ........ : S.	 1: ...........:•	 :	 ...
AP Theory Practice Links	 .	 . ::
APRole Identity	 ...................	 :	 ..
AP Co-operation and Copflict	 :. ........:	 ::::..:
Site Dynamics and Transformation (FR) ...
TR Changes in Innovation	 .. .. . ....	 .
TR Effects on Organisalional Practice 	 .
TR Effects on Organisatiotial Climate	 :•• ......... . . .
TR Effects on Teaching & Learning	 :............	 .	 . .	 .
TR Benefits & Barriers in Implementation	 .

New Configuration & Ultimate Outcomes
())	 .. .. ... ________ ______ _____
NCO Needs & Challenges for Innovation 	 . ..
NCO Shifting the Paradigm for IPE 	 .	 .
NCO Implications for Collaboration 	 .
NCO Policy Implications
NCO Professional & Interprofessional
Perspectives	 .
NCO Models & Challenges	 .
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Chapter 5

Quantitative Data Analysis

Introduction to Chapter

This chapter discusses the results of the data from the three surveys. Initially,

results from the questionnaire to course leaders within the teacher preparation

centres are outlined. The next section discusses the results from an evaluation of

the new teachers' perceptions of their teacher preparation in these centres. In

addition, the questionnaire identified their role and impressions of shared learning

when they took up employment afterwards. The final section is an analysis of the

data retrieved from the questionnaire to teachers who were involved in IPE in

higher education. A comparison of results from the three surveys concludes the

chapter.

5.1: Survey of Institutions for Nurse /Midwifery /Health Visitor

Teacher Education in England

Teachers of nurses, health visitors and midwives are more closely aligned to

schoolteachers than any other teachers in health or social care professions in that

they are obliged by their statutory body to qualify and register as teachers (UKCC

1988; 2000). The centres that participated in this study were validated by the ENB

as centres for nurse, midwifery and health visitor teacher education. From a

historical viewpoint, health visitors and midwives were restricted by the nature and

availability of preparation courses for teaching within their own discipline and

several anomalies surrounded the structure of programmes, in particular the
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generic nature of a nursing qualification, Health visitors had to abide by certain

policy regulations to obtain both Registered Nurse Teacher (RNT) and Teacher in

Health Visiting awards. This meant an extra 40 days practice in nursing education

and attending two practice settings. Later on, centres began to facilitate courses

that awarded a teaching qualification specific to specialist areas of professional

practice. Changes in policies for the preparation of health visitor teachers were

welcomed. The National Boards for England, Scotland, Wales and Northern

Ireland validate and monitor programmes for nurse's midwives and health visitor

teacher education on behalf ofthe UKCC.

The ENB Educational Policy Research and Development Department sought

guidance on the relevance and appropriateness of shared learning for teacher

preparation and recommendations of models and definitions of 'good practice' in

shared learning for teacher preparation. The next section examines the data from

Survey One. The data in this first survey was used to inform policy makers (ENB

1 995b) on shared learning in teacher preparation programmes. The data is

organised to identifj' the structure and policy of education for student teachers, the

processes as viewed by the programme leaders and their perceptions of results.

The questions were framed around certain categories which are outlined in Figure
5.1.



Figure: 5.1	 Questions for Survey One
The questions were framed around the following categories:

• Nature of the programme(s)/curriculum content/group composition
• Promotion of shared learning
• Objectives/Goals for Innovation
• Collaboration/Validation
• Preparation of staff and students
• Perceptions of staff and students
• Evaluation of shared learning
• Benefits and Barriers
• Open comments

5.1.1 ENB Structure and Policy of Teacher Education

In 1993, the ENB began the task of gathering data towards workforce planning

requirements for teachers. The aim was to assess best practice in funding teacher

education for nurses, midwives and health visitors. At the time the national picture

showed a decLine in demand for newly qualified teachers. Predisposing factors

were the imminent amalgamation of Colleges of Nursingflvlidwifery and the

integration of these Colleges into Higher Education.

The ENB (1993) documentation identified varied programmes for nurses,

midwives, health visitors, district nurses and occupational health nurses to obtain a

teacher qualification through part-time and full-time programmes. These

programmes were delivered through Universities, with three exceptions where the

lIE institutions had yet not gained the title of University. On successful completion

the professionals could register their qualification with the ENB. Figure 5.2 shows

the type of programmes on offer within 20 institutions.
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Figure: 5.2: Programmes Validated by the ENB (1993) for Teacher Qualification for
Nurses, Midwives, Health Visitors	 ______ ___________ _______________
Type of Programme	 College/	 Length Mode	 (F) Profession

University years Full time P
__________________ _______ ____ (Part-lime) __________
Certificate Education	 A, B, C, D, E	 1	 F	 Midwives' district nurses

2	 P	 midwives
____________________________ ____________ 2	 F/P Sandwich	 midwives
Cell .Education (FE)	 F	 2	 P	 midwives
Ceit .Education Teachers	 G	 1	 F	 Health visitors
Diploma in Mutt Education 	 H	 1 ____ F	 midwives
B.ANursing Education	 J	 4 ____ F/P	 Health visitors
B.A (lions) Nursing Education Studies 	 K	 2 ____ p	 _____________
B.A. Combined Studies of Health & D 	 2	 P	 Midwives
Education_____________ - _____ _____________ __________________
BA Midwifery Education 	 !________ ____ F/P	 Midwives
B.A (lions) Midwifery with Education	 L	 2 ____ F	 Midwives
B.A (Hons) Midwifery Education Studies K 	 2 ____ P	 Midwives
BA (Hons) Health Care Professions 	 M	 2 ____ F	 Midwives
B.A(Hons) Nursing with Education	 L	 2 ____ F	 ______________
B.&L (Hoes) Nurse Teachers	 N	 2 ____ F	 _____________
B.EL Teachers of Midwifeiy	 D	 2 ____ P	 Midwives
B.Ed. (Hoes) Teachers of Nursing 	 D	 2 ____ P	 _____________
B.Sc. (Hoes) Nursing with Education. 	 o, p	 2	 p	 Health visitors
______________________ _________ 3 	 F	 district nurses
B.Sc. (lions) Nursing Education	 J,Q	 2	 F	 _______________
B.Sc. (Hoes) Education Studies 	 E	 2	 P
________________________ E	 4tenns F	 ______________
B.Sc. (Hoes) Nursing Studies Teaching R	 2	 P
& Learning Option	 _________ _____ _________ ____________
B.Sc. (Hoes) Nursing with Education	 O,P	 2	 P
______________ ______ 3 F	 ________
B.Sc. (Hoes) Midwifery with Education P 	 3	 F	 Midwives
B.Sc. (lions) Education Studies 	 E	 4 terms	 F	 Midwives
Post Graduate Diploma in Education 	 J, M	 1	 F	 Midwives

Health visitors/district
_______________ nurses

Post Graduate Diploma in Adult S 	 2	 F
Education______________ ________ _______________ ____________________
PGCEA	 T	 1	 F	 MidwivesfHealth

visitors/district nurses
occupational	 health

________________ nurses
PGCE	 B, E, U,	 I	 F	 Midwives/	 Health

L,U,D	 2	 P	 visitors
_____________________ E	 4 terms F	 District nurses

Note: To respect confidentiality the institutions are represented by letters of the
alphabet.	 -



Although some programmes were listed specifically for midwives/health

visitors/district nurses/occupational health nurses, it was also stated that all the

programmes listed for nurse teachers were open to them.

Figure 5.2 shows that nurses, midwives and health visitors who wished to progress

to teaching their discipline could qua1ifj through different academic levels. The

Certificate in Education was the most frequent route until concurrent policy

changes (UKCC 1986) introduced Project 2000, diploma level educational

programmes for pre-qualifying education and recommendations that teachers be

prepared at graduate level. These changes accounted for the decline in certfficate

programmes and an increase in validation of Bachelor degrees and above.

5.1.2 Organisational Context for Teacher Education

Out of 20 institutions on the ENB approved list of programmes 17 centres were

running programmes. A comparison between the ENB document and telephone

contact with the centres showed that a new centre had gained validation (W) since

document publication. A postal questionnaire was forwarded to these 17 centres.

Twelve complete responses were returned. It is acknowledged that the sample size

invalidates the application of most statistical testing. Descriptive statistics and

percentages are used to put the variables into context. Non-parametric statistical

tests were used as appropriate for nominal and ordinal data. Any discrepancy in

response to individual statements or questions is due to incomplete data sets when

some respondents did not complete a section.
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FIGURE: 5.3: ENB Validated Programmes Within Teacher Education Centres
Centre	 Progranunes	 Mode:	 Is Shared	 Approximate	 Professions sharing

Full time Learning an % of course	 learning
(F)	 option on this involving
Part time course?	 shared learning
(F)

_____ ______________ M=Mixed _______ _______ ___________
1(B)	 Post Graduate Ceitilicate in 	 F	 no	 15% =60 hours	 Nurses, midwives, all

Education (PGCE)	 BEd students
______ Certificate in Education 	 ______ ________ _________ ______________
2(F)	 BSc (Hons) Nursing with 	 F	 yes	 Not completed	 Nurses, midwives, health

Education	 F and P	 visitors
MScIPost Graduate Diploma

_______ Health Professional Education _______ ________ __________ _______________
3(K)	 BA Nursing I Midwifery with	 P	 no	 Not completed	 Nurses, midwives, health
_______ Education Studies	 _______ _________ __________ visitors
4 (W)	 BA Nursing Education	 M	 Yes	 80%	 Nurses, midwives, health

BSc Nursing with Education	 M	 visitors, BA and BSc
Post Graduate Diploma in 	 F	 No	 students education modules
Education	 F	 yes
Diploma in Nursing Education

_________ and Practice Overseas 	 ________ ___________ _____________ ___________________
5(M)	 BEd (Hors) in Education 	 F	 No	 35%	 Nurses, midwives, health

Studies	 P	 yes	 visitors social workers and
Post Graduate Diploma in 	 others
Education Studies for Health

________ Professionals 	 ________ _________ ___________ _________________
6(U)	 PGCE Health Professional	 F and P	 yes	 100% for health Nurses, health visitors

professionals	 physiotherapists, social
90% share with	 workers, occupational
non-health	 therapists radiographers,

________ ____________________ ________ _________ professionals	 counsellors, chiropodists
7(N)	 BEd (Hors) Nurse Teachers 	 P	 Nurses,

PostGraduate Diploma in 	 P	 yes	 100% (20%) in Nurses midwives, health
Education (Health 	 tutorials)	 visitors physiotherapists,
Professionals)	 social workers,

occupational therapists,
____________ _____________________________ ___________ ______________ ________________ others
8 (L)	 BA (Hors) Nursing/Midwifery P	 Yes	 100%	 Nurses, midwives, health

with Education	 P	 Yes	 75%	 visitors physiotherapists
POCE Nursing	 Pand F	 New course
Post Graduate Diploma/MA

________ Health Professional Education ________ __________ ___________ _________________
9(S)	 PostGraduate Diplom in	 P and F	 Nurses, midwives, health

Education for Professional 	 no	 70% all class	 visitors, physiotherapists,
Health Care Practice	 P and F	 contact time	 social workers,
PostGraduate Diploma in	 occupational therapists

_______ Advanced Health Care Practice ______ ________ _________ (open to aH)
10(F)	 BEd (Hors) Higher Education P and F 	 Not completed	 Nurses, midwives

PostGraduate Diploma Higher
__________ Education	 _________ ____________ _____________ ____________________
11(D)	 BEd	 P	 Yes	 100% both	 Nurses, midwives

PGCE	 P	 yes	 programmes
__________ ________________________	 fUnction as one
12 (J)	 PostGraduate Diploma in	 PTand F	 Yes	 70%	 Nurses, midwives, health

Education (Nursing 	 visitors
Midwifery, Health Visiting) 	 P and F	 Yes	 65%

_______ BA (Hons) Nursing Education ______ ________ _________ ______________
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The programme(s) on offer at each centre are shown in Figure 5.3. The range of

programme titles indicate that, at the centres involved in the study, it was possible

to prepare as a teacher in nursing, midwifery and health visiting by a variety of fill

time and part time routes ranging from degree (nine courses) to Masters degree

(two courses). The number of Post Graduate Diploma (P.G.Dip.) courses matched

the number of degree programmes. One centre (9) cited more than one

programme at this level and four centres (1, 6, 8, 11) noted that they offered a

Post Graduate Certificate in Education (PGCE) programme. This pattern of post

graduate programmes for teacher preparation indicated that nurses, midwives and

health visitors were entering preparation programmes at graduate level.

It was evident from the comments made by the participants that pathways for

teacher preparation were through modular matrix systems now established in

higher education. Figure 5.3 shows that five centres had nurses, midwives and

health visitors only within shared learning environments, however, one of these

centres stated that the potential to share with others was available. When these

professionals shared learning milieu, the named health and social care professions

were social workers, physiotherapists, occupational therapists, radiographers,

counsellors and chiropodists. Some of the programmes were open to all student

teachers from any profession. One centre used the term collaborative learning,

while another centre was in the process of validating four programmes at Masters

level, one of which was interprofessional studies.

Only four centres indicated that shared learning was not an optional factor, instead

it was integral to the programme. Six centres stated that shared learning was
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optional while two centres illustrated that it was programme dependent. Overall,

nine centres indicated that shared learning ranged between 15% of the programme

to 100%.

The situation became more meaningfiul in the answer to the question 'did the

curriculum promote shared learning?' Responses from 11 of the 12 centres

indicated that shared learning was promoted within their curriculum. The nature of

the questionnaire meant that the remaining questions were invalid to the

participant who perceived that shared learning was not promoted. Thus, eleven

centres make up the representative sample in the remaining analysis of this survey.

The questionnaire aimed to identify the number of student teachers undertaking

these programmes. The number of course leaders who could not readily access

this data meant that the results could not be computed.

5.1.3 Objectives for Shared Learning

A number of different objectives of shared learning were identified from the

literature and respondents were asked to rank these in order of their perceived

importance with a score of 1 being the most important and a score of 8 being the

least important. The responses to this scale can be seen in Table 5.1. The nominal

data in this table gives the number of responses to each ranked score. Due to the

sample size percentages are not identified. At a glance, Table 5. 1 shows that that

half of the course leaders viewed effective and efficient use of resources as most

important. The mean scores for each of the objectives above are identified in Table

5.2. These mean scores give an indication of the location of the average scores.
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8
7

Mean Score

TABLE 5. 1: Ranked Scores for Shared Learning Oectives 	 jscale of 1-8j_

Objective Shared Learning Objectives	 Scale
No.___________________ ____

1	 2345678

1	 To develop practical skills 	 0	 0 2 0 1 4 3	 1
2	 To prepare student teachers for 0 	 1 3 3 1 1 0 2
________ future career prospects	 _____ -
3	 To increase interdisciplinary 0 	 2 2	 1	 1	 1	 1	 3
________ understanding and co-operation _____ -
4	 To break down language 0	 3 1 2 1 2 1 1
_________ barriers between disciplines 	 _____ -
5	 To provide effective/efficient 2	 1 3	 1	 3 1
_________ service for consumers	 _____
6	 To provide theory and practice 0	 1	 3 2 2 0 2
________ learning opportunities	 _____ -
7	 To	 produce	 competent 3	 3	 2 2 1 2 0
________ interdisciplinary teachers	 _____ -
8	 To make effective/efficient use 6 	 0 0 0 2 0 1 1
_________ of resources 	 _____
TOTAL ____________________________ 11	 11 11 11 11 11 11 11

(Key to rating scale: 1= most important, 8= least important)

1 AI5L: b. z: mean scores tor uojectuves 01 nareu

Mean Scores for Objectives of Shared
Learning in Course Centres

obji obj2 obj3 obj4 obj5 obj6 objl obj8

Objectives
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As seen from Table 5.2, the three highest ranked objectives (i.e., with the lowest

mean scores), were: to increase interdisciplinary understanding and co-operation;

to provide theory and practice learning opportunities; and to make effective and

efficient use of resources.

Kendall's coefficient of concordance showed only two significant associations

between the ranked scores. A positive association was computed between

increasing interdisciplinary understanding and co-operation, and breaking down

language barriers between disciplines (Kendall's test: df = 9; r = .702 1; p = 0.4

two-tailed test). A negative correlation was computed between preparing student

teachers for future career prospects and producing competent interdisciplinary

teachers (Kendall's test: df= 9; r = -.6042; p = 0.02). A larger sample would give

a clearer indication of common understanding between centres regarding the

objectives of shared learning.

5.1.4 Goals for Shared Learning

Participants were asked to rank in order of importance (1=most important 6= least

important) the following goals for shared learning:

1) Review/credit award systems
2) Develop a curriculum model/framework
3) Enhance teaching/learning strategies
4) Develop teachers for their role
5) Extend shared learning initiatives
6) Promote existing shared learning initiatives
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The mean scores for shared learning goals are outlined in Table 5.3 and show that

the highest ranking goals were to develop teachers for their role and enhance

teaching and learning strategies. A correlation between ranked scores was not

significant as no correlation equalled or exceeded the required statistical value (df

=549). An examination of the data showed an equal number of respondents stated

that their main goal in promoting shared learning was to enhance teaching and

learning strategies and develop teachers for their role. It was recognised that

institutions also had to address cost-effectiveness.

5.1.5 Collaboration

The course leaders were asked to identify who collaborated in the provision of

shared learning initiatives. The results (Table 5.4) showed that the main

collaboration was between representatives of higher education and colleges of

nursing and midwifery. Other organisations who collaborated were the ENB, for

validation purposes, active researchers in professional practice and education, and

professional leaders in the multi-disciplinary health care team, such as

physiotherapists and other paramedical groups. The respondents were also asked

to indicate the nature of the collaboration. As can be seen in Table 5.5 the main

focus of collaborative work was on conjoint validation of programmes. There was

a positive association between conjoint validation of programmes and recruitment

of students (KendalPs test; df= 9, r .7255; p = 0.05, two-tailed test). There was

also a positive association between the scores from those institutions collaborating

in evaluating programmes and the preparation of staff for their role (Kendall's test

df= 9; r = .6 154; p = 0.05, two-tailed test).
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Table: 5.3: Mean Scores for Shared Learning Goals

Mean Scores for Shared Learning Goals

' 6
	 [omean=I

37	 35

goals

TAULI: 5.4	 GouaDoratlng oaies in irovisuon 01 narea earnung
Collaborative Bodies	 Number of

Responses
Service managers/representatives 	 5
Higher education representatives 	 10
Nursing/Midwifeiy professional organisations 	 8
N.CV.Q. (teaching and assessing) 	 0
Others:	 4
ENB (for validation)
Colleges of Nursing/Midwifery.
Researchers in professional practice and education
Professional leaders from different disciplines	 ___________

TAbLE 5.5: Nature or Collaboration tor Sflareu Learning Initiatives
Collaboration	 Number of

Responses
Conjoint validation of programmes	 10
Recruitment of students	 9
Monitoring courses	 9
Assessment of students	 8
Evaluation of courses	 8
Conjoint development of educational policies	 7
Preparation of staff for their role 	 6
Other(s)	 ___________
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5.1.6 Preparation for Shared Learning Environments

Nine respondents stated that teaching staff and students were prepared for their

role in shared learning environments. On a 10 point scale the mean score for

teacher preparation was 5.5 and for student preparation a mean of 6.2, thus

suggesting a level of preparation slightly above the average.

Respondents were also asked to indicate on a 10 point scale how the staff

(teachers) in the teacher preparation centres and students undertaking teacher

preparation courses perceived shared learning. Results gave a mean of 8.3,

indicating that the staff were generally in favour of shared learning, and a mean of

6.6 for students, which also suggested a favourable orientation.

5.1.7 Implementation of Shared Learning

The study aimed to evaluate how shared learning was promoted and integrated

into the curriculum for teacher preparation. Eleven centres promoted shared

learning. Teachers undertaking these programmes had to demonstrate their

teaching ability in the classroom and undergo assessment of the same. Part of the

programmes incorporated the regulations of practice teaching in other

establishments. This meant that student teachers had supervised teaching either in

colleges/departments of nursing and midwifery, and/or partly within further

education colleges.

An indication as to where shared learning is incorporated into the curriculum can

be seen in Table 5.6. Five centres incorporated shared learning into theory and

practice and the remaining six into theoretical aspects only. However, there may
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have been a discrepancy in the interpretation of 'practice' in this instance. This

confusion seems to stem from the terms 'practice in teaching' and 'clinically based

practice'.

The learning outcomes were the same for all disciplines within seven centres. Four

centres had distinct learning outcomes for different disciplines. Different award

systems on completion of the programmes were noted in three centres. The

rationale given for this was that teaching qualifications could be recorded on

different parts of the professional register held by the UKCC. It was also noted

that in some modular type programmes the awards could differ.

The assessment processes were the same for all disciplines within all but two

centres. However it was noted that whilst the assessment processes were the same

in some centres, the actual assignment topics were individualised and negotiated

between tutors and students.

5.1.8 Evaluation methods

Shared learning outcomes were evaluated in nine centres and one centre proposed

to do so in the near future. Participants were asked to rank in order of importance

evaluation methods most salient in the centre. All eleven participants ranked

feedback from students as most important, with feedback from course teachers as

second most important in their organisation. Feedback from clients in clinical

practice was ranked as least important alongside audit reports suggesting that

shared learning was not necessarily planned for practice settings (see Table 5.7).
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One centre viewed all of these as equally important mechanisms. The responses

could reflect that interaction between teachers in educational establishments and

clients in relation to shared learning was not the norm. Feedback did occur

through ENB auditing of clinical placements. Other feedback mechanisms were

through student surveys, evaluation questionnaires at the end of each term,

nominal group technique, faculty yearly monitoring reports and external examiner

reports. Kendall's coefficient of concordance showed no significant association

between scores.

TABLE 5. 6: Integration of Shared Learning in Curriculum
Course Content	 Responses
Theory & Practice	 5
Theory only	 6
Outcomes Same	 7
Outcomes Distinct	 4
Assessment Same	 9
Assessment Distinct	 2
Awards Same	 8
Awards Distinct	 3

TABLE 5.7: Methods of Evaluating Shared Learning 	 __________
Evaluation Mechanism	 Responses
Feedback from students	 11
Feedback from course teachers 	 8
Changes in course teacher's professional performance 	 4
Competency-based outcomes 	 3
Feedback from clients (if shared learning occurs in practice 2
setting)	 __________
Audit reports	 2
Other (s)	 5
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51.9 Summary of Survey One

The survey of the centres preparing teachers of nursing, midwifery and health

visiting served to provide a broad illustration of the way in which course centres

approached shared learning in teacher preparation programmes. This initial stage

of the research targeted all of these centres through a survey design which resulted

in the return of 12 questionnaires. The questions reflected the policy issues of

relevance at the time.

In general, it was concluded that the range of programmes offered within the

centres created opportunity to facilitate shared learning in teacher preparation.

However, most of the programmes reflected multiprofessional education as

opposed to interprofessional education.

The sample of participants (n=1 1) based on a population of seventeen placed

limits on how the quantitative data could illustrate comparisons between findings.

The developmental nature of this evaluation is evident when the analysis of this

survey is compared to the analysis of survey three. The latter included a larger

sample and refinement of variables to accommodate new evidence. This initial

survey was necessary to identify the extent of shared learning in teacher

preparation. The interview data from course leaders in five case studies, chosen to

illuminate the results are discussed in Chapter 6.
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5.2 New Teachers' Impressions Of Their Preparation And Role

The next stage of the research involved a survey of teachers who had recently

completed the teacher programme at the five case study centres. The questionnaire

was designed to generate data in relation to the new teachers' perceptions of their

shared learning experiences on teacher preparation programmes, and to evaluate

the respondents' perceptions of their own teaching role in facilitating shared

learning in their role as new teachers. Questionnaires were sent to 143 newly

qualified nurse teachers. Sixty questionnaires were returned (42%) and of these

two were omitted from the analysis due to incomplete data. Consequently the

results are based on the analysis of 58 completed questionnaires (40%). Figure 5.4

shows categories for the questions in survey two.

Figure 5.4	 Questions for Survey Two (Part 1)

Specific questions for the first part of the questionnaire were framed around the following
categories:

• Proffle of new teachers
• Profile of the new teachers' preparation programmes
• New teachers' perceptions of shared learning/teacher preparation/personal views
• New teachers' perceptions of attributes of shared learning

5.2.1 Demographic Details of Respondents

Respondents included forty six woman (79%) and twelve men (2 1%). The

majority of participants (3 0%) were within the 36 to 40 year age range (Table

5.8). The analysis of the data indicated that due to the variety of courses on offer

across centres, including full time and part time courses, the new teachers had

completed their programmes at different dates. Cross analysis of variables was
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undertaken using the t-test for independent samples to identifj whether the

responses from the sample varied depending on the date of commencement and

date of completion of teacher preparation programmes. There were no significant

findings from this analysis.

New Teachers' Specialist Field

The majority of respondents were teachers in nursing, midwifery or health visiting.

Four respondents were not health care professionals. However, the findings from

this group of non-health care professionals did not differ significantly from the

main group and so this data was included in the final analysis, as the focus was on

teacher preparation in a shared learning environment.

The specialist curriculum areas of respondents are summarised in Table 5.9.

Nurses were from various branches within the discipline and the number of Health

Visitors and Midwives in the study is a reflection of the total sample within the

centres. Seven respondents gave other curriculum areas such as further education,

design, sports, leisure and tourism, history and complementary medicine.
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TARLE 5.8:	 Aae Ranae of New Teachers

TABLE: 5.9: New Teachers' Area of Professional Expertise
Curriculum area	 No of Respom
Nursing (various)	 43 (74%)
Midwifery	 4 (7%)
Health Visiting	 4 (7%)
Other (s)	 7 (12%)
Total	 58 (10O%

TABLE: 5.10: Preparation Programmes Completed by new Teachers _______

	

Type of Course	 Responses	 Part time	 Full time	 Mixed
_____________________________________ ____________ __________ __________ Mode

PGCE/Cert Ed	 11(19%) 7	 4	 _______
PGCE	 2(3.5%) 2	 0	 ______
BSc (Nurse Education)	 10 (17%) 1	 9	 _______
MSc	 Diploma	 Health 1 (2%)	 0	 1
Professionals__________ _________ _________ ________
BA Nursing/Midwifery Education 2 (3.5%) 1 	 1	 ______
Post Grad Diploma in Education 10 (17%) 0 	 10	 -
BEd (Hons)	 18 (31%) 4	 14	 _______
*Others	 4 (7%)	 1	 2	 1
Total	 58(100%) 16(27%) 41(71%) 1(2%)

TABLE 5.11: Frequency of Professionals in Shared Learning in Teacher
Preparation

Response Nurses	 Midwives Health	 Physio-	 Social	 Occup/	 Others
Visitors	 th
	

Workers T1
Yes	 55(95%)	 46 (79%

	
41(71%)	 4(
	

5(9%)	 1(
No	 4 3(5%)	 12 (21%

	
17(29%)	 54
	

53(91%) 57
Total	 I 58	 58

	
58	 58
	

58	 58
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5.2.2. Structure and Policy of Teacher Education

Teacher Preparation Programmes

The type of teacher preparation programme at each centre was identified. Table

5.10 shows the programmes undertaken by respondents. The most common

course was the BEd.(Hons) full time.

Composition of Shared Learning Groups

The teachers were asked to state which professions shared the learning milieu. The

results in Table 5.11 indicate that for the most part, nurses, (including community

psychiatric nurses and district nurses) midwives and health visitors shared learning

within the teacher preparation programmes in the five centres. However, twenty

respondents (33%) stated that a range of other professional groups were also

involved in shared learning environments. These professional groups consisted of

educators from a range of occupational groups prepared in Further Education and

Higher Education institutions, such as police officers, carpenters, electricians,

builders, plumbers, plasterers, biologists, chemists engineers, administrators and

medical artists. The percentage of other health and social care professionals was

smaller than that of professionals outside of health and social care.

Promotion of Shared Learning within Teacher Education

Respondents were asked to rate on a 10 point scale how their teacher preparation

centre favoured shared learning. The mean score on this scale was 3.9 indicating

that new teachers did not think these centres were strongly in favour of shared

learning. This was a lower score than that awarded in the survey of all the course
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centres. In contrast to this, using the same scale of measurement, the new teachers

perceived that they themselves were generally in favour with a mean score of 7.2.

The written comments indicated the positive and negative perceptions of shared

learning as identified by the participants. These are analysed in Chapter 6.

Curriculum Context

The respondents were asked to identify aspects of the curriculum that were

common to all group members. The researchers sought to identify whether theory

and teaching practice were shared elements and if the learning outcomes and

assessment processes were the same or distinct for subgroups. Table 5.12 shows

that most respondents had experienced sharing of theory and teaching practice

within a classroom environment.

Participants' comments indicated that 'practice' in this instance was interpreted as

practice teaching in the classroom rather than practice in their own professional

area. Descriptive evidence suggested that sharing of experiences did not take place

in practice placements as student teachers were allocated to their own specialism.

Even when student teachers were afforded the opportunity to teach outside of

their own professional specialism this was difficult to arrange. In some instances

sharing of ideas occurred only on an informal basis outside the classroom, and that

shared learning did not appear to be a planned part of their teacher preparation

programme. Sharing in the classroom gave them cognitive insight into other

members' experiences, especially through seminar presentations and open

discussions as indicated by the following comment:
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Midwives and health visitors were less represented in some groups but their

perspective was appreciated by other group members and their contribution was

valued in reducing barriers between community and hospital environments.

I found the midwives and health visitors gave a different perspective and
were very autonomcras and health oriented This made for interesting
discussion both in class and at breaks. Although they were a minority in
the group, it was not a problem as their contribution was recognised
(nurse teacher).

Giving examples to meet all group members' specialist needs presented as a

problem for some:

The minority group of midwives and health visitors seemed ambivalent.
Sometimes feeling they were happy. Sometimes the feeling was most
examples of practice were more nursing oriented than relating to their
practice (midwifery teacher).

Recognition of facilitation clearly influenced the minority group members'

perceptions as indicated in the following statement:

If the teacher is from a similar background to the majority of the group
the 'language can become very closed and club like This creates a
feeling of exclusion at times the course content can seem irrelevant to our
needs. The teachers need to be more adaptable (health visitor teacher).

Learning Outcomes Assessments and Awards Systems

The new teachers perceived that the learning outcomes, assessment procedures

and award systems were generally the same for all group members within the five

centres (see Table 5.13). Although the learning outcomes and assessment

procedures were the same in all centres, the assignments related to the individual's

own area of specialism. It was suggested by some respondents that the practical

assessment strategies in teaching could pose problems for a new teacher with a
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own area of specialism. It was suggested by some respondents that the practical

assessment strategies in teaching could pose problems for a new teacher with a

community focus. However, community-oriented respondents did not perceive

this as a problem because these were mostly related to classroom teaching. They

suggested that the nature of the programme allowed the sharing of ideas and also

freedom for the individual to pursue their own interests, especially through the

assessment processes. Peer assessment was appreciated and assisted shared

learning in the practice of teaching.

5.2.3 New Teachers' Evaluation of Preparation for Their Role

Respondents were asked to rate the statements in Table 5.14 regarding their

teacher preparation through shared learning. The results indicate that most new

teachers felt quite well prepared to develop teaching strategies, motivate mixed

groups and develop curriculum frameworks. There was a rather less positive

response to the statement relating to meeting the needs of minority groups.

Spearman's correlation coefficient indicated a highly positive correlation between

the scores for each statement (pO.O5 two tailed test).

Additional comments from some respondents indicated that there were other

positive features in their teacher preparation programme that had contributed

towards their understanding of shared learning and helped them to accomplish

skills which are identified in Table 5.15.
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19 (33%
36 (62%
3 (5%)

58

TABLE: 5.12:
No. of Resp
Yes
No
N/A
Total

of Shared Elements in
I Theory & Practice
34 (59%
21(36%
3 (5%)
58

Content
Practice
1 (2%

- 54 (93°,
- 2 (5%

58

Table 5.13:	 Integration of Shared Learning in Curriculum 	 ________

Number of Outcomes Outcomes Assessment Assessment Awards 	 Awards
Responses	 same	 distinct	 same	 distinct	 same	 distinct
(nr=58)

Yes	 50 (86%)	 5 (9%)	 53 (91%)	 4 (7%)	 50 (86%)	 7(12%)

No	 5 (9%)	 50 (86%)	 4 (7%)	 53 (91%)	 7 (12%)	 50 (86%)

Not answered 3 (5%)	 3 (5%)	 1(2%)	 1 (2%)	 1 (%)	 1 (2%)

TABLE: 5.14: New Teachers' Perceptions of Preparation for Particular Teaching
Tasks

Statement	 Very well Quite well Uncertain Poorly	 Not at all
Developing	 teaching 10 (17%)	 27 (46%)	 4 (7%)	 8 (14%)	 4 (7%)
strategies____________ ____________ ____________ ____________ ___________
Motivating mixed groups 8 (14%)	 24 (41%)	 4 (7%)	 12 (2 1%)	 6 (10%)
Meeting	 needs	 of 8 (14%)	 15 (26%)	 12 (21%)	 12 (2 1%)	 7 (12%)
minoritygroups	 _________ _________ _________ _________ ________
Providing	 relevant 6 (10%)	 24 (41%)	 8 (14%)	 9 (15%)	 7 (12%)
examplesfor learners	 __________ __________ __________ __________ _________
Developing curriculum 10(17%)	 23 (40%)	 5 (9%)	 9 (15%)	 7 (12%)
frameworks_________ _________ __________ _________ _________

TABLE: 5.15:
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5.2.4 Summary of Part One of Questionnaire

This component of the questionnaire explored the new teachers experience of

shared learning in their teacher preparation programmes and indicated a favourable

response towards the benefits of shared learning.

There was a level of consistency between what the new teachers noted about their

programmes and the findings from the survey of course centres. Contrasting views

were recorded in two particular areas. These were the perceptions held by the new

teachers about the way the teacher preparation centres favoured shared learning

and the ways in which the needs of minority groups were addressed.

The results indicate that most new teachers felt well prepared to develop teaching

strategies, motivate mixed groups and develop curriculum frameworks. There was

a rather less positive response to the statement relating to meeting the needs of

minority groups.

The next part of the questionnaire explored the extent to which these new teachers

were able to utilise their knowledge in the environment of colleges of nursing and

midwifery when they took up post as teachers on completion of their course.

Section 5.3 Role of New Teachers in Colleges

The remainder of the questionnaire aimed to identify the newly qualified teachers'

perceptions of their own teaching role in facilitating shared learning as teachers in

nursing, midwifery and health visiting. The focus was on shared learning

environments and initiatives. Three respondents returned to clinical practice
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without a formal teaching role and consequently did not answer to some

questions. The questions for the second part of the questionnaire were framed

around the categories in Figure 5.5.

Figure: 5.5 Questions for Survey Two (Part 2)

The questions were framed around the following categories:

• Initiatives in institution
• Evaluation of innovation
• Collaboration
• New teachers orientation to new position
• Preparation of teachers/students
• Adequacy of preparation for role
• Open comments

5.3.1 Professional Development Opportunities

A number of support mechanisms for newly qualified teachers were identified and

new teachers were asked to indicate to what extent these had been available to

them including if they had opportunity to teach in a shared learning environments

(Table 5.16).

As seen from Table 5.16 over half the respondents had undertaken an induction

programme on return to their own area, were allocated a mentor and were

teaching in shared learning environments. However, relatively less participants had

worked alongside an experienced teacher even though a majority did have a

mentor. The mentor's role was sometimes ambiguous as indicated by the

following statements:
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No formal mentors/np programme was offered I just ?atched on' to an
experienced teacher who seemed happy to have me 'tag along' 1 would
not have survived the first few months without her help (nurse teacher).

There was no specfic preparation even the induction period was a series
of meeting members of the institution as opposed to preparation for one's
role in practice (nurse teacher).

Spearman' s correlation ( p=O . OS) indicated positive correlations between the

statements undergo an inductive programme, work alongside experienced

teachers, and, taught in shared learning environments.

5.3.2 Preparation of Teachers and Students for Shared Learning

Thirty five (60%) respondents felt that teachers were not prepared for their role in

shared learning environments and twenty eight (5 0%) felt that students were not

prepared either. Others commented that they felt inadequately prepared to

facilitate shared learning. This evidence contradicts the views of course leaders in

teacher education.

Shared Learning Initiatives within Colleges of Nursing/Midwifery

Twenty seven (46%) respondents were aware of initiatives regarding shared

learning within their own college.

Evaluation Methods

The respondents (22%) indicated that shared learning was evaluated within their

colleges. This was achieved largely through end of term evaluations, including the

use of questionnaires and oral feedback from students. However, a number (3 0%)

did not know of any evaluative strategies. Others (29%) said that shared learning
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was not explicit in evaluative strategies although students often referred to it in

feedback sessions. It was recognised that where there was no formal mechanism,

these colleges evaluated experiences by verbal feedback, conferences and the use

of nominal group techniques. This was a similar response to the same question

asked of the teacher preparation centres.

From their experiences, new teachers concluded that, although students in the

colleges appreciated the topic structure, they did not always understand the

relevance of shared learning to themselves. The new teachers themselves felt that

the varied outcomes depended on the group dynamics, which were influenced by

the background experiences and age of the student group. Shared learning in some

cases was perceived by the new teachers to create fragmentation in learning due to

structuring of programmes in the college. This led to a comment that delivery was

no different to traditional approaches to teaching.

5.33 New Teachers' Perceptions of Shared Learning

Respondents were asked to rate their level of agreement with 16 statements

(Table: 5.17), which were identified from both the literature review and data

production from the course leaders.
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TABLE 5. 16:	 Support Mechanisms for New Teachers 	 ______
Support Mechanism	 Yes	 No	 N/A
Did you undergo an induction programme? 35 (60%) 19 (33%) 4 (7%)
Did you observe different teaching styles? 	 28 (48%	 25 (43%) 5 (9%)

Did you work alongside an experienced 21(36%) 31(53 %) 5 (9%)

teacher?
Did you have a mentor?
	

37 (64%) 16 (27%) 5 (9%)
Did you teach in shared learning 33 (57%) 19 (33%) 6 (10%)
environments?

TABLE: 5.17: New Teachers' Perceptions of Shared Learning Attributes	 _______
SHARED LEARNING:	 SA	 A	 U	 D	 SD
Promotes mutual understanding 27 (46%) 26 (45%) 4 (7%)	 1 (2%)	 0
ofroles	 __________ ___________ __________ __________ _________
Disadvantages minority groups 	 5 (9%)	 15 (26%) 9 (15%) 24 (41%) 5 (9%)
Promotes creative teaching	 21(36%) 22 (38%) 8 (14%) 7 (12%) 0
Helps breakdown professional 22 (38%) 31 (53%) 4 (7%)	 1 (2%)	 0
barriers_______ _______ _______ _______ ______
Limits teaching to principles of 3 (5%)	 17 (29%) 7 (12%) 26 (45%) 5 (9%)
thetopic only	 _________ __________ _________ _________ ________
Enriches the learning process 	 22 (38%) 28 (48%) 6 (10%) 2 (3%)	 0
Increases cost effectiveness 	 14 (24%) 27 (47%)	 16 (28%) 0	 0
Can provoke anxiety in students 2 (3%) 	 18 (31%) 10 (17%) 24 (4 1%) 4 (7%)
Enhances personal development 17 (29%) 30 (52%) 6 (10%) 5 (9%)	 0
Dilutes specialist subject matter 	 13 (22%) 21(36%) 3 (5%)	 18 (3 1%) 3 (5%)
Encourages self-appraisal 	 11(19%) 31 (53%)	 10 (17%) 5 (9%)	 1 (2%)
Causes problems in planning 7 (12%) 17 (29%)	 15 (26%). 18 (31%) 1 (2%)
programmes____________ ____________ ____________ ____________ __________
Promotes collaborative teaching 14 (24%) 32 (55%) 8 (14%) 3 (5%)	 1 (2%)
Requires specific preparation for 7 (12%) 18 (31%) 16 (28%) 15 (26%) 0
teaching_________ __________ _________ _________ ________
Creates interdisciplinaty rivalry 0 	 8 (14%) 8 (14%) 34 (59%) 8 (14%)
Is a cost cutting exercise 	 12 (21%)	 7 (12%)	 18 (3 1%)	 19 (33%) 2 (3%)

1<J Y: SA= Strongly Agree, A = Agree, U = Uncertain, D = Disagree, SD Strongly Disagree.
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The responses in Table 5.17 above were analysed further to show possible

associations between scores. Spearman's correlation coefficient was used with p =

0.05 as a level of significance for two-tailed testing on the sample. The results

show, as anticipated, positive and negative associations between specific

statements. As these results only indicate an association, not a causation of

factors, their relationship is tenuous and is conveyed as such. However, some of

the patterns in this analysis do provide a basis for further enquiry.

In general the pattern identified shows positive correlation between those

statements identifring the positive features of shared learning and negative

correlation with those illustrating negative features of shared learning. For

example, the statement promotes mutual understanding of roles correlated

positively with statements which attributed shared learning as encouraging self-

appraisal and promoting collaborative teaching.

5.3.4 Summary of Part Two of Questionnaire

The findings from Part 2 of the questionnaire distributed to new teachers focused

on the extent to which they were able to use the skills acquired in the teacher

preparation programmes to facilitate shared learning. This data provided an

indication of shared learning in colleges of nursing and midwifery in the context of

teacher development and support in their new roles. Overall, the findings from this

section indicated that shared learning initiatives were present in these colleges,

however, student and teacher preparation was inadequate. The methods used to

evaluate shared learning and the support new teachers received in their role as

facilitators of shared learning were identified.
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5.4 Views of Teachers in Higher Education

The third survey aimed to identify the interprofessional initiatives offered

throughout the UK. The sample was extracted from the CAIPE database. Eight

hundred and twenty five questionnaires were circulated to teachers in health and

social care within England, Scotland, Wales and Northern Ireland. The returned

completed questionnaires (n= 246) included a sample of various health and social

care professionals but the majority of respondents were from nursing, midwifery

and health visiting. The reasons for this are threefold:

1). Nurses, health visitors and midwives combined are the largest group of health

professionals

2). Nurses were included in all programmes entered in the database

3). The majority of respondents were nurse teachers to these programmes.

Figure 5.6 identifies the specific questions related to Survey 3.

Figure: 5.6 Questions for Survey Three

Specific questions were framed around the following categories:

• Profile of participants
• Perceptions/agreement of definition of IPE/shared learning/attributes -
• Profile of group(s) composition sharing learning milieu
• Academic levels
• Group size
• Shared learning in professional practice placements
• Role of teachers in professional practice
• Preparation of teachers and students
• Own preparation for role
• Ability • to deal with teaching and learning situations/particular teaching

approaches
• Ways to encourage collaboration
• Open comments
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54.1 Results of Survey Three

This data was extracted from the questionnaire (Appendix 6) and analysed using

either Access or Excel database as appropriate to compare variables.

The teachers in the survey held varied positions, from lecturers to professors and

departmental heads, and worked within various faculties within higher education.

The quantitative data was analysed to give a profile of the teacher's professional

background (Table 5.18). A large percentage (62%) of the participants were

represented nursing and health visiting teachers, while the remaining 38% were

mostly from various health and social care professions. Some teachers were

outside of health and social care but affiliated to IPE programmes. The reason for

such a large representation of nursing and midwifery teachers is defensible in that

the profession have taken a leading role in joint programming and the majority of

the workforce comprises nurses, therefore student numbers are higher than other

professional groups on average.
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Table: 5.18	 Profile of the Participant's in Survey

Profession	 No.	 of Type of Profession No.	 of
Participants	 Participants

Dentistry	 2	 Psychiatry	 6

Psychology

Nursing/Health Visiting	 153	 Radiography	 7

(Adult =62,	 Child9,	 Mental
health=23,	 Learning
difilculties=8,Conimunity=5 1)

Midwifery	 12	 Social Work/Sociology	 10

Medicine	 10	 Pharmacology	 2

Occupational Therapy	 11	 Physiotherapy	 16

Podiatry	 5	 Speech Therapy	 2

Olhers	 12
The category included:
Biochemist (1)
Biologist (1)
Physiologist(1)
Dietician (1)
Family therapist (1)
Health Educator (2)
Lawyer (2)
Researcher (1)
Unidentified (2) (from community
sciences and health and social care
faculties)

Total	 :	 :•	 246

Table: 5.19	 Percentage of Teachers by Frequency of IPE G
Number of Groups	 Jo of Questionnaires
1	 184 (75%)
2	 15 (6%)
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5.4.2 The Composition of IPE Group (s) in Higher Education

There are a number of questions that were investigated in relation to the

groups or cohorts of mixed professions. The data is presented in numerical

order to address these questions.

1. Number of Groups Teachers Facilitated

Table 5.19 shows that the majority of teachers (75%) facilitated one

interprofessional group only, and in a classroom-learning environment. Only 15

respondents (6%) facilitated two IPE groups. One participant facilitated seven

groups.

2. Group Combinations

'How many combinations of mixed professional groups occurred?' The initial data

analysis showed that the total number of professional group combinations was

255. This result included duplication of occurrences. This means that the same

combination of professionals could have occurred more than once. The data was

analysed further to identify unique or distinct records of group combinations.

Excel database was used to filter the data to identify unique group combinations

(n=177). These combinations showed the number of professions who formed JPE

groups and how frequently these groups occurred.

Table 5.20 (page 147), shows that IPE groups comprised five different professions

more often than any other combination. There were ten groups of individual

professions (uniprofessional education) which were the professions identified in

the questionnaire, with the exception of dentistry, health visiting and social
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work/sociology. This means that the latter were always combined with other

profession (s).

'Which professions were associated with each other to form unique

interprofessional groups?' Table 5.21 (pagel47), shows the unique or distinct

professional associations. The non-shaded area shows the total number of

occurrences for that particular profession. The results show that radiography was

less frequently combined in shared learning than all other professions. Nursing

ranked highest in sharing with all professions, except with podiatry, when

occupational therapy was equivalent in occurrences.

'Were there other people involved in group compositions?' The other (s) category

(Table 5.22) shows other professions not identified on the matrix grid along with

non-professional groups including the voluntary sector. This data is meant to

exemplify the other people involved in shared learning and is not organised to

prioritise any one group over another. These non professionals shared learning

milieu with all of the professions except radiographers.

'Which teaching professions were facilitating different group compositions?'

Analysis showed (Table 5.23) that nine teachers facilitated more than one group

composition, with seven of these facilitating two groups. Only two teachers

(physiotherapy and medicine) facilitated more than two groups while a medical

teacher facilitated six. The number of professions in 1PE groups ranged between

1-10.
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Table: 5.20: Frequency of Occurrence of Professions by Number of
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Table: 5.22: Other(s Identified in IPE Groun Compositions

Dieticians
Speech and language therapists

Osteopaths
Physics, medical physics
Chemistry
Echocardiographers
Health promoters
Public health
Environmental health graphics
Environmentalist
Teachers( occupational therapy,
speech and language special needs)

Dental technicians:
Cardiac technicians
NVQ's technicians
Drama students
Architects /designers

voluntary staff special services
voluntary sector, mental health, community
priests, chaplains
lay people, patient representatives
youth workers

Health and Social Service Managers
Professional
Caret service users
Leisure
County council
Audit facilitators

Administrative staff

Ambulance personnel
Access (S.W.A.P)
Paramedics
prison officers
Ancillary staff
funeral parlour workers
and various carinu back

Table: b.Z3: Teachers wflo Taciuutated more than one IlE group
Teacher	 No. Of Professions in Group(s) No. Of groups
Nursing	 3&4	 2
Nursing	 3&5	 2
Nursing	 3&3	 2
Midwifery	 3 & 3	 2
Midwifery	 2 & 2	 2
Medicine	 3 & 5	 2
Social Work	 1 & 5	 6
Medicine	 l&2&2&2&3&lO	 3
Physiotherapy	 2 & 3 & 3	 2

Total=9	 ___________________________ 23
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3. Group Size

The data was analysed to identify how many teachers were facilitating different

sized groups. Not all participants answered this question (86.5%). The size of

groups for shared learning environments shown in Table 5.24 shows that teachers

31% (n=66) commonly facilitated smaller groups which would accommodate IPE.

However, the results also showed that 23% of participants (n50) facilitated

varied group sizes.

Table 5.25 indicates the number of responses on group size in relation to their

own professional background. Teachers in nursing facilitated all group sizes with

the exception of the largest category (9 1-100). The high representation of nurse

teachers in the survey may account for this.

As group size increased, a pattern emerged which showed that the teachers from

nursing, along with occupational therapy, radiography or physiotherapy, were

more common. This could suggest that these teachers were more likely to

collaborate in IPE at the time of the study. However, the picture portrayed that

group combinations showed radiography as least likely to form part of IPE. The

results cannot suggest that the frequency of these group sizes relate to the

combination of groups respectively. It was therefore inappropriate to analyse the

data to compare both variables, group size and group combinations.
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Table: 5.24	 Number of Teachers in Comparison to Group Size

Size of Group	 No. of Teacher Responses
5-10	 17
11-20	 66
21-30	 32
31-40	 7
41-50	 6
51-60	 4
61-70	 4
71-80	 9
81-90	 2
91-100	 0
100+	 7
Varied	 50
Not applicable	 9
TOTAL	 204 =(83%)

Table: 5.25	 Comparison of Teachers' Profession to group size in IPE

-
5..	 0

,
5-	 0	 0	 -

.	 .i	 _.-	 0	 5-

.-	 .	 .-
5?	 5-	 •	 .

5-10	 8	 3	 1	 1	 1	 1	 3	 17
(family therapy
speech therapy/

_______ - - - _____ -	 unkno)	 ______
11-20	 43	 3	 3	 3	 1	 1	 4	 7 (dietetics,	 66

speech therapy 	 -
researcher

health	 e1
Physiology,

____ - -- ___	 -- - law-2)	 ____
2 1-30	 19	 4	 - ______ 1	 1	 2	 1	 3	 1 (unkno)	 32
31 -40	 4	 1	 _____	 1	 1	 _______________ 7
41-50 4	 1	 1	 __________ 6
51-60 2	 1	 - 1	 ____________ 4
61-70 2	 1	 - 1	 __________ 4
71-80 2	 4	 3	 ________ 9
81-90	 2	 ______	 ________________ 2
91 -100 -	 ______	 -	 -	 ________________ 0
100 6 -- ___ - I	 -	 7
Varied	 28	 2	 3	 3	 3	 2	 2	 3	 1	 3 (biologist,	 50

biochemist, health
____	 ___ -ed) ____
Total	 120 10	 9	 11	 1	 12	 5	 6	 7	 9	 14	 204
____	 ____	 __________ (83%)
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4. Academic Levels

Participants were asked to identify the academic level of groups. Eighty eight

percent of the sample answered. One hundred and one (4 7%) teachers were

teaching groups at undergraduate level. Forty four (20%) taught at postgraduate

level and seventy-one (33%) at both graduate and postgraduate level.

5.4.3 Shared Learning in Professional Practice

Over half of the sample of teachers (55%) stated that students did not undertake

shared learning in practice placements. Slightly over half of the teachers (51%)

indicated that they did have a role in teaching students in practice placements,

while 49% did not. The number of teachers who had a practice role is identified in

Table 5.26 in relation to their representation in the survey.

5.4.4 Preparation of Staff and Students

Teachers (72%) were of the opinion (see Table 5.27) that they required specific

preparation for their role in shared learning environments, while 76% of them had

no preparation for the role. Those who felt they were prepared for their role

indicated that the preparation was limited with an average score of 2.13 on a 10

point scale (where 0=not prepared and iO=fully prepared).

Specific Teacher Preparation

'Did the teachers undertake specific types of preparation for teaching in shared

learning environments?' Table 5.28 outlines the percentage of teachers who

undertook different types of preparation for teaching in shared learning

environments. Although the majority of teachers had identified a preference to

have preparation for their role in shared learning environments, few (9%) had
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of Teachers who undertook
I Yes

teacher 20(8
10(4
25 (1

Table: 5.28: Perc
Type of Preparation
Undertook a specifica11
Observed different teac]
Worked alongside an e
Was allocated a mentor
Please add other(s if at

of Prel
No
224 (91
210 (85
226 (92
236(96
221 (90

Table: 5.26:

No. of Teachers with a Role in Practice Compared to Survey Sample

Teachers	 No. in survey No. in Practice

Family Therapy	 1	 1

Medicine	 10	 5

Midwifezy	 12	 8

Nursing	 153	 79

Occupational Therapy	 11	 5

Physiotherapy	 16	 9

Podiatiy/Podiatry & Radiography	 5	 4

Psychialzy/ Psychology/ Psychotherapy 	 6	 3

Radiography	 7	 5

Social Work/Policy	 10	 4

Speech & Langriage Therapist	 2	 2

Others	 13	 0

Total	 246 (100%)	 125 (51%)

Table 5.27:	 Teachers' Views on Role Preparation
Need for Specific preparation	 Prepared for Role
Yes=	178 (72%)	 58 (24%)
No	 68(28%)	 188(76%)
Total	 246	 246
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undertaken any specific programme. Mentorship was rare, nor did teachers work

alongside an experienced teacher. Some (10%) stated other types of preparation

which is included in the qualitative data analysis in the next chapter.

Student Preparation

Teachers were asked if they prepared their students for their role in shared

learning environments. Only 43% of teachers did, while 57% did not prepare them

at all. The level of preparation for students gave an average score of 2.8 on a 10

point scale, which showed that the teachers felt that the students were not filly

prepared for their role.

5.4.5 Teachers' Skills in Shared learning

The majority of teachers rated highly (Table 5.29) their ability to develop

curriculum and teaching strategies for shared learning, and to assess and evaluate

learning. In addition they felt able to deal with the classroom context. Although

teachers had no specific preparation, the majority evaluated their ability to deal

with these situations quite well. This may be because of experience of IPE or of

other teaching and learning environments. Less than half of teachers (42%) used

particular approaches in their teaching within shared learning contexts, while 35%

did not. The average score of the teachers was 7.13 (SD = 2.6) on a scale of 10,

indicating that they were generally more in favour than not in favour of shared

learning. There were several comments in relation to this question, which are

analysed in Chapter 6.

5.4.6 Defining Interprofessional Education

The majority of teachers (82%) agreed (Table 5.30) with the stated definition of

IPE. Teachers who disagreed with the definition gave their reasons which are

analysed in Chapter 6.
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Table: 5.29: Teachers' Rating of Ability to deal with Situations in Shared Learning
Environments

Table: 5.30: Teachers Level of Agreement with IPE Definition
Yes	 No	 Don't Know

	
No response

203	 28	 11
	

4

(82.5%)	 (11.4%)	 (4.4%)
	

(1.6%)

Table: 5.31:	 Teachers Level of
SHARED LEARNING:	 SA

Promotes mutual understanding of roles 108(4
Disadvantages minority groups 	 12 (
Promotes creative teaching 	 57 (25
Helps breakdovm professional bathers	 87 (38
Limits teaching to principles of the topic 17 (7°A

Increases cost effectiveness 	 41(18%)
Can provoke anxiety in students	 23 (10
Enhances personal development 	 5 1(23,
Dilutes specialist subject matter	 32 (14%
Encourages self-appraisal 	 31
Causes	 problems	 in planning 46(20%)
programmes	 _______
Promotes collaborative teaching 6730°(
Requires specific preparation for 69 (30%)
teaching________
Creates interdisciplinary rivalry 	 7%)
Is a cost cutting exercise	 jo
SA = Strongly Agree, A = Agree, U = Uncertain, D

withAttributes of Shared Learning
U	 D	 SD	 Total

_______	 11(5%)	 9(4%)	 1(0%)	 100%
_______	 67(29%)	 82 (36)	 20(9%)	 100%
_______	 45 (20%)	 19(8%)	 4(2%)	 100%
_______	 21(9%)	 (4%)	 6(3%)	 100%

34 (15%)	 78 (34%)	 29(13%) 100%

34(15%)	 8(4%)	 3(1%)	 100%
_______	 77(34%)	 30(13%)	 7(3%)	 100%
______	 53(23%)	 47(21%)	 3(1%)	 100%
______	 43(19%)	 10(4%)	 6(3%)	 100%
_______	 49(22%)	 79(35%)	 14(6%)	 100%
_______	 68(30%)	 32(14%)	 5(2%)	 100%

36(16%)	 52(23%)	 9(4%)	 100%

32(14%)	 146%)	 4(2%)	 100%
111(49%)	 19(8%)	 26 (11%)	 3(1%)	 100%

27(12%)	 52(23%)	 110(48%)	 32(14%) 100%
41(18%)	 58(26%)	 59(26%)	 49(22%) 100%
Iree, SD = Strongly Disagree

A

100 (44°A
47 (21%)
102 (5
106 (46°A
71(31%)

102 (45°A
73 (32%)
103 (45°A
115 (5 1°A
53 (23%)
93 (41%)
86 (38%'
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5.4.7 Teachers' Views of Attributes of Shared Learning

The frequencies of scores for the attributes (Table 5.31) were similar to those of

the new teachers in nursing and midwifery with three exceptions. Although the

spread of scores on the statement regarding cost effectiveness were towards

agreement with the statement, there were slightly more teachers of health and

social care who were uncertain (3 4%) than in agreement (3 2%). Nurse and

midwifery teachers (47%) agreed with the statement. Scores for the statement

'can provoke anxiety in students' were also different. Where a majority (4 1%) of

nurse and midwifery teachers disagreed, the results of the broader survey showed

45% in agreement. Teachers in health and social care were generally in agreement

(38%) that shared learning cause problems in planning programmes, whereas

nurse and midwifery teachers (31%) disagreed. The assumption from these results

is that personal experience and exposure to discussion on shared learning could

influence these scores.

The scores for teachers of health and social care were analysed using Spearman' S

correlation to look for associations and significance. The statistical significance

between statements was collated at p=O.Ol level and pO.OS level (two-tailed).

The results identified an inverse relationship between positive correlations and

negative correlations. The statements with the greatest number of non-significant

correlations were; increases cost effectiveness, can provoke anxiety in students,

encourages self-appraisal, and requires specific preparation. A similar pattern

emerged when the scores for both surveys were combined, with one exception,

where encourages self-appraisal was significantly associated to most other
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statements. The results of frequency scores showed that the teachers were more in

agreement than disagreement with the statements.

5.4.8 Summary of Survey Three

This survey aimed to identify the perceptions of teachers involved in IPE

programmes listed in the CAIPE Database. This resulted in a sample of teachers

where nurses, midwives and health were a majority because the sample reflected

the programmes as opposed to the organisations delivering the programmes.

Most of the teachers (75%) were involved with one IPE group with a minority

facilitating more than one. There were nine teachers who identified their

involvement with more than one group. A teacher of medicine was exceptional in

facilitating a group of ten professions and also in that they facilitated more groups

than all other teachers. The group size or student cohort was mostly between

eleven and twenty professionals. However, half of the respondents were

facilitating varied group sizes, which ranged from five students to more than one

hundred.

The group combinations were more representative of nurses sharing with other

professions. Dentistry, health visiting and social work were always combined with

other professions. Non professional representatives were frequently involved in

learning with nurses, midwives, occupational therapists and health visitors.

Most of the teachers (47%) taught at undergraduate level while some (33%)

taught at both undergraduate and postgraduate levels. Over half of the teachers
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were involved in some capacity in professional practice. Yet, most of the students

were not sharing learning in practice environments.

The majority view was that teachers required preparation for their role in shared

learning milieu, yet most had no preparation. Only 9% had any planned

programme with 10% who had other specific preparation. Less than half of the

teachers prepared students for shared learning milieu, and those who indicated that

the students were prepared suggested that this was below average. Teachers were

confident in their ability to deal with shared learning in the categories identified.

However, less than half used any particular teaching approaches.

Most teachers (82%) were in agreement with the operational definition of IPE.

Some teachers (28%) gave reasons for disagreement while others were unsure.

The teachers' level of agreement with the attributes of shared learning showed a

spread of scores, which are similar to those, identified by the teachers of nursing

and midwifery in Survey 2.

5.5 Comparison of Quantitative Findings

The analysis of data identified that student teachers were exposed to shared

learning in their teacher education. The majority of them shared learning with

others from the various branches of nursing and midwifery, while some shared

with a range of other professionals who were independent of health and social

care. On completion of their teacher education, new teachers were teaching in

shared learning environments, although, the student cohorts were mostly from

nursing and midwifery backgrounds. Teachers of health and social care
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professions were dealing with variable combinations of professions in their groups

along with representation from non professions. Their teaching included

undergraduate and postgraduate academic levels and the size of cohorts were

variable. Teachers from nursing, along with occupational therapy, radiography and

physiotherapy, were more likely to teach larger groups.

The majority of course leaders in teacher education centres indicated that shared

learning was promoted in their institution, although the degree to which this

happened varied. The ideology of shared learning environments was biased

towards using resources efficiently, although, the course leaders wanted to

provide competent interdisciplinary teachers. In colleges of nursing and midwifery,

shared learning was already happening and there were intentions to expand in this

direction. In higher education, the teachers were facilitating programmes which

were regarded as interprofessional education.

The programmes on offer had common curriculum components such as; the

learning outcomes, assessments, and award systems. Learning together was

confined to the theoretical aspects of programmes where peer learning was

practised. Programmes which were described as interprofessional were equally

classroom based where different professions were grouped together. The majority

of teachers were involved in professional practice to some extent, but the students

did not formally share learning in these environments. Evaluation of programmes

was not tailored to identify the affects of shared learning or interprofessional

education.
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The data was examined to identifj if the teachers were biased for or against shared

learning. The mean scores showed that teachers to IPE programmes were in

favour of shared learning environments but that the perceptions of student

teachers and course leaders in teacher education were of opposing views regarding

the staff (teachers) delivering teacher education programmes. They perceived that

the staff were in favour of shared learning and that students were generally in

favour of sharing with other disciplines.

The majority of course leaders were of the opinion that both staff and student

teachers were prepared for their role in shared learning environments. Yet,

collaboration between the institutions and other bodies focused less on preparation

of staff than another other reason for collaboration. The new teachers in colleges

of nursing and midwifery (60%) were of the opinion that teachers were not

prepared for their role in shared learning, and 50% felt that students were not

prepared either. The majority of teachers in health and social care (72%) were of

the opinion that preparation was required, but 76% were not prepared.

Where preparation was given, the results showed that teacher education centres

rated highest in how well teaching staff and students were prepared. A comparison

of mean scores across all groups of participants suggested that new teachers rated

the level of preparation for teaching staff and students lower than both other

groups of participants.

On completion of teacher education, new teachers were teaching in shared

learning environments. They frequently (60%) undertook an induction programme

and most (5 7%) were mentored. There was less evidence of formal opportunities
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to observe different teaching styles or work with experienced teachers. Likewise

the majority of teachers (9 1%) had not undertaken a specific programme and over

70% had none of the preparation specified. The evidence leans towards the

conclusion that preparation of staff or students for shared learning environments

was inadequate.

In contrast to this argument, the new teachers felt well able to deal with teaching

and learning strategies and curriculum development for shared learning, following

their preparation programme. These teachers were less confident in dealing with

minority members in groups. The teachers in health and social care equally

portrayed their ability to deal with shared learning environments positively. This

raises the question what preparation do they feel is necessary?

Teachers from both surveys evaluated the attributes of shared learning. Table 5.32

shows that the teachers were agreement with the positive statements on shared

learning and in disagreement with the negative ones. These attributes have been

structured in terms of five categories in Table 5.33.

The average scores show that teachers agreed that shared learning could promote

mutual understanding and help breakdown professional barriers. Shared learning

can promote creative and collaborative teaching which is not limited to teaching

principles of the topic, or dilution of specialist knowledge. The participants agreed

that the teachers require specific preparation. There was agreement that shared

learning can be a means of personal development and a method of self-appraisal.

The majority agreed that shared learning can enrich the learning process but may
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provoke anxiety for students. Most of the participants viewed it as cost effective

and not a cost cutting exercise but perceived that it causes problems in the

planning of programmes.

As the data was asymmetrical, Spearman's correlation coefficient was used to

examine the type or direction of relationship, which is, whether the relationship

was positive or negative and the strength of the relationship between statements

(Munro & Page 1993). The correlation estimated the r-value for the sample of 229

responses taken the df=200 and a table value of 0.138 as a level of significance for

a two-tailed test.

The three interrelated assumptions included in the category profession focused

relate to teachers' perceptions of the influence of shared learning on roles,

professional barriers and rivalry. Retrospectively interdisciplinary rivalry would be

replaced by interprofessional rivalry, although participants did not dispute the

terminology or give responses to suggest misinterpretation. There was a

significant negative correlation (p=O.00), between this assumption and promotes

mutual understanding of roles and the assumption creates interdisciplinary

rivalry. In comparison, the data yielded a positive correlation (p=O.00), between

promotes mutual understanding of roles and helps breakdown professional

barriers.

The statements within the category role focused showed significant positive

associations (p > 0.00) between the first three statements. There was equally a

strong association between the statements limits teaching to principles only and
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dilutes subject matter. In contrast, there was an inverse relationship between the

latter two statements and promotes creative teaching and promotes collaborative

teaching. The category identified as person focused showed a positive correlation

between the two statements enhances personal development and encourages self-

appraisal where p=O.00 two-tailed significance.

The category student focused showed an inverse relationship (p =0. 00) between

disadvantages minority groups and enriches the learning process, with no

significance between the latter and can provoke anxiety in students. The

remaining category which was management focused showed a positive correlation

(p=O. 02) between increases cost effectiveness and is a cost cutting exercise with

no significance between cost effectiveness and planning programmes, but a strong

correlation (p==O. 00) was computed between the latter and cost cutting.

The three less significant statements were; increases cost effectiveness, can

provoke anxiety in students and requires specific preparation. This means there

was no association between these statements and most others.

The results indicate that the teachers were consistent in their scoring which

increases the reliability of the results. The statements offered in the survey need to

be placed in the context of the type of teaching and learning perceived as shared

learning and interprofessional education. The qualitative data gives a clearer

picture and a direction towards an overall conclusion (See Chapter 6).
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Table: 5.32: Combined Frequencies of Teachers' Scores on Attributes of Shared

Table: 5.33:	 Five Categories of Shared Learning Attributes

Profession focused	 Person focused
Promotes mutual understanding of roles 	 Enhances personal development
Helps breakdown professional barriers	 Encourages self-appraisal
Creates interdisciplinary rivalry	

Student focused
Enriches the learning process

Rolefocused	 ________________________________
Requires specific preparation for teaching	 Disadvantages minority groups
Promotes creative teaching	 Can provoke anxiety in students
Promotes collaborative teaching
____________________________________ Management
Limits teaching to principles of the topic only Increases cost effectiveness
Dilutes specialist subject matter	 Is a cost cutting exercise

Causes problems in planning programmes
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5.6 Summary of Chapter

Teacher education was formulated to accommodate multiprofessional education

where student teachers from varied backgrounds could share learning

environments and learn from and with peers. The absence of other health and

social care professions in comparison to non-health and social care professions

was apparent. Student teachers shared learning milieu with others, but the results

indicate that interprofessional education for teachers of health and social care

professions did not extent to their preparation as teachers. Teachers of nursing and

midwifery were exposed to teaching uniprofessional groups from the varied

branches of the discipline. Equally they taught in multiprofessional educational

contexts. Interprofessional education planned specifically for health and social care

professionals was less obvious. The programmes for the broader survey of

teachers were known as interprofessional education on the CAIPE database. The

results highlighted that groups were mostly nurses sharing with other health and

social care professions and nonprofessional groups. Radiography was the least

represented of the professions. The nature of education within these groups is

clarified in Chapter 6.
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Chapter 6

Qualitative Data Analysis

Introduction to Chapter

This chapter deals with the qualitative evidence from the participants in the study

(see Figure 6.1). The data is analysed from the findings from interviews with

course leaders, new teachers in nurse, health visiting and midwifery education,

managers and mentors. In addition, the questionnaire to teachers of health and

social care professions asked for opinions on various issues around shared

learning and interprofessional education. The similarities in the findings from

both uniprofessional and multiprofessional stances were strikingly obvious. The

data is organised to identify specific participant groups where necessary.

However, as the findings compliment each other this is sometimes avoided to

prevent repetition. The chapter begins with a profile of shared learning in the

context of organisations. The next section addresses the organisational and policy

impact on teaching and learning through IPE. The values and beliefs of teachers

and their perception of roles are defined. Models of teaching and learning used to

implement IPE are discussed. A section to discuss how participants defined the

construct of IPE and shared learning follows this. The chapter concludes with a

summary.

The sources for this qualitative data analysis are identified in Figure 6.1:

Figure: 61:	 Sources for Qualitative Data
Participants	 Number of Partx
Course Leaders	 5
Teachers (nurses/itiidwives) 	 17
New Teachers (nurses/midwives) 	 58
Mentors	 8
Managers	 4
Teachers (health & social car&) 	 246

ants Method of Collection
Inteiviews
Telephone interviews
Questionnaires
Telephone interviews
Telephone interviews
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6.1 Profile of Shared Learning in the Context of Teacher
Education

This section gives an outline of the case study centres and discusses elements of

collaboration and competition in teacher education. The curriculum context for

student teachers of nursing and midwifery and health visiting is outlined.

6.1.1 Case Studies

The response from the survey of ENB approved Centres for teacher education

was used to identify five case studies. All of the case studies were within the

higher education sector. An outline of the position of these centres at the time of

the study places teacher education for nurses, midwives and health visitors in

context.

Centre One was a long established institution that had evolved in efficiency and

effectiveness through quality assurance measures. The school was almost totally

self-servicing and 'buying in' of specialists was a rarity rather than a norm.

Teachers took part in programmes at different academic levels and had the

opportunity to network and interact with colleagues from varied professional

backgrounds. Collaboration between departments within the institution was

evident where teachers from varied specialist backgrounds contributed to teacher

preparation programmes. Others teachers had commitments right across the

board. ]PE was promoted in curriculum planning through using a strategic

overview of teachers' skills and learning outcomes for students. An opportunity

for shared learning environments was proactively recognised and student centred

collaboration was promoted across a number of programmes. However, there was
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cognisance of the reduction in student numbers and cost-effectiveness was

considered in order to sustain programmes.

Centre Two focused on primary and secondary teacher education more than

health and social care professional education. The centre was evolving to match

market forces and proactively dealing with flexible modes of delivery and access

to programmes. APEL systems were not fI.illy developed at the time of this study

but moves to create a network of educational units/modules were underway. The

flexibility of education through full time, part time and a distance education route

created vast numbers of students with a relatively small quota of core staff. The

shared components gave a diverse student group from health and social care

backgrounds and multiple disciplines within Further Education. Shared learning

was promoted in how the curriculum was structured and delivered but it was not

explicit in the marketing material.

In Centre Three shared learning happened mainly between nurses' and midwives

and numbers were depleting due to over resourcing and closure of Colleges of

Nursing and Midwifery. The programmes were evolving to modular format and

the possibilities of students from more diverse backgrounds sharing in the future

were evident. Student teachers could access postgraduate education, which was

modularised to combine compulsory modules, education modules and option

modules. This meant shared learning milieu between groups of health and social

care professionals and others. Although the philosophy of the establishment

valued shared learning, some health professional groups were viewed as linear in

their professional beliefs and resisted change.
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In Centre Four change had brought about an educational framework described as

a matrix system. This allowed students to move along a chosen pathway and

equally share with others from outside their own profession. Students could

choose on-campus or distance education modules. Some resistance to distance

education as a mode of delivery for shared learning was evident. A strong

argument against distance education was the dilution of student contact time,

group dynamics and group learning. A philosophy of IPE was evident in the

Centre, a unit of learning called interprofessional studies had developed through

collaboration between the schools of education and health studies. There was also

a move towards all academics developing a teacher qualification. The

interprofessional studies module was optional at the time. A specific focus within

this module was conflict resolution. The intention was to expand interprofessional

supervision, teaching and curriculum development.

Centre Five was below the normal quota of students and was feeling the effects

of change within nurse and midwifery education. Students were from Further

Education, Adult Education and Higher Education rather than health and social

care backgrounds. This was due to the decline in demand for nurse/midwifery

teachers. As a consequence, nurses and midwives were encouraged to form their

own support group, additionally to team up with other professionals. A

commitment to developments towards a shared learning forum was apparent.

Staff collaborated across faculties in providing modules and there was a strategic

move towards in-service development of staff towards teaching qualifications.

The data presented in the following sections stems from these case studies.

168



6.1.2 Collaboration and Competition in Teacher Education

This section and section 6.1.3 give an overview of the issues influencing teacher

education in the centres chosen as case studies.

Collaboration and partnership with the statutory bodies is essential to validate and

monitor nursing and midwifery teacher preparation programmes. In house

collaboration was more evident than external collaboration. This was expressed

as resulting from the political climate of the time, where competition forced

establishments to look at productivity above creativity. One source of competition

was the 'market'. Analysis of costs and funding of education played a huge part in

how establishments looked at collaboration. Although peer review by other

institutions happened, it was reducing to 'sitting on panels' as establishments

protected their developments.

A second form of competition was the NVQ system. Some establishments saw

that the only way to survive was 'to provide flexible low price products' because

of competition from others who were doing just that. The external environment in

Colleges of Nursing was also in a similar predicament. These Colleges had to

convince Trusts that their product was good and cost-effective. Consequently,

increasing student numbers paid for and allowed re-developments to

programmes.

Some areas were inundated with teachers in nurse and midwifery education. This

was due to integration into higher education institutions and a decline in student

numbers at pre- and post registration in the profession. There were therefore some
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strong reasons for pragmatism and cost implications of having shared learning in

modular programmes in addition to reasons based on educational ideology.

Flexibility was required to meet the needs of purchasers. It was also required in

the programme structure and content. Traditionally new teachers left the

programme and quickly gained employment in teaching, usually in Colleges of

Nursing/Midwifery. Opportunities in the job market were changing and

refocusing on teaching in professional practice. New teachers were taking up

positions as lecturer practitioners or training officers or staff development officers

and or working within Trusts.

6.1.3 Curriculum Context

APEL was seen as a bonus to teacher education. However, programmes differed

in being either content specific, with a focus on professional education or

particular to the process of becoming a teacher, and thus focusing on educational

theory and practice.

Traditionally the statutory rules for preparation in teaching nurses, health visitors

and midwives specified a professional education and a teacher education element.

To satisfy these requirements nurses and midwives could make two main choices

of programmes. They could either undertake a programme with a pure

educational focus or choose a programme with a combined element of

professional education and teacher education. Whatever the choice, student

teachers focused on developing knowledge and skills in educational theory and

applying this new knowledge in the practice of teaching their own discipline. As

the profession is workplace oriented, practising teaching in this context is
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inclusive of workplace and classroom achievements. Classroom practice

placements were organised by the Centres. It was more usual for student teachers

to arrange workplace practice placements themselves.

The teacher preparation programmes were designed within modular frameworks

for undergraduate and postgraduate students. Pathways to obtain a teacher

qualification varied depending on the centre and consequently the types of groups

within shared learning environments were also varied. All five centres had nurses,

midwives and health visitors on their programmes. In four of these centres these

groups shared with other professions. Although nurses and midwives alone

formed the group composition in one centre, both disciplines viewed themselves

within different parameters from each other. There were other mixed professional

groups within this centre. Therefore, the concept of shared learning was applied

and described in a similar fashion to the remaining centres.

Shared learning environments were common through most academic levels in

nurse, midwifeiy and health visiting education, mostly within post-qualification

modules. Teachers were exposed to varied academic levels through their teacher

education and in their teaching roles. In addition, the term level had a different

connotation when referred to as different 'levels' of sharing learning in mixed

ability groups.

Modularisation had become a powerful driving force for shared learning

environments. The combined student numbers made larger classroom cohorts and

could offer a range of studies and awards. A weakness of this framework was

recognised in student teachers undertaking a sea of modules where group
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cohesion was difficult to achieve. An extension to modularisation was the matrix

system. This allowed greater flexibility of modules and easier access in different

modes of study.

In general, the evaluation of Centres was positive as reflected in the following:

My own course was adequate, absolutely. I don't think any course can
build in the reality factor. For the first six months after completion, I was
constantly evaluating my practice and developing tools. Now that process
has slowed down sign/Icantly although I do monitor my practice through
evaluations (nurse teacher).

Even when participants' perceived that shared learning was not explicit in their

centre they had valued their experiences of sharing within a multi-disciplinary

group:

It was not explicit but it seemed to work I see a need for shared learning
and as multi-disciplinary also. There is the issue of blurring identities, but
nurses can have tunnel vision towards nursing studies only. I am also a
psychologist/anthropologist. I have my doubts about courses that are
purely nursing oriented, I would not have gone to certain centres because
of this (nurse teacher/psychologist).

Teacher preparation for nurses, midwives and health visitors was complicated by

issues such as funding for preparation and the eminent integration into higher

education. The latter brought about a new concern:

We are very committed to training teachers in continuing education. It is frankly
very disturbing that only about 50% teachers in higher education are trained. I
have a worry as nurse teacher trainers come into higher education they will start
to regard themselves in the same way as other teachers in higher education not
wanting to undertake teacher training programmes. The emphasis will be on the
subject, training on masters degrees and Ph.D. which are obviously important;
but the ENB old commitment to training making sure that teachers are trained -
will go by the board as they become more and more assimilated into the culture
ofHE institutions (course leader).

The question of whether there is a need to prepare teachers for the new

phenomenon of IPE was even more pertinent.
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The following section explains the new teachers' perceptions of shared learning

initiatives for nurse and midwifery education in the Colleges where they worked

after their teacher preparation.

6.2 Profile of Shared Learning in the Context of Colleges

Teachers identified that their new positions as qualified teachers in nursing and

midwifery programmes had evolved to a multiprofessional context or to a less

evident, interprofessional context. Reference was made to a variety of teaching

experiences in shared learning milieu. The range of experiences reflected the

number of new teachers working with the Common Foundation Programme

(CFP) of Project 2000 programmes for nurse education at pre-qualifying level.

Other examples were selective modules where many professionals could access

post-qualifying education. A few teachers were teaching within an

interprofessional practice setting.

6.2.1 Pre-Qualifying Education

It was noted that the Project 2000 programmes created opportunity for shared

learning to occur within the Common Foundation Programme (CFP), -which

consisted of eighteen months of shared classroom learning for all entrants to

nursing. The benefits of sharing were challenged by the size of the groups.

Despite the potential limitation of group size a very positive feature of this part of

the study was the level of creative teaching demonstrated by this group of

respondents and the efforts they were making, sometimes within difficult

circumstances, amidst organisational changes, which created resource dilemmas.
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The debate on whether it is fitting to introduce students to shared learning at a

novice level was fashionable. Conflicts developed in shared learning

environments for pre-registration students with limited experience to relate to.

However, there were other reasons also why teacher& perceived difficulties at this

level. This included a perception that the students did not readily see the

relevance of sharing within mixed groups, and were influenced more by the

traditional social image of nursing:

Post registration students come with a spec/1c view in mind probably, the
majority are self-motivated and have been in practice for a long time and
have their own remit. Pre-registration students ask what has it got to do
with us? It challenges the Florence Nightingale image and conflicts with
their own beliefs. The social image is still very alive and influencing. They
want to look at illness not health. Their expectations and what goes on is
the cart before the horse in branch programmes (nurse teacher).

Consequently, students entering the profession were at conflict with value

systems from the onset. Changes have occurred recently to address the problems

in P2000. The Commission for Nursing and Midwifery Education (UKCC 1999)

recommended a change of policy to allow a greater time span for novice learners

to become accustomed to their own special branch within the profession. This

recommendation moves some ground in addressing the problems identified by the

teachers in this study.

6.2.2 Post-Qualifying Education

Shared learning in classroom situations was prevalent in post-qualifying

education and in-service training initiatives within service education provision. In

some colleges, the post-qualifying framework for nurse education consisted of

modules designed for multi-professional collaboration. This resulted in a trend to
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deliver programmes as core material to large groups whereas the application of

the subject matter was considered in smaller specialist groups. Core topics

included health studies, professional studies, management studies, research

methodology, and applied life sciences.

Some resistance to collaborative ventures between health and social care

professions was noted. Scepticism stemmed from concern for dilution of

disciplinary/professional knowledge and some felt it was a cost-cutting exercise.

Others were more concerned with factors• that could facilitate successful

outcomes such as having appropriate skills to teach in a shared learning

environment and developing an organisational culture to facilitate the same.

Interaction between teachers themselves was often difficult. The planning of

shared learning within colleges varied from an ad hoc basis with teachers, largely,

working independently on their specialist subjects, to some evidence of regular

interprofessional interaction between teachers. Lack of interaction was sometimes

due to the geographical location of professional education and, where structural

integration occurred, sharing of knowledge and linking of subject matter was

possible. However, some teachers found that they still experienced obstacles from

colleagues:

I am generally in favour of shared learning but the only thing that I
emphasise is that f you are doing shared learning all the tutorial staff
doing the topic should meet before hand Otherwise, you have people
vopping in'for seminar time and some of the tutorial staff could teach
dWerently to what is expected This could be a handicap to the students as
well as the tutorial staff (nurse teacher).
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Commitment from the organisation in time and planning teacher deployment was

also necessary:

One could say that any teacher has the skill to deliver in shared learning
It is not as simple as that. If teachers are working together on preparation
of material and team teach, or teachers sit in on sessions this would take
willingness on behalf of the organisation due to the time factor. The
choice of teacher is important. A physiotherapy teacher might be the
better choice to teach the musculoskeletal system for example. This could
also help to bridge the theory-practice gap by giving the most relevant
examples ofpractice (nurse teacher).

Teachers who held managerial positions viewed part of their role as providing

and deploying teachers to subject led modules and ensuring that the professional

and academic expertise were available for the educational units. Foresight was

necessary to identify potential opportunities to create shared learning between

different disciplines. Curricular activities and resource planning including human

resources had to be addressed. These managers found some resistance from

professional groups as to the benefits of multiprofessional or interprofessional

education over individual professional responsibility and autonomy in practice.

Interprofessional education in higher education is explained in the next section.

6.3. Profile of Shared Learning in the Context of Higher Education

Teachers from mixed professions in health and social care had various levels of

experience in IPE environments. The data showed that faculties within

universities were at various stages in developing IPE and shared learning within

programmes. The range spread across a continuum (Figure 6.2) from specifically

interprofessional to no initiatives of a shared nature between professionals. Most

faculties were using core subjects as shared learning environments for health and
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social care professionals. For some teachers the ethos of the university illustrated

interprofessional collaboration across faculties and programmes.

Figure: 6.2	 Continuum of IPE Initiatives in Higher Education

IPE Programmes in Higher Education
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research, professional issues, managenalmterprofessional	 WE
+ Post-graduate

community, continuing profssiona1 education, pnmaiy health, clinical practice,
comphmentary therapies

The following section addresses the organisational influences on IPE and

implications for policy. The discussion draws on the data from all of the

participants in the study.

6.4 Organisational Influences on Interprofessional Educational

This section begins with a discussion on the forces driving IPE and the beneficial

outcomes of, and barriers to IPE are addressed. It concludes with a discussion on

the policy implications for higher education.
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6.4.1 Driving Forces

Participants were asked for their opinion on the driving forces behind shared

learning. Opinions were varied between economical and educational forces with a

tendency towards economical reasons (see Figure 6.3). This stance was clarified

in how shared learning was implemented.

Figure: 6.3 Driving Forces for Shared Learning Environments
Economical	 Competitive market

Pooling of resources
Decrease in student numbers
Quantity above quality

_______________________________ Cost implications
Educational	 Professional enthusiasm

Facilitate sharing
Imvrove client care

Economical versus Educational Reasons

Huge changes had occurred with a competitive market and a decrease in student

numbers. Managers were concerned about resources to facilitate educational

developments. Although generally establishments showed enthusiasm towards

shared learning a need to 'get the balance' right was expressed:

Instead of number crunching, we need to look for the educational
opportunity first and foremost in sharing. Look for the quality rather than
quantity (occupational therapy teacher).	 -

A practical way to remain viable in such a marketing world was to pool human

resources. Efficiency in services meant that teachers were deployed to teach

either across all academic levels using their specialist skills or teach selective

groups using a generalist approach in problem solving. Fear of the consequences

of IPE to professional identity was common:
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When I think about the answers I have given you, I might have sounded
very positive about shared learning and all of these integrated concepts.
At the same time, I have some suspicion or disagreement with the
underpinning forces that are producing shared learning and I think that
they are predominantly economic. So what I might be saying is, that we as
aproftssion, and me as a teacher need to keep my eye on what forces are
producing shared karning. At the moment in my work role Ifeel quite in
con trol of shared karning, but I would not want to generalise from my
positive experience that shared learning was applied to all nursing groups
or to all subject matters. I could see how nursing itself could be badly
eroded by shared learning processes that were motivated by the need to
economise. What might be eroded in nursing is the confidence and
autonomy of the individual in the clinical area, in terms of the specialist
skills and separate knowledge each individual needs. The word initiative
sparked me off to thinking what forces are producing so much shared
learning? (nurse teacher).

Nurse teachers expressed fears about the merger into higher education institutions

regarding the placement of nursing departments, resources, and the high potential

of teaching large groups, and mixed professional groups.

There was a definite disagreement from the mentor responses that pooling

resources were the primary reason for shared learning. Even if this was the case

initially, mentors suggested that complementary developments had now

outweighed any suggestions to the contrary. As health and social care is a multi-

disciplinary phenomenon the potential and opportunities for shared learning

across disciplines were now recognised. The philosophy of shared learning was

acceptable provided it did not interfere with the quality of education subsequently

it should be monitored sufficiently.

One of the themes that emerged from the data was that if professionals are joined

together under the name of health professions, where education and the mode of

delivery is by key lectures to one intake once a year, then it may be resource

driven. Nevertheless, teachers have a role to play in identifying and justifying
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what is needed. It was suggested that large groups are broken down into tutorial

groups for key areas, although this would be a drain on resources, it could enrich

learning. In contrast, the importance of content as a reason for shared learning

was emphasised:

If the emphasis were on resources as a driving force, this would be a
shame. Resources may lead the organisers to share learning environments
but I would like to see the content take the lead to future developments
(course leader).

According to management, the fundamental reasons for shared learning are

genuinely meant to facilitate sharing, for example it was noted that:

If we can get all professi onals together in selective areas to work together
and apply theory in practice by understanding roles, at best it will
improve patient care and as a minimal outcome prevent duplication
(manager).

The potential for educators to work together to facilitate professional

development to support care was recognised. Yet there was a perception that

shared learning may be more theoretically useful long term than practically

useful. The implications of flattening structures and breaking down barriers

between professions might result in a return to teaching within separate

specialisms.

People are more independent in their learning. The original research to
suggest the importance of shared learning is no longer the emphasis as it
has moved to another dimension. The actual process is more individual
and focused into the individual's own needs within modular structures
(nurse teacher).

The participants gave particular benefits and barriers to shared learning and IPE.

These are addressed next.
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64.2 Beneficial Outcomes of, and Bamers to Shared Learning

The benefits (Figure 6.4) were perceived as strong reasons to engage in, and

extend developments. The benefits of shared learning were seen as role related,

group oriented, problem oriented and collaborative. These benefits highlighted

some propositions. It was recognised that professional boundaries and tribalism

could be resolved. Students could differentiate roles and build bridges between

disciplines. Sharing could be extended to social activities. Traditional students in

a separatist specialist programme were more compliant and accepting whereas

students in a shared learning environment tend to challenge.

The main barriers or obstacles to shared learning (see Figure 6.5) were

categorised as group oriented and programme oriented. The barriers suggest that

shared learning was implemented without sufficient thought to planning of

resources or the group composition required for the process. The process

depended on teachers conciliating with groups in meeting individual and

collective learning objectives.

Often the feedback from students was negative and they had a tendency to listen

to the complaints from other groups rather than share learning. Teachers

themselves had mixed feelings and some wanted to maintain the status quo of

traditional approaches. Subsequently IPE would have no influence on the delivery

of programmes. The barriers or obstacles were such that no easy solution

emerged. The findings showed similarities to the benefits and barriers indicated

in earlier studies reported in the literature (Jones 1992).
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Figure: 6.4	 Beneficial Outcomes of Shared Learning
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6.4.3 Policy Implications for IPE

This section discusses the implementation of policy for IPE and the implications

for higher education.

Teachers in health and social care identified several factors that inhibited smooth

development of 1PE within higher education. Many of these factors suggested a

breakdown in collaboration at higher levels in policy formulation and

implementation.

There was a deficit in the GP workforce at a time when major government

policies were underway in primary care. The international change of emphasis on

a health model has its virtues, but did little to rectify the immediate problems in

GP practice. Diverse fiscal arrangements existed for students within different

professions and the attitude towards self-funding varied. In addition, employers in

Trusts were reluctant to release many professionals simultaneously from a

workforce already below quota in some areas. Financial constraints hindered

smooth functioning both inside and outside higher education. Professionals who

were collaborating were often under the ethos of different faculties. Rooms were

not equipped and/or insufficient in quantity to deliver the programmes.

Universities were seen as supportive towards IPE for a variety of reasons:

• commitment of individual staff members to shared teaching and learning
as important to professional development of undergraduates

• multi disciplinary practice teaching course
• economy of scale; broadening horizons of staff and students
• aims to incorporate all professions allied to medicine into their overall

scheme for the future (occupational therapy teacher).
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Professional bodies were criticised by some teachers as reluctant to show

willingness towards or leadership in WE developments.

There is a lot of verbal encouragement but the professional bodies give an
oldfashioned approach, which causes constraints (social work teacher).

Criticism of government policy was aimed directly towards IPE being used as a

guise to maximise learning opportunities. This suspicion gave rise to what was

seen as a hidden agenda ofmovingprofessional boundaries for fiscal gain rather

than health gain. Trusts were being requested to offer joint training and

development to professionals. The use of integrated care pathways for clients had

helped shared learning. Contracting by Consortia led to conflict between

educational philosophy and service philosophy.

Management was faced with some key issues in order to combine economical and

educational philosophies (see Figure 6.6). The problems revolved around using

teaching resources efficiently while experiencing resistance from some teachers

to shared learning. One tool was to get teachers away from their traditional ways

of thinking and teaching around their own specialist areas towards the broader

concept health, thus supporting a generic model of teaching.

6.6	 Key Organisation and Management Issues

• Shared learning can be much more economical with teaching resources
because different groups can learn together with one facilitator

• Students can get cross-fertilisation of ideas irrespective of their special
interests

• Shared learning can maximise learning
• It is important to maintain quality of student experiences
• To create focused sharing is a better approach
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The problem of using human resources efficiently and effectively to gain added

value fiscally and educationally created a dichotomy in the learning environment.

Using one teacher to meet multiprofessional needs while simultaneously,

improving the quality of a learning experience led managers towards focused

sharing as a solution. This idea is similar to the specific focused model (Gill &

Ling 1995), where specific role fI.jnctions are identified and several professions

share the learning environment. With this approach, the content would have

relevance to all concerned.

The targets for shared learning supported the view that what was happening in

these environments was more like multidisciplinary education than

interprofessional education. The economical reasons outweighed educational

reasons. Some areas were exploring the possibilities of extending shared learning

environments between health social care professionals. There were, however,

reservations as to how barriers and 'status issues' between groups could be diluted

and it was felt that it would be years before 'real shared learning' would

materialise. This was further supported by the responses that at present, 'lip

service' was given to shared learning, suggesting that the experience was more

akin to sharing classrooms rather than shared learning.

If the top of the house is positive then there is greater shared learning.
The true benefit of shared learning in a real professional sense is
extremely overrated I have taught mixed groups for years and feel that
beyond the efficiency argument shared learning is merely a politically
correct phenomena. It often reinforces professional stereotypes and our
own evaluations show that most students cannot identify any concrete
benefits of shared learning beyond feeling that 'it is a good thing to do'
The outcomes for quality of care delivery following these initiatives
remain as yet unproven. Moreover, there is a big price to pay in terms of
loss of speciality knowledge and skills and an increase in role overlap,
ambiguity and other negative outcomes linked to generic approaches
(nurse teacher).
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The data supports the notion of pooling resources together for economical reasons

more than interprofessional developments. Most of the programmes suggest core

material for mixed groups rather than a focused initiative where the main purpose

is interprofessional interaction. Core topics such as interprofessional skills,

management, health and safety, moving and handling, marketing, research,

facilitating learning and supervision of practice were regular classroom shared

sessions.

The next section discusses the teachers' attitudes towards IPE, how they viewed

their role, how they were prepared for their role, and how they prepared the

students for interprofessional education.

6.5 Teachers' Values and Beliefs

Attitudes of staff are a prerequisite to structuring aframework that makes shared
learning possible (occupational therapy teacher).

Positive attitudes towards IPE are a prerequisite to success, especially from

teachers. The comments made by teachers showed emotive responses to their

situation. Figure 6.7 shows, that these emotions polarised the good and bad of

dealing with IPE. They were at worst intimidated, scared and challenged from a

negative perspective, or positively felt rewarded, involved and valued the

experience. Boundaries between professions were the root cause for such emotive

responses. It was said, that students are better able to cope with IPE, as they have

no power base, and, less institutional pressure (podiatry teacher).
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Figure: 6.7: Teachers' Values and Beliefs on IPE
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Participants gave their opinion on how their own profession valued IPE. Nursing

as a profession had become accustomed to shared learning environments of a

uniprofessional nature:

Our profession is into shared learning but then nurse teachers have
always been involved with shared learning, initially with the same
discipline then it branched out, even before we joined the university
(nurse teacher).

While others saw repercussions:

Many people are scared of shared learning because if they expose their
weakness to others in this setting it may be used against them (nurse
teacher).

Boundaries between professions were influenced by preparation time and

personal experience:

Influencing factors can include tutor perceptions, boundary obstructions
that can be very difficult to breakdown (physiotherapy teacher).

Lecturers/teachers need more time to prepare. Ifind this kind of work
'rewarding' as Ifind out about other professions (podiatry teacher).

I am a course co-ordinator for a family therapy foundation level training
for 9 years. The course is open to all disciplines and feedback and
evaluation has demonstrated that this is its main strength. The teachers on
the course also come from a variety of disciplines. My own post qualifying
training was also based on shared learning and I really valued this
(psychotherapy teacher).
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Participants expressed strong agreement with the assumption that professions

become entrenched in their own value systems. It was addressed as one of the

major obstacles against development. The rapid changes in education for nurses

and midwives had pre-empted many changes to come. The hierarchical nature of

professions in health and social care gave ammunition to unrest between groups.

There was suspicion as to why the changes were occurring and whether any one

profession might dominate professional education in the future. For teachers the

job market in higher education was also a concern.

6.51 Teachers' Perceptions of their Role in IPE

Most of the new teachers who participated in this study appeared extremely

innovative and motivated to create good examples of shared learning for their

student groups. Many had found the experiences of their teacher preparation

programme to be of benefit in stimulating ideas as to how to manage shared

learning in their own roles:

I reflect this (my own experience) in covering the whole range of
strategies. On a given day as I usually teach in terms of a whole day or a
half day. I look to build in a range of experiential, lecture, self directed
learning and library research into the whole day (nurse teacher).

Teachers were also able to draw on their own past experiences to enhance their

teaching strategies. The following example shows how a teacher facilitated

shared learning for client groups and transformed this learning in the classroom:

As a mental health nurse I would facilitate groups for clients from a
variety of diagnostic groups. There is a great deal of variety in how
people perform within the group for example, there might be someone
who is homanic sitting not very far away from them there might be
someone quite depressed and the group might be about anriety
management. So I think perhaps from my nursing experience I am
equipped to manage the strong variations in students and use it in a
positive way for each individual (mental health teacher).
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Frustration and conflict resulted in teacher disillusionment where role

differentiation came to the fore:

The physiotherapy students are so different, enthusiastic and motivated
Despite much extra work trying to win over these students (unsuccessfrlly
in relation to my evaluation which noted my ability to make critical
appraisal and research methods interesting to all groups) I felt that some
of their attitudes were in conflict with our own. This is very dy7Icult for
me as a physiotherapist to develop a focus relevant to diagnostic
radiotherapy for example, they felt that they had little autonomy or patient
contact! Our roles are so different. A very disillusioned lecturer who loves
teaching and being a physiotherapist (physiotherapy teacher).

With modular systems, teachers seemed more likely to teach their specialism

across different academic levels. Some teachers were delivering core lectures to

large groups and then splitting them into specialist groups, which were facilitated

by the specialist teacher. In contrast to this model teachers joined as team

teachers and collaborated in planning and implementing the session, module or

programme. Personal development grew out of team teaching:

With the teaching situation joint teaching and learning works very well
and there is a high level of commitment (nurse teacher).

With IPE there is ability to use a wider pool of staff with unique specialist
skills and develop personal teaching abilities in a wider and more
challenging setting (podiatry teacher).

Role change also meant that the teacher became a facilitator of the educational

process. Approaching education from an interprofessional perspective demands

strategies to break down professional barriers formed by traditional approaches to

education. This group of teachers were actively seeking out and giving examples

from other disciplines. Some sought information from specialists, or colleagues

from other disciplines and from their own literature searching or experiences.

One teacher specifically looked for cross disciplinary examples when marking

assignments, for example, in relation to advocacy or controlled environments. For
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the specialist teacher, giving examples did not appear to be problematic because

they can draw on their experiences.

Professionalism was perceived as one of the major obstacles to shared learning.

The opinions were polarised between two camps. Those who resisted joining

forces and preferred a separate education pathway, against those who positively

sold shared learning as a way of changing attitudes. Frequently medics were

selected as the professional group with most resistance. At the macro level, the

philosophy between social and health services created resistance.

It would be valuable to create multi disciplinary shared learning to
include junior medical staff local authority and stafffield workers who
are unqualified However, this is political and there are major cultural
barriers. I have worked in child protection capacity in the past with social
workers that have a broader picture, and it is easy for professionals to
polarise. The NHS reforms have created a management culture. In
nursing, accountability is greater, this is less of a feature in local
authorities therefore there are major cultural barriers (health visitor
teacher).

It is idealistic to want shared learning in some respects but to get it off the
ground is much more difficult in practical terms. There is a lot of evidence
ofprofessional jealousy regarding professional boundaries and people do
not want to give too much up should they be lost. This is how professions
have developed in society and they do not want to loose their identity
(medical teacher).

Role identity highlighted discrepancy in power and status of gender in

professionals sharing common goals:

Nurses and social workers are mostly women and worse paid and in
lower grades than doctors and psychologists, mainly men but do similar
tasks. Hierarchical attitudes are mirrored in the treatment of families
(family therapy teacher).

It seems to be female staff that are involved in this type of teaching here
(podiatry teacher).
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The professional power of medicine within a hierarchy was evident where

medical practitioners recognised that their role gave access to communication

across all boundaries. This role required association with all professionals and

voluntary and private sectors.

The issue of gender was combined with empathy towards other professions:

Mixed groups which include doctors and health visitors, and Community
Psychiatric Nurses (CPNs). It was initially intimidating for each group.
Doctors, because the new training is based on a non-pathology model,
which is dgjlcult for them. For CPNs and Health Visitors being open and
honest was dfJIcult at first. Female doctors handle this better than males
who find the equality of groups more challenging (social work teacher).

6.5.2 Teachers' Perceptions of their Role in Professional Practice

The quantitative data showed that 125 (51%) teachers identified a role in

professional practice. Eighty four teachers were outside of the nursing profession,

which was the largest single profession to respond.

These roles and functions are outline in Figure 6.8. Roles varied in the level of

support given to students and the type of teaching in practice settings. What is

significant about the data is the percentage of teachers from varied health and

social care professions who had a practice role, yet most of IPE happened in

classrooms.
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Fjgre 6.8	 Teachers' Role in Professional Practice
Role Identity	 Role Functions
Practice teacher	 Teaching students junior colleagues and peers

Responsible for student cohort
Tutorials
Assessment (including non-professionals)
Mentor support
Facilitator

_____________________________ Application of theory to practice
Link teacher-	 Working with mentors

Monitoring practice placements- various
___________________________________________________ professionals
Supervisor	 Supervision of students
Family therapy supervisor	 Supervise reflective team work

Role play and review video recordings
Skills training

Psychotherapy supervisor 	 Trainee supervision and teaching
Counsellor	 Client counselling

Facilitator	 Assist students set and produce evidence of
learning outcomes
Advise practice assessors

___________________________________ Liason with clinical staff
Manager	 Communicate with all personnel
Tutor	 Teaching, supervision, assessment of
_________________________________________ community practice
Lecturer	 Support community practice teachers and
________________________________________ mixed professional student cohorts
Dual Role:
Community practice teacher/Social work practice Monitor, support, assess students
teacher
Practice Lecturer	 Teaching functions

The teachers were equally faced with remaining abreast of change as

professionals and teachers. Consequently, their role became threefold, teacher,

professional and practitioner. This triangular nature of the teacher 's role as a

professional with specialist knowledge and skills to contribute to IPE is an

invaluable resource. Ideally, each component of role fi.inctions should

compliment the others. Under nonnal educational circumstances, it is difficult for

a teacher to maintain competence in all areas. For IPE there is an additional

demand on the teacher to remain abreast of developments from more than just a

personal perspective. Some teachers were motivated and willing to meet these

demands.
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6.5.3 Preparation of Teachers and Students

This section identifies the preparation of teachers and students for IPE. The

section begins with the views on what preparation is required for teaching in IPE.

The teachers' perceptions of their own and students' preparation follows for this.

The question of whether teachers require specific preparation to teach in shared

learning environments was addressed throughout the study. The Centres were

reasonably confident that the programmes prepared teachers to teach IPE. Either

the curriculum expressed an endeavour to provide opportunities for shared

learning in meeting both generic and specific needs of teachers, or less

commonly, an interprofessional focus was reflected throughout specific modules.

There was a consensus that the question of preparation required attention. The

debate was grounded in the belief that general skills accrued through teacher

education were sufficient or conversely, specific skills were required for this

particular context. The data was examined using the assumption that specific

preparation was required. Certain arguments emerged for and against specific

preparation.

The strongest argument was whether the teachers should be prepared to use

generic approaches to their teaching or function as a specialist in their own

profession. The generic approach meant that teachers would not be required to

modify their teaching to accommodate the various professions in IPE. The

teachers using this approach taught the principles of the subject whereas the

specialist teacher focused on the application of their specialist knowledge and
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were more likely to accommodate the specialist needs of different professions.

Another proposition was that if shared learning is subject specflc then a specialist

teacher is required.

Some establishments expected a highly specialised teacher and others looked for

a generic teacher. It was easier for a sociologist for example, to work in a nursing

department than vice versa. However, the application of specialist knowledge to

nursing was also required. Some nurse teachers prepared themselves with dual

professional qualifications as a compromise.

The specialist role could be recognised in how teachers were expected to organise

their workload. The model of teaching hinging on the teacher as subject specialist

or expert meant that teachers moved between different groups and at different

academic levels to deliver their subject.

Delivery of IPE through core modules was criticised in its present form this

emphasised resources as a driving force and because of the generic nature:

Yes (shared learning) is explicit in the institution within the higher award
framework but it is generic. Some core modules are needed but not at the
expense of specialism. Mental health nurses have suffered due to the
change to a generic approach. Recent training courses are almost
exclusively taught by non mental health nurses. Empowerment and
advocacy suffer as a consequence (mental health teacher).

The position was that new teachers faced a difficult position once qualified and

course leaders had a challenging task in balancing both generic and specialist

needs in preparing teachers. Certain solutions were proposed for and against this

dichotomy.
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A proposal that teachers should learn to be flexible and adapt to teaching different

group composition was forwarded:

There really is no easy solution to how they should prepare themselves
except to be flexible and be prepared to gain experience teaching groups
they would not have otherwise consider they would wind up teaching
(course leader).

Applying this philosophy falls short of any measurable preparation and is totally

dependent on the type of experience offered to student teachers. Another

approach was suggested in that teacher preparation should aim to develop

teachers' towards transferability of teaching skills across different group

compositions. 'Thus once a teacher always a teacher'. But there was some doubt

whether this was sufficient in shared learning milieu:

The knowledge and skills are transferable, but there is a need to look at
strategies appropriate to the subject matter, as shared learning is
probably more subject dependent (course leader).

Some teachers felt it was essential to prepare teachers particularly for teaching in

shared learning situations whereas others who were more experienced in teaching

prior to their preparation course did not emphasise the need so much:

What is more important than shared learning and all the rest is teacher
preparation. We must get the teaching right first and shared learning is
miles away in the horizon as a concept (pharmacology teacher).

Teachers definitely need preparation. As an expert in my field I don 1t have
a problem as I am confident to teach all levels. Other colleagues might
find shared learning threatening, if they are not sure of the group or not
experienced in teaching. I will personally encourage shared learning in
any environment, although it is not easy as others do not see its needs and
it is difficult to facilitate this. Broader shared learning will depend on the
Faculty in Higher Education we merge with. Lecturer practitioners can
help to facilitate shared learning in practice placements (nurse teacher).

Stronger opinions proposed specific preparation for the role:
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Preparation is essential for the type of programmes they are expected to
facilitate on return to thefr area ofpractice. Teachers need to be prepared
for that broad perspective and be aware of the difficulties of actually
bringing in those ideas to a group that have no nursing background
(course leader).

People assume they can do it without preparation which is unfounded
(manager).

Specific preparation of teachers for IPE was articulated as having distinctive

elements. These were experiencing interprofessional education, the use of

language for different professionals, diluting professional boundaries, developing

group cohesion and a repertoire of teaching strategies. It was suggested that

teachers require skills that are more facilitative than the more traditional

approaches to education, and not only in the delivery of the sessions, but also in

the follow up, such as; support and application to clinical practice for the student

groups.

Distinct from this, a personal experience of shared learning environments was

viewed as one way to gain preparation. This could be involvement in learning

with other professionals in both formal and informal environments, supervision of

students from disciplines other than one's own. The originality of the concept of

IPE meant that most experienced teachers had no alternative but to use personal

experiences and research findings to support the development of others.

Enthusiasm and confidence in developing new teachers was obvious:

I would say with confidence that we achieve what we intend to achieve that
graduates of ours will go out and be able to set up shared learning
experiences for their students. We need to help our students to acquire it, f
we do not they will not acquire it (course leader).
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A key to specific preparation for IPE was the need to change one's language to

accommodate a mixed group of health and social care professionals and to avoid

marginalisation of the less represented professionals. Then:

Everybody in the group has been treated as if their discipline has been
addressed even though you yourself are not from the same discipline
(physiotherapy teacher).

One way of overcoming differences in how professionals interpret knowledge

was:

The proper use of language in the classroom seems vital to me to ensure
shared learning. Students cannot possibly share if all 1 do is lecture. I
have to find ways of devolving responsibility for talk ... there is a high
proportion of student group work, student projects, micro teaching and
mutual evaluation (course leader).

Of equal significance to the need for teachers to change their own language was

managing the students' language in the classroom. Ways of accomplishing this

included observation and participation in seminar work and shared reflection and

analysis within interprofessional groups. Pitfalls encountered in giving examples

to a mixed group of professionals were reported. Problems were firstly, in giving

examples that were too generic, or skewed towards the teachers' own specialist

knowledge and background, and secondly, dealing with different academic levels

within student groups without placing the onus entirely on the group.

Teachers need to be aware that the same concepts are used differently in different

disciplines, that is, not only does language differ but the theoretical paradigms

differ also. Skills may manifest differently as well. This recommendation was

conditional on all disciplines getting together to share ideas, look at strategies,

topic areas, and the principles and skills considered as transferable. The quandary

was not as simple as transferability or flexibility in teaching.
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It was suggested that teachers learn to develop strategies on how to break down

professional barriers and deal with professional values and beliefs. In reality this

was not so easy as groups were often far too large, thus suggesting that shared

learning was an economical commodity rather than a way to help people learn

from each other.

Teachers required a repertoire of skills to facilitate mixed groups. The need for

preparation for teaching in a shared learning milieu was summed up as:

Teachers can be prepared to enrich the learning process through mixed
groups in their preparation centres. Teachers need preparation in how to
handle these groups, to facilitate learning, and to use various strategies to
achieve good results (course leader).

It was expected of new teachers not to assume that everyone knows the concept

of IPE. Hence the need to gain a better understanding of the roles of others, learn

about planning and communication, be aware of peoples' different backgrounds,

training, resources, and that different professions use resources differently. Also

The methodology needs to be reviewed New teachers are weak on
lecturing and running groups. There is a need for teacher training to
address it (course leader).

In antithesis to the notion of specific or special preparation was the view that

some subjects have the potential to be badly taught whatever the approach, but

that this could be exacerbated within a shared environment. One solution was to

choose the most appropriately skilled teacher from any profession for the relevant

subject matter. If such is the case, a model of teaching is suggested whereby the

teacher moves between different groups to deliver their specialist subject.
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6.5.4 Evidence of Teacher and Student Preparation

This section highlights the preparation of teachers and students in all of the

establishments in this study.

The new teachers evaluated how the concept of shared learning was perceived

within teacher education establishments and how the viewed their preparation.

Figure 6.9 shows both sides of the coin. Those who evaluated positively gave a

picture of commitment from the organisation and the teachers to develop a

climate to accommodate sharing between mixed groups. The negative aspects are

more synonymous with concurrent learning whereby groups were placed together

for efficiency in resourcing education.

Figure: 6.9: New Teachers ' Evaluation of Shared Learning within Teacher
PreparationCentres 	 _________________________________
Positive Accounts	 Negative Accounts

Commitment: 	 Uncommitted:
Accepted as course philosophy 	 Never discussed as a goal
Centre committed	 Ambivalent attitude from some module leaders
Encouraged by teachers	 Lack of libraiy resources for specialist subjects
All teaching staff ensured shared learning
occurredalmost all of the time 	 _____________________________________
Curriculum:	 Cuniculuin:
Broad access to programmes 	 uniprofessional shared learnin& other health
Reflected in planning and course content 	 professionals on campus -not involved
Extended outside the classroom	 Took place as a by-product of course design
Social context very much to the fore	 Seemed a cost-cutting exercise
Facilitators encouraged cross-fertilisalion of Teachers relied on input from students -
ideas	 Difficult to administer
Encouraged collaborative work 	 Problems in combining different academic
Peer assessment, observation and feedback 	 levels
Common founthtion were useful

	

	 Sitting in a classroom with other professionals
is not synonymous with shared learning

____________________________ More specialist subject groups needed

Although the concept of shared learning was not always explicit, the teachers

generally expressed positive feelings towards their own personal development.

Those who experienced it had valued it, for example:
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The course was for me about enrichment. The structure, style,
management and student mix enabled this to happen (nurse teacher).

Shared learning revealed a common aim between group members when exposed

to cross-fertilisation of ideas:

Very informative and at times positively illuminating, we had more in common
than that which divided us. It decreases insularity often apparent in
nurses.. .Avoids tunnel vision and allows insight into others' views of your
practice therefore challenging your values and assumptions (nurse teacher).

Some teachers felt they had a good foundation for the role of lecturer practitioner

and on return to their own areas had actively sought these positions or were

forced to due to frustration and disillusionment with the quantity of classroom

teaching.

No formal preparation of teachers or students for facilitating shared learning was

evident in Colleges of Nursing and Midwifery. The philosophy of some colleges

was such that different disciplines shared knowledge freely. Teachers informally

shared ideas and worked towards making sessions broad and relevant to shared

learning environments. Some respondents felt that the teacher preparation

programmes would normally address this issue or that the teachers should be able

to adapt their teaching approaches to accommodate different groups. One

respondent suggested that as teachers were professionally qualified as nurses,

midwives and health visitors, preparation was not necessary.

Some support mechanisms were visible from managers and mentors in these

Colleges. Managers played their role by actively encouraging teachers to remain

competent in their own specialism so that they are still in the ambience of clinical

practice as 'you can soon loose touch with it f you are not in regular contact'.
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They saw the teachers' role in practice areas as a supporting mechanism for

students and assessors, through familiarising them with the curriculum and

assisting them to develop their competencies.

Sharing teaching was viewed as a way of maintaining professional standards and

monitoring teaching approaches:

It goes back to (sort of) teachers twinning up, that is you can maintain
your standards because the two of you will want to gain positive
outcomes, because I'm not going to let the side down, almost. I think
standards are increased by doing that (manager).

Mentor systems to develop student teachers were in place in several colleges.

Mentoring in this context included role modelling, sponsorship and coaching

within an interactive relationship:

The person 1 am mentoring and I actually work in the same academic group,
we both teach health. Therefore, we share views on how you would actually
teach health and how you would facilitate it. There is that ekment. Another
component is that we both share the same group of students and so we are
actually looking at how we interact with these students in terms of
counselling, in educational counselling, how we undertake those sort of duties
as well. We discuss how we feel we can get the best out of students. We also
look at things like marking, or facilitating, for her to go and work with
somebody else because Ifeel that they have something to offer her (mentor).

As mentors, experienced teachers viewed the role as a two-way process in

working together. The relationship with the new teacher helped to facilitate

professional development and development of teaching and learning strategies.

Some interpersonal and management features were seen as important in

interaction with the new teachers. Interpersonal issues were building confidence

in classroom teaching, discussing student-teacher relationships, deflecting

problems with personalities and role identity.
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Common management problems were the management of time and planning of

teaching sessions. Joint planning and delivery of sessions helped in professional

development of new teachers along with monthly voluntary meetings or an open

door policy. Mentors used strategies to facilitate shared learning such as: students'

participation in their learning; students' reflection on their own areas of

specialism; discussion groups; and giving examples in their teaching that referred

to the different disciplines within a group.

Some students entering the programmes in these colleges were told they would be

in a shared learning environment at interview and on course briefing days. One

college provided a session to address training and assessment strategies, students'

role and expected level of preparation. Others presumed that students could easily

recognise the relevance of certain topics to their own specific specialist area.

In higher education, most teachers had no preparation and the preparation of

students was minimal. Some teachers were of the opinion that inexperienced

teachers need to learn the 'art of reflection' to teach IPE. Enthusiasm for IPE, and

experience of shared learning, and teacher education were an obvious advantage

in dealing with IPE. These traits were significant to individual preparation. Few

teachers mentioned team preparation for the task and those who did felt the

preparation was inadequate.

Before embarking on a shared learning programme the course team must
develop a commitment to collaborate themselves. This ethos must be
transmitted to multi -speciality groups doing curriculum development
(health visitor teacher).
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Even joint preparation and planning for IPE ventures was not valued by some

professionals who were conspicuous by shown resistance or absence.

The perceived value of one professional group education programmes to
other professionals. Those who believe they know it and own it are
unlikely to attend (physiotherapy teacher).

It is interesting that in one interagency initiative (quality initiative and
user-involvement) developed in a local provider unit the absence of one
professional group (medicine) was notabk. They refused to attend or
acknowledge the project (nurse teacher).

However, the resource issue created barriers

Staff teams often find it difficult to get to know others. It relies heavily on
commitments from afew. Little time is givenforpreparingfor teaching
and developing strategies (radiotherapy teacher).

Student preparation (see Figure 6.10) was considered and desirable but this was

not consistent or premeditated for all programmes regarded as IPE.

Figure 6.10: Students' Preparation for IPE
> Student preparation is currently being explored in post -qualifying contexts. It is regarded
now as essential but the means has still to be identified.

New medical student have been given minimal preparation for the nursing perspective of
their curriculum. This preparation involves both nurses and medical students.
> Nursing students are prepared for their shared learning experience, but medical students are
not.

I should hope that everybody would fully prepare students.
> Based on a visit to Maaslricht and LinkOping to study problem based learning approaches,
student preparation is included to bring about interprofessional education.
> Postgraduates are prepared in the introductory module, which is compulsory.
> The use of shared learning within the institution for undergraduates is more difficult to
arrange than for postgraduates. Timing is different partly due to practice placements.
> We have recognised that students need preparation for shared learning and will start this the
next academic year for undergraduates. This preparation is unnecessaiy for postgraduates.

The next section discusses the models of teaching and learning used to implement

IPE in all of the environments where the participants worked.
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6.6 Models of Teaching and Learning

A comparative analysis of all qualitative data identified corresponding

approaches to teaching and learning in environments for preparing teachers or

students at different academic levels for IPE.

According to Joyce et al (1997), models of teaching can be categorised into four

families based on the types of learning they promote and on their orientation

towards people and how they learn. These families are the information

processing, social, personal and behavioural systems. This categorisation will be

applied to the models of teaching and learning described in this study.

The information -processing model helps the student to construct knowledge and

increase their general intellectual and personal development. The purpose is to

provide learning strategies for concept development relative to the disciplines.

This model was more evident in competitive learning, which was especially when

the student cohort were at different academic levels. Sometimes when sharing

took place between groups it was a natural metamorphosis rather than a specific

strategy initiated to explore this issue. In some instances, the value of the

experience of sharing was not readily appreciated but had an impact through

reflection later on.

Reflective learning took different guises and represents the personal family

models of teaching as described by Joyce & Weil (1996). The emphasis is on self

worth, personal confidence and competence. Reflection was used within teams to

analyse a specific task or to analyse professional stances to a situation or

problem. Teams took group exercises to link theory and practice and allow
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reflection on the experience after the event. Reflection on practice took a student-

led or student-centred approach in learning. Teachers acted as facilitators, a

sounding board for reflection and catalysts for change. Role play and video were

combined to analytically reflect on the process and allow peer and teacher

feedback. The process of shared learning in itself was viewed as a personal

reflection experience for the individual. Case studies were also used as a means

for reflection on practice and professional roles.

Teachers had developed their own knowledge and skills in reflective processes

through teacher preparation courses and had formulated a plan to utilise models

of reflection and research as ways of breaking down barriers and as a

developmental process at various levels.

When I started my course two years ago I had a very scant knowledge of
reflective processes. We were presented with a range of models of
reflection. I choose Benner's work and although it has its critics, it can get
you into the habit of reflective writing and can be descriptive. Initially it
can start the ball rolling and then you motivate people as they go through.
The critical incident framework of Benner's I find exceptionally useful for
a variety of reasons. For the 'reflective practice,' sessions on reflective
journals something like a critical incident session, they have to bring a
positive and negative incident for the basis of a small group discussion.
We look at learning, development, both personal and professional as
active processes (mental health teacher).

Bringing teachers into that as well so that they can start to look at critical
incidence and then later on, at the beginning of the branch we then raise
the level and look at a different model such as Boud, Keogh and Walker.
By the end of their training they will be familiar with at least two models
(only going for 6 months yet). All of that knowledge and confidence I
attribute to my course... Students and teachers are beginning to talk the
same language and it seems to be working (psychiatry teacher).

The aim of the social family models of teaching (Joyce et al 1997) is to develop

co-operative action and mutual understanding. It took the form of peer group

learning and group interactive learning. Peer group learning was valued by
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teachers and seen as important that the group address and break down barriers to

communication between professionals. Students were placed in small groups and

given a task to deconstruct roles through case studies and feedback as a

collaborative effort. Peers were seen as a tool for teaching, a means for appraising

and reviewing learning between mixed groups.

Peer group learning was used to link theory and professional practice using past

experiences of the group members. Common approaches to facilitate sharing

within peer group learning were discussion and seminar work:

My teacher preparation course did not go into the mechanics of what/how
to teach in certain groups but our own shared learning experiences were
very valuable in learning the concepts and skills. Discussions and seminar
work allowed me to develop teaching speaking skills (nurse teacher).

Group learning was mostly teacher facilitated through assignments, problems for

discussion, analytical reflection, constructive challenging, and group dynamics.

The formation of groups was important in that teachers tried to develop equal

representation of professionals and/or equal ability or background experience.

The latter meant that the group composition did not lower confidence levels of

the less experienced professionals. Teachers viewed their role as mentor or

facilitator. Other ways of describing group interaction were syndicate group

learning and team learning. As opposed to group learning, team learning was

described as a way of team building. Teams were given projects with a team

focus or role play and reflection to examine professional culture and conflict.

Sometimes the interactive process took the shape of paired learning where

students were, matched in pairs to work on a task. Similarly in practice

placements shadowing and role modelling were used.
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Group learning seemed to happen serendipitously rather than as a distinctive

characteristic and forced individuals to reassess their own thinking:

One of my colleagues in my immediate group was a radiographer and the
rest were nurses. However, the shared learning environment was wider
than nursing. We shared with all graduates for instance this could be,
maths, history or drama. The group comprised a very wide variety of
people and a lot of learning happened in these shared groups. I think
what it taught me was the importance of accurate assessment. When
colleagues talked about how they assessed I looked at these issues from
my own perspective (nurse teacher).

The behavioural systems family model of teaching aims to modify behaviour

through role modelling, simulation and experiential learning strategies. There was

ample evidence that student teachers in teacher education centres were exposed to

experiential learning through role modelling and peer learning as preparation for

their role. These approaches were equally highlighted as missing links for those

who perceived their experience negatively. As teachers and peers role modelled

the art of teaching, others could learn how to use examples.

Other teachers used experiential learning to allow interprofessional reflection and

analysis of situations, events or problems. These activities were particular to

encouraging collaboration and exploration of professional paradigms through

small group activities. Students learning styles and KoIb's (1976) Problem

Solving Cycle were fundamental commodities with which teachers planned

progressive ways of reflection on experience.

Problem Based Learning (PBL) relates to the information processing family of

teaching models, where an inductive approach is used to identify problems and

find solutions. Conversely, it could traverse or link with all of the models

classified by Joyce at al (1997). This approach to teaching and learning in
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education for health and social care professions has shown an increase over

recent decades (Boud & Feletti 1991).

Teachers in this study valued PBL as a model of learning for mixed groups of

professionals. The model allowed problems to become the core of teaching and

learning. Student-centred learning with a focus on practical real life issues

allowed teachers to explore and develop past experiences and attitudes and move

groups into a new way of thinking. The ultimate aim in the process was to create

in the student new and deeper approaches to the problem from different

perspectives.

Strategies for facilitating PBL were formulated for analysis of practice through

multiple approaches. These approaches were critical discussion, panel debates,

case consultations, critical incident techniques, vignettes, videos, workshops and

seminars. Professionals from different backgrounds role played their colleagues

position as a professional. This helped to address professional identity and

differences in feedback through reflection.

If problem-based learning in used as the messenger of interprofessional
education, the biggest attribute is team-building (midwifery teacher).

Undoubtedly, PBL was used as a tool towards team building, albeit classroom

orientated, where the participants may not ever work together. Frequently the

examples given by teachers of PBL were unidisciplinary. This meant that group

learning was often concurrent learning:

By bringing them together in the same room at the same time, we
assume they will collaborate. In reality, the occupational therapy and
physiotherapy students sit apart from each other and have to be
facilitated to form mixed grouped discussions. We explain the
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rationale for shared learning, but students tend to be largely
preoccupied with their own specialism (physiotherapy teacher).

Teachers identified many ways to encourage collaboration between professionals.

The orientation period to learning within a mixed group was seen as essential to

change or shape behaviour. The teachers using a behaviour 3ystems model of

teaching (Joyce & Weil 1996) at the beginning of the learning process to

positively sell the idea of IPE. Promoting the innovation in itself was insufficient.

Teachers made efforts to breakdown conflict and stereotypical attitudes and raise

the self-esteem of individual students. Positive reinforcement of the value of their

individual and collective contributions paved a way for collaborative learning.

Often obstacles through lack of organisational planning and professional

willingness were in the way:

With dfjIcul(y even in seminars for year one they may come in with
spec/1c role identities and a 'keenness' to get on with study of their own
profession. Any attempt to encourage cross-discipline discussion, or even
just discussion with no professional boundaries, is dflh cult (physiotherapy
teacher).

This is difficult, as many times we do not know our target audience until
introductions are done. So it is adapting to the students as they arise. Use
getting to know you strategies and f forewarned we send out relevant
written information to prepare participants (nurse teacher).

Situations in which teachers endeavour to ensure students play an active role in

their learning can be categorised as participatory or active learning. The most

frequent approach to involving students was to take from their experiences and

develop discussion relevant to practice within different areas. Other approaches

were used to help the student group participate in a shared learning environment.

These included using film clips and autobiography (client stories). There was an

added advantage to using such approaches:
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This creates a better use of language as the concepts used tend to be from
the educational domain. Through reflection on practice, one can utilise
examples from students also (nurse teacher).

Group members were advised to work together on a regular basis. These groups

were called string groups with the purpose of maintaining contact throughout the

programme:

otherwise one can study over three years and not know anyone. My
experience is that some groups mix, others do not and are unwilling to
interact and cross boundaries. Modular approaches have advantages but
learning can be fragmented, it is up to the teacher to emphasise
interaction (occupational therapy teacher).

6.6.1 Teaching Strategies Used for IPE

Combined data from all of the comments reflected a picture of teaching strategies

that included most approaches (see Figure 6.11). Teachers moved from a didactic

approach to student-centred/student-led approach to interactive processes.

Teachers used varied methods appropriate to adult education. Efforts were made

to develop interactive learning through group work and team building exercises.

Teachers were accommodating this type of learning for mixed professional

groups by splintering large groups into smaller ones. On occasions, large groups

of 240 students were broken down into twelve groups. Teachers were able to use

the background experiences of students to develop interaction and student

involvement. This process involved several steps such as identifying past shared

experiences, using experience to organise team work, identifying shared goals

and deficits in knowledge, and using peer learning to fill the gaps. The skills

based exercises focused on collaborative work in the practise of health and social

care.
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6.6.2 Collaborative Teaching and Learning

Teachers used a variety of ways to facilitate collaboration between group

members. Orientation to the ideology of interprofessional education was of

importance. This meant promoting the programme in advance and identifying the

rationale and benefits to students from the onset. Other ways of encouraging

collaboration were described as investing time and effort in timetabling and

raising awareness of the value of a mixed contribution to learning. Experiential

learning activities and extracurricular activities were used to develop

collaboration within groups.

Ways to encourage collaboration were identifying the task and maintenance
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functions. Task functions were significant of the problem solving process of

groups using reflection on action. Maintenance functions were those functions

required to maintain the balance between task variables and variables within

group processes. These functions are essential for interaction that is transparent

and progressive (Brown 1988). The data yielded other categories, which describe

psychosocial and professional attributes. These rely on the teacher's ability and

personal traits, yet are essential for good facilitation.

In a shared learning environments the needs of minority group members or under

represented professions was a critical consideration teachers needed to consider

strategies to facilitate optimal involvement of all group members. This gave rise

to a number of considerations and actions. The approaches used to motivate the

groups related to the psychosocial domain such as valuing contributions,

challenging their attitudes and having a sense of humour. Self motivation of

students reflected whether they had chosen the course of study or were sent by

management. The teaching strategies identified previously were used to motivate

students cognitively.

6.7. Curriculum Context: Learning Milieu

Inter-disciplinary liaison between teachers of health and social care professionals

and other professionals was seen as both necessary and valuable to create a

suitable environment for shared learning. Interaction across professions was

generally through individual networking and was seen as a strategy to expedite

their own teaching. Promoting cross-professional teaching was bound within

organisational influences such as current changes amidst mergers and
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amalgamations, workload and sickness patterns which inhibited close interaction

and evaluation of developments.

Physical resources for group work or social interaction were limited in most

establishments. The teaching happened mostly in large lecture theatres and it was

difficult to acquire rooms for formal group discussion and impossible to secure

informal common facilities. As a nurse teacher stated: putting students together

(often to save resources) then they expect it to miraculously happen. It would

seem that the timetabling of IPE was no different to any other form of education

and consequently teachers were faced with compromising to make it work

effectively.

Teachers were not always aware of the group composition or their background

knowledge in advance:

Unaware beforehand of the kvel of knowledge of the students; nor are the
numbers of students expected to attend clear to the course organisers or
me (family therapy teacher).

Just putting students together' resulted in concurrent learning for the most part;

with efforts to form groups to approach either separate needs for professionals or

issues for many professionals to resolve.

Shared learning is integral throughout not all is an active approach to
sharing some of it is sitting next to each other. The principles of
interprofessional education ofpromoting opportunity to study /work on an
equal level are there all of the time. Half the time was spent on care
studies the other half was linking the We cycle approach to
interprofessional working (nurse teacher).

The whole process was challenging for some teachers and the participants seemed

more than conscious of the problems. When resources and group composition
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were as expected teachers looked at their role as facilitators, as stated IPE must be

facilitated well by lecturers or it could be a disaster (pharmacology teacher).

The geographical location of student groups was also a problem. This situation

inhibited groups coming together within a common core module to share

learning. The idealistic reasons for sharing learning were powerful but the

practicalities of delivering it were wrapped into obstacles, including financial and

professional obstacles. The implications for pre-registration nurse education were

complicated by bottlenecks in practical areas, especially in community because of

the emphasis on a health model. With a decreasing workforce and increasing

student numbers to cope with:

The whole college's educational machinery is problematic, it hasn't
sufficient staff in the community and they are overburdened (midwifery
teacher).

Timetabling in some areas was now compiled centrally and on a yearly basis.

This restricted flexibility in facilitating sessions.

I would plump for cost effectiveness. I do see it because of the
environments but I see it actually as a focus, a shared focus or shared
concern, and the group themselves will respond to that. I see it in the very
large groups where they are coming together en mass, four orfive groups,
who are doing different courses, come together for core subjects, and
nobody gets anything out of the session hysiotherapy teacher).

Mixed groups of professions were often educationally disadvantaged because of

inequality in knowledge base and or dominance of one profession over others.

For example, a biologist taught 30 midwives and 300 nurses as a mixed group.

Group size inhibited easy access to group work, teachers frequently had to split

the group into subgroups. Consequently, facilitation was problematic. In addition,

the learning outcomes for different professions varied, as did the paradigms of

professional knowledge brought to the classroom context by the teachers:
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Matching of student knowledge - nurses are given thfrty hours ethics and
medics only two hours. Nurse teachers have a huge amount of knowledge
of ethics, clinicians much less cmd philosopher's knowledge of health care
ethics is questionable (nurse teacher).

Potential and actual problems in meeting the needs of minority group members

included a perception that:

Students are sometimes reluctant to look at thefr own cultural
perspectives consequently they tend not mix (podiatry teacher).

Minority group members are encouraged to participate but conformity
and complacency prevents a true andragogical approach (family therapy
teacher).

The curriculum context and the learning milieu was complicated by different

academic levels in the same group. Similarly, there was a great concern about

using IPE at undergraduate and postgraduate levels. The evidence inclined

towards the view that IPE at post-qualifying level was more acceptable than post-

qualifying because the group members could cling to their experiences as a focus

for discussion.

People are better abk to understand the importance of interprofessional
karning and working together. Although, I accept they do not always
want to do it (dietetics teacher).

A typical reason for using IPE at postgraduate level was how teachers could

facilitate learning:

Give examples for them to work on which are outside their chosen
discipline. Easier with postgraduate groups as they are smaller and they
have established their professional identity and commonality ofpurpose
which undergraduates do not perceive (occupational therapy teacher).

Teachers from different backgrounds felt that undergraduate students required

time to socialise into their chosen profession before embarking into IPE. Students
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need to develop self-confidence and a sense of identity with their own profession.

Those who tried to mix undergraduates found it extremely difficult because of

practicalities and sometimes through student evaluation accepted that it just did

not work.

Shared learning is definitely much harder and dff1cult to plan creatively
for pre-registration students as each distinctive profession within
branches needs the opportunity to socialise into and 'bond' with each
other (midwifery teacher).

Shared learning is far more appreciated at postgraduate level, at
undergraduate level there is so much for them to update and build on to
increase their knowledge before sharing learning (radiography teacher).

It was appreciated that mixing undergraduate and postgraduate groups within a

multi-disciplinary context enhanced shared learning:

It (shared learning) occurred through discussion and listening and
actually seeing the wider issues, people were seeing things from a
d(fferent perspective. From one session, people would pick up different
ideas and there were lots and lots of group discussions. It was the
richness of the day because of the ideas expressed (researcher).

There was also a negative dimension to this. If the reasons for combining

undergraduate and graduate students were not explicit, competition between

members created anxiety. Consequently, they found refuge in their homogenous

group.

A key factor was the similarity or difference in subject content for the mixed

group. This signified that the greater the gap between their knowledge the greater

the difficulty in sharing learning:

The key problem is whether learning needs are similar f required content
is similar for all groups, there is not a problem. Nevertheless, f you are
trying to teach something to people with widely dWerent knowledge bases
or very different learning needs then individual contract learning
strategies must be used which reduces the value of shared learning. The
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alternative is insufficient application or depth and poor learning
satisfaction (occupational therapy teacher).

Students were not always able to synthesise the new knowledge with their own

area of practice. Recognition of the influence of professional socialisation and

culture meant teachers had to compensate by using strategies that were specific

and relevant to each specialism.

A common denominator between group members mostly dictated the purpose of

a shared learning milieu and how learning fitted with such an environment.

Moreover, the data suggested that the methods used did not always match group

learning but minored concurrent learning using common or core subjects. This

poses the question of what other reasons might warrant shared learning other than

when there is common ground? One teacher proposed that even bringing different

people together from the same background (in this case neonatal care), can be

useful to expand their thinking:

We could bring them together purely as a challenge because they are used
to thinking of just neonates. It is such a speciality they think the whole
world revolves round neonates and there are actually other issues to be
looked at such as community issues and the broad health reforms (nurse
teacher).

Changing entrenched attitudes that are formed through professional culture and

socialisation into that culture is extremely difficult. The whole issue of sharing

learning milieu brought this to the forefront. Whether students were already

familiar with their specialism or not made little difference to their value and

belief system. The teacher's function in dealing with culture, attitudes and

stagnation in thinking was a major challenge. One proposition was to create
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generic titles for professions, whereby all members had a focused function with

their own specific attributes to endorse:

It would be good if a common core could be used as a route for higher
education and a health studies degree, with awards specific to the
profession. In my experience in mental health, we all called ourselves
mental health care professionals within the multi-disciplInary team, and
we saw each other with speqfic skills to provide a service to the clients.
This can happen if there are no professional rivalries and people are not
too concerned about losing titles (psychiatry teacher).

Examination of the professional and voluntary tribes, allowing issues
such as; work, gender, race, and seruality to surface. The balance of
reflective study module and observational studies is also instrumental in
engaging interprofessional and collaborative approaches (nurse teacher).

6.8 Characteristics of IPE

This section reflects the teachers' perceptions of the definitions used for IPE and

shared learning. The literature at the time of the study frequently related to

'shared learning' as the key concept within interprofessional education. The two

terms were often used interchangeably.

This definition of shared learning used in the study was:

A planned approach within a curriculum leading to shared knowledge
and experience between groups undertaking teacher preparation
programmes.

As the second stage of data production included a wider audience of already

qualified teachers, the definition concluded with the following:

• . . between groups of health and social care professionals undertaking
pre and post qualifying education.
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Interprofessional education was defined as

Any educational initiative createdfor health and social care professionals
for the purpose of 'learning together to work together':

The majority of the participants (82%) agreed with the definition of IPE. Polar

views were expressed which positioned the definition as too general or too

specific in nature. Those who perceived it as too specific took the view that the

term interprofessional omitted issues such as the wider remit of interagency

work, role identity or the nature of interaction within the learning process.

Perhaps this is a narrow definition, is it just about health and social care
professionals, am unsure of the meaning of 'learning together working I
would prefer 'created by and for health & social care professionals': The
use of 'for health and social care professionals' suggests a passive role
(social work teacher).

The polar opposite view positioned WE within the confines of specific objectives:

It is too general. It does not distinguish between deliberately tackling
interprofessional issues (boundaries, role related or practice related) and
simply sharing a common curriculum (biochemistry teacher).

I wonder f an aim of interprofessional education should be the benefit of
client care and to have some ideas about purpose such as increased
morale (medical teacher).

Some teachers offered little distinction between terms such as multiprofessional,

and multidisciplinary, interprofessional, interdisciplinary or integrated education.

The topic raises the issues of how extensive should the integrated
education be, across all disciplines I haven't thought about it before and
your definition sounds as acceptable as any other I might read (podiatry
teacher).

The contradictory nature of the definition of WE was evident. Apart from the

debate that not all health and social care workers are called professionals, it was
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clear from the data that more than these professionals were involved. Sometimes

the group composition consisted of non-professional categories with people from

varied occupations and carers who were outside any paid occupation:

Health and social care needs to be defined to ensure people are including
the same people. There is the debate that not all health and social carers
are 'professionais' Should all shared learning be included in
interprofessional training? ft may include colleagues from education and
other sectors which might not be included in the li/tie 'health and social'
(nurse teacher).

Apart from the argument of what is a professional? The definition appears
narrow and restrictive, as many unpaid carers attend some of my courses,
your definition appears not to include such valuable resources to the
delivery of care (social work teacher).

Perhaps limiting some learning may extend beyond 'health and social
care professionals' (depending on your definition of social care). I teach
counselling and counselling skills. We have had prison officers on the
courses which is beyond the remit ofyour definition ( social work teacher).

Shared learning is a broader definition than this and could encompass
non- professionals for example people studying non vocational degrees
and allows exploration of different perspectives on a number of
theoretical and practical issues. It should enable a broadening of ideas
(occupational therapy teacher).

Interprofessional education could include other groups for example,
health officers and there is considerable scope for IP with the teaching
profession (speech & language teacher).

Alternatively, some educational initiatives were within the boundaries of

unidisciplinary groups. Teachers involved in nurse education described two

distinct camps. Some viewed the nursing profession as interdisciplinary and or

interprofessional because of the varied branches within it. Others perceived nurse

education as unidisciplinary and outside the bounds of IPE. This raised the issue

of how people see themselves as professionals:
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Shared learning is more than sharing between professional groups in
health and social care. It also involves sharing inter-disciplinary for
example, there is a range of groups within nursing. It relates to how
people define their professional identity as much as their role. As you may
note, lam on three parts of the UKCC professional register andl strongly
feel that! draw on all aspects of experience in fulfilling my present role. I
am sure this is true of a number of nurses (nurse teacher).

At undergraduate level students are not professional and have varying
levels ofprofessional entity (radiography teacher).

A valid criticism of the definition lay in its generality. It does not distinguish

between deliberately tackling interprofessional concepts and sharing of a

common core curriculum for professions. It is obvious that many educational

initiatives take the guise of IPE, but in reality create conscription rather than

choice in learning.

It ought to be about improved mutual understanding I am not sure
whether the focus on 'learning together to work together' is correct
(medical teacher).

I question your assumption of 'learning together to work together' The
latter may not happen at all, unless your definition of 'work together' is
physiological rather than psychological (midwifery teacher).

Interprofessional education is more than just working together - it
provides insight into the foundations of each professional group and
allows exploration of different perspectives on a number of theoretical
and practical issues. It should enable a broadening of ideas (nurse
teacher).

The axiomatic nature of/earning together to work together was the most frequent

criticism of the definition. This implies a close connection between professions in

practice based learning and a definite purpose for IPE. The type of learning

described in this study did not suggest that this target was achieved. Learning

together to improve mutual understanding was seen as more realistic. A substitute
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phrase was given in learning to learn together or a learning culture for sharing

together.

The term curriculum was included to envelop both classroom and experiential

learning. Some participants opposed the term curriculum because it isolated

informal learning. The most appropriate milieu was the workplace, where

interprofessional experiential learning could be nurtured. Nevertheless, most of

the stated initiatives occurred only within a classroom milieu.

In defining IPE it was proposed that no professional group have ownership

exclusively of a particular area of knowledge or expertise. Additionally, the

importance of learning to appreciate the expertise and knowledge of other group

members was emphasised. In the words of a teacher in radiography:

It is not just 'learning together' education implies 'knowledge' in its
broadest sense. Students share learning to gain knowledge and utilise a
range of experiences, as well as beginning the process of/earning to work
together.

The need to elaborate on what is learnt in 'shared learning' was emphasised.

Common issues such as client problems, communication skills and management

were examples of the focus of interprofessional education. Whatever the subject

matter there was more meaning behind the concept:

The use of the word learning, it is more than sitting together in the same
place. Shared learning is the culture exchange and involvement in
problem solving. You need to elaborate on what is being learnt, created,
or encouraged to happen (pharmacology teacher).

The definition of IPE was also questioned in relation to definitive outcomes.

Client related outcomes were most prominent, followed by partnerships,

collaboration and teamwork. A prerequisite to collaboration and partnerships lies

222



in the broadening of one's own knowledge and belief system. When a sound

interprofessional ethos existed, morale among workers was said to increase.

There are far more pragmatic reasons for interprofessional education.
One could add: what interprofessional concepts mean - partnership,
collaboration, interagency, teamwork, also look at how the dfferent
professionals address ideology, ethics, values, anti-discrimination and
conflict (psychiatry teacher).

Defining the terms was not confined to the educational aspects alone. Cognisance

was given to the external forces, such as recognition of the differences between

voluntary and private agencies and professional paradigms. The question of who

is defining IPE was viewed as essential to its composition, for example, it was

suggested that students, lecturers, managers or the fiscal stakeholders determine

the purpose of IPE.

Deciding what was meant by interdisciplinary, intradisciplinary, unidisciplinary,

multidisciplinary, multiprofessional, inter and intra professionalism was

immersed in personal knowledge and experience. The greatest semantic overlap

was noted in the use of multiprofessional and interprofessional.

Shared learning was calculated as how much students learnt from their peers

through a learning opportunity that included interaction, listening and gaining

from each other. Cynically it was stated that the term is interpreted as an artificial

definition of shared learning within universities as a pretext for cost-

effectiveness. It was suggested that the word initiative in the definition should be

substituted by process. Shared learning was substituted by shared values and

perceived as psychological rather than physical.
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The additional attributes of shared learning given by teachers in health and social

care are categorised as interactive, outcome oriented, professional and

psychosocial attributes (Figure 6.12). The interactive category has two subsets,

dialogue and active participation. Attributes such as outcome oriented centred

focused on client, education and policy components. Professional attributes were

role related and team building related. The final category psychosocial attributes

has two subsets intrapersonal to denote between people and interpersonal to

indicate personal components.

Some of these attributes were conditional and dependent on other factors. The

context of shared learning was extremely important in identifying components of

shared learning. Other influencing factors were the degree of preparation by the

teachers involved and whether it was facilitated creatively and sensitively to the

groups' needs. Shared learning was not without personal tensions, as the

individual's own perspective was challenged and this had caused people to

rethink their career plans and change jobs.
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Figure 6.12	 Attributes of Shared Learning
Interactive

Dialogue	 Active Participation

Creates a lot of discussion	 Promotes collaboration in working
Sharing experiences amongst students 	 Allows sharing and challenging of common issues
Allows students to express views 	 Creates interdisciplinaiy co-operation
Discuss and understand on roles and agency's 	 Increase student participation
Challenges established working practices/attitudes 	 Personal development of staff
Assists in decision making 	 Joint learning activity for teacher and students
Broadens both learners and educators views	 Facilitates the personal growth of the teacher
Develops communication and support channels

	

	 Promotes collaboration and co-operation
Group experiences discussions are more productive Practice collaboration in a safe environment

Enriches facilitation of professional specific groups.

Outcomes oriented
Client-oriented
	

Education-oriented

Opens up the parameters of patient needs
Enhance patient/client care
Encourages a holistic approach to care.
Better use of resources
Provides a framework for research to lead to
effective health care
Helps focus participants on the client rather than
their specialist contribution
Should ensure quality of health care services

Leads to better understanding and use of
knowledge and information at wider level

Policy -oriented
Can be a cost cutting exercise
Increases staff work load and assessment load.

Professional
Role related
	

Team building

Challenges assumptions of other professionals' skills
Assists in setting guidelines of professional roles
Reduces overlap of effort
Promotes confidence in 'professional' role
Contributes to role development
Promotes mutual understanding of roles
Encourages students to recognise their role and
functions
Practical and convenient for disciplines in same
profession
It allows some professions to discover their worth
Gives teachers street credibility
Leads to support of minority members in groups

Intrapersonal

Develops interprofessional skills
Promote more meaningful learning
Encourages teachers to have a broader perspective
Creates a deeper level of interdisciplinary
distinctiveness
Creates a culture of respect and safety

Increases social synergy
Professional specific issues (PBL)
Challenges stereotypical and granted values
Clarifies values

Promotes multidisciplinary team work and cohesion
Promotes teamwork
Helps create networks to facilitate care.
Assist with autonomy membership with team
concept
Assist identification of 'key' leaders
Changes relative professional power issues
Adds varied perspectives to shared problems
Able to identify each of the team members as equals
Helps interprofessional networks in practice

Interpersonal

Reflection
Creates self-conflict in a positive way
Increases reflexivity
Increases self awareness
Motivating because interesting
Enriching in experience and rewarding.
Satisfying for teachers
Safely exposes personal limitations
Enhances personal development
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6.9 Summary of Chapter

The qualitative data gave a broader picture of what the teachers perceived as

significant to them in planning, implementing and evaluating interprofessional

education programmes. Teachers had gained a great deal of knowledge and skills

in dealing with shared learning environments for health and social care

professionals and significant other non-professionals.

The data gave a profile of shared learning in the context of Centres for Teacher

Education, Colleges of Nursing and Midwifery, and Higher Education.

Economical influences as opposed to educational driving forces in organisations

had enormous impact on the implementation of interprofessional education. The

beneficial outcomes of WE were prominent and identified as role related, group

oriented, problem oriented, and collaborative. Nevertheless, smooth progression

of programmes was hindered because of disregard for the type of programme, the

group composition and the specific needs of group members. The problem was

compounded by ergonomic factors within organisations and fiscal arrangements

between stakeholders.

Teachers were mindful that WE could dilute barriers between professions and

develop mutual understanding of roles. Yet in the practice of IPE there were

many obstacles. Attitudes of staff and students were not always positive towards

the innovation. Cynicism stems from a lack of organisational commitment to the

philosophy and policy for WE. In addition, a lack of preparation of groups and

teachers themselves meant that the process was situational and dependent on

motivation of the facilitator and group. Most teachers had no preparation while
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equally they desired it. Teacher perceived that students were ill prepared also.

Specific preparation of teachers was considered necessary to facilitate groups,

examine discourse and boundaries between professionals and develop appropriate

teaching strategies for interprofessional groups.

Professionalism was described from the students' stance. Teachers were

concerned about using IPE at all academic levels. The needs of a novice in a

profession were isolated from the needs of experts in their field. One side of the

argument was that the novice must acquire their own professional identity first

and foremost. The restraints of curricula for pre-qualifying professionals made it

difficult to plan and implement. These restraints were due to statutory rules and

organisational and physical obstacles. The solution to this meant that common

core subjects were used as IPE and subsequently group size became a problem

for discourse.

As educators of professionals who must meet the regulatory requirements for

practice, teachers were in a situation where they were expected to be the expert in

teaching and expert in practice. The nature of IPE meant that their planning of

teaching sessions had to incorporate multiprofessional paradigms. For some this

had created cognitive dissonance as to how to abide by organisational policy and

feel contentment with their own role. There was significant debate as to the

typology of a teacher for IPE. The models or typology presented were fourfold.

First, there was a specialist teacher who taught their subject across different

groups. Second a generic teacher who was more adaptable to general principles

and taught groups in this manner while accommodating specialist application if

applicable. Thirdly, there was a team approach or joint approach with one or
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more colleagues to integrate professional paradigms. Finally, there was the

teacher who functioned as both teacher and professional practitioner and whose

role bridged across theory and practice. The types of functions performed in this

capacity were varied.

Despite the obstacles encountered, teachers were generally in favour of IPE and

had made huge efforts to accommodate students despite the extra time required

for planning and implementation. A majority of teachers used what they

described as particular teaching approaches for mixed professional groups. The

models used for teaching spanned the four models described by Joyce & Weil

(1996). Teachers aimed to facilitate group learning through models of reflection

and interactive processes. Collaboration between group members was

encouraged. Both psychosocial and cognitive perspectives were noted in how

teachers motivated mixed professional groups. The outcomes were dependent on

the facilitator's style and the suitability of the learning milieu.

There was general agreement with the definition of IPE. The area of most

contention was in the catch phrase learning together to work together. The

evidence cannot suggest that the type of learning teachers facilitated would

impact on professional practice. Some of the reasons for this conclusion are

obvious. Firstly, the aims of this study were not inclusive of student or practice

evaluation. Secondly, teachers viewed the groups as unlikely to work together, as

they were not selected from specific environments for a common purpose. Thus,

chances of working together in the future were unpredictable. Teachers aimed to

create knowledge skills and attitudes towards teamwork and holistic client care.

This was evidenced in how they described ways to encourage collaboration.
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Chapter: 7

Discussion and Conclusion

Introduction to Chapter

This chapter discusses the main findings of the research in relation to the aims of

the thesis. The chapter begins with a résumé of the aims of the study and the key

findings in relation to these. The common themes that emerged from the data

create the platform for discussion. The results are discussed in relation to the

literature and the limitations of the thesis are addressed.

The overall aim of this thesis was to unravel the parts that constitute

interprofessional education and re-structure the evidence within a framework

reinforced by theory. The thesis examined IPE and shared learning from the

perceptions of teachers in teacher education centres, colleges of nursing and

higher education. The evaluation took the form of three surveys using mixed

methods of quantitative and qualitative data collection and analysis. The data

collection for survey one and two took place in 1994-1995 and the data for survey

three was collected in 1996-1997. The findings from the investigation into ENB

approved programmes are reported elsewhere (Mhaolrünaigh et a! 1995).

7.1. Interprofessional Education in Teacher Education

Nurses, midwives, and health visitors who wish to teach have to meet the

educational requirements of the statutory bodies. Consequently, institutions are

approved as centres for teacher education for these health professionals. The
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interprofessional nature of teacher education was of interest to the ENB as

policymakers. The first stage of this thesis sought to identify the nature and extent

of interprofessional education in the preparation of nurses, midwives and health

visitors for their teaching roles. The first survey aimed to:

1. Identify the extent of interprofessional education and shared learning in
ENB approved programmes for teacher preparation.

2. Examine the content and context of these programmes in relation to
interprofessional education and shared learning

The data was drawn from a postal survey of all the institutions approved by the

ENB at the time of the study. Seventeen centres were included in the data

analysis. Interviews with course leaders from five centres gave additional

qualitative data to examine the context and content of programmes.

The conclusion drawn from this survey was that teacher education was set in a

modular system where many different professionals could share the same

learning milieu. Education programmes within teacher preparation centres had

evolved to create easier access, accreditation for prior experience and flexible

modes of learning how to teach. Nurses, health visitors and midwives were more

likely to undertake this form of teacher education than other health and social

care professionals because of the requirements of professional bodies (ENB 1999;

UKCC 2000). At one level these newly created structures brought with them

enormous potential to develop learning processes that helped to breakdown

professional barriers and develop mutual appreciation between professions

(Weinstein 1993). However, there were also many restrictions for true sharing in

learning to occur, partially due to the very nature of the programme structures
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within modular systems of education (Barr 1994b). Nonetheless, course leaders

were committed to the ideology of shared learning and tried to accommodate the

needs of all.

Most centres were preparing teachers and students within shared learning milieu.

Specific preparation for teaching interprofessional education was mostly by

experiencing peer learning in multiprofessional or multidisciplinary groups. The

results also suggested that the teachers and students within these centres were

generally in favour of shared learning environments.

The type of learning described emulated concurrent (Chang & Simpson 1997)

and co-operative methods (Johnson et al 1991) within multidisciplinary and

multiprofessional education. The teaching strategies used by teachers represented

the types of learning methods described by Barr (1996) as received learning,

action based and simulation based learning. There was no evidence to suggest

that the type of education delivered in the centres matched or could match the

notion of interprofessional education as a planned activity for learning together to

work together (Barr 1994a).

The second survey aimed to:

Investigate the practice and effects of interprofessional education and shared
learning in contrast to the separate approaches, from the perceptions of
student teachers, newly qual/ied teachers, experienced teachers, teaching
staff involved in the teacher preparation programmes and education
managers within nurse, midwfery and health visitor education.

This aim was addressed by postal questionnaires and interviews of new teachers

who had attended centres for teacher education and taken up employment in
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colleges of nursing and midwifery. Some mentors and managers also gave their

views through telephone interviews. The data was compared to the data for the

first survey.

The new teachers' perceived that their preparation centres were not as strongly in

favour of shared learning as they themselves were alleged to be. However, most

new teachers felt adequately prepared through their teacher preparation

programme to develop teaching strategies, motivate mixed groups and provide

examples for learners in shared learning environments.

The practice and effects of shared learning in teacher preparation were reflected

in the ways in which new teachers endeavoured to use the strategies they had

learned in their programmes when teaching students in colleges of nursing and

midwifery. The new teachers gave accounts of their approaches to facilitate

sharing between groups, such as participatory learning, and the use of reflection

on their own roles and practice. Nonetheless, the teachers' ideology of shared

learning was not sustained in practice partly because of the group composition

and group size. Examples of good practice were found in relation to facilitator's

style, use of reflection on practice, and the teachers' abilities to articulate

versatile issues surrounding health. References were made to published works

such as Schon's (1983; 1987) views on reflection on action and Benner's (1984)

model of decision making from novice to expert. Teachers used these and adult

education theories to develop knowledge and skills at different stages or levels in

education.
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The type of education in colleges of nursing was unidisciplinary at pre-qualifying

level with multiprofessional developments at post-qualifying level (Robinson &

Leamon 1999). This result indicates that professions were beginning to respond

to the problem of fragmented services and use post-qualifying education as a

basis for multiprofessional education (Barr 1994a).

Overall, it may be concluded that, for the majority, shared learning was evaluated

positively by newly qualified teachers as a result of their experiences on the

teacher preparation programmes and by more experienced teachers working as

mentors and managers in colleges of nursing and midwifery. Respondents

indicated more positive aspects to shared learning than negative ones and

generally, the impression of having benefited through their experiences was

noted. Stanford & Yelloly (1994) found that students in IPE gave similar

responses, but the main problems were cost, complexity and fragility of

collaborative planning.

The key lesson learnt from surveys one and two was that regardless of the

terminology applied to the learning milieu, the same philosophy applied. This

means that the terms unidisciplinary/ multidisciplinary or interprofessional were

of little importance to the delivery of programmes (Jones 1986). These findings

endorse the overall conclusions of this thesis.
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7.2 Interprofessional Education in Higher Education

The third survey aimed to:

• Investigate how the teachers of health and social care professionals
viewed, experienced and evaluated interprofessional education and
shared learning

The survey gave a profile of IPE within higher education and the perceptions of

teachers (n=246) from varied health and social care backgrounds. There were

several lessons learnt from the findings that are significant to future

developments of IPE.

Nature of IPE as an Innovation

The operational definition of IPE for this study was stated as:

Any educational initiatives created for health and social care professionals for
the purpose of karning together to work together.

The majority of teachers agreed in principle with the above definition. There

were other views expressed which suggested that the definition was overly rigid

and isolated non-professionals from the learning milieu. This questions whether

the title interprofessional education should only include between professionals

and supports the need to address collaborative learning as among groupr members

as more appropriate when other communities outside the professions partake in

the learning milieu (Bruffee 1993).

There were opinions, which viewed the definition as exceedingly universal

because of the axiomatic nature of learning together to work together. This might

be a goal of IPE, but, in reality, whether group members functioned
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collaboratively afterwards because of sharing learning experiences was not

something that was monitored or measured. Presently few programmes have been

evaluated in the UK (Barr 2000; Barr et al 1999). If the definition of

interprofessional education is said to comprise learning together to work together

the evidence supports interprofessional practice as inclusive of the sum of its

parts. The perceptions of the teachers denote otherwise. Even though many of the

teachers had some role in practice based education, most of the programmes on

offer were not specifically focused towards interprofessional practice and sharing

learning was not extended formally outside the classroom.

Shared Learning

The operational definition of shared learning used in this study was:

A planned approach within a curriculum leading to shared knowledge
and experience between groups undertaking teacher preparation
programmes.

The results support the hypothesis that shared learning is a misleading notion.

The expression corresponds to learning that has happened in the past and has

been evaluated to signify a cause effect relationship. From the teachers'

perspective shared learning meant the modus operandi of learning howto interact

in order to dilute boundaries and transcend individualistic independent

professional knowledge bases. For this type of sharing other attributes were

specified by the teachers. These were categorised as interactive, outcome-

oriented, professional and psychosocial attributes (Figure 6.12). The interactive

category had two subsets, dialogue and active participation. Attributes were also

outcome-oriented towards the needs of the client, education and policy
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mechanisms. Professional attributes were related to role and team building. The

final category psychosocial attributes had two subsets: intrapersonal, to denote

between people, and interpersonal, to indicate personal components (Tuohy

1999).

Teachers Values and Beliefs

Teachers were at the forefront of IPE without adequate support or preparation for

their task. The findings indicated that teachers needed to experience this type of

learning themselves and learn from and through their experience (Jones 1986).

Professional development for teachers should include learning about the concept

of IPE and learning how to deal with groups of mixed composition. This requires

an inventory of different skills for group learning such as facilitating the group to

expand language to a new language (Bruffee 1993) and through the processes

examine common and uncommon ground.

IPE as a new concept for health and social care professionals has several

consequences for change if taken seriously as a way forward for education and

practice. Teachers' views reflected two standpoints, one as potentially the correct

thing to do to influence client care, secondly, that it is the politically correct thing

to do but has too many negative connotations attached. Their understanding of

the concept reflected the difficulties of fitting a new concept into an old structure

without investigation into the human or physical resources or sufficient advance

planning. Accordingly, the management of innovation resulted in a theoretical

exercise leaving some element of disillusion and frustration in role functions.
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The teachers showed emotive views towards IPE as either rewarding, valued and

involving or, on the contrary, intimidating, scary and challenging. There was firm

recognition that professions become entrenched in their own value systems and

this was a major obstacle for collaboration and IPE. The rapid movements

towards integration of professions created suspicion and suspense for some,

especially with the potential of reducing human resources. There was evidence to

suggest that for interprofessional education to succeed, first and foremost the

teachers needed to believe in it and demonstrate solidarity as ambassadors. Still,

the debate of professionalism as opposed to interprofessionalism was not

resolved.

Professional and Interprofessiona! Perspectives

Interprofessional education was considered as a pragmatic way forward provided

all professions are cognisant of the potential benefits it could unfold. The

majority of teachers in the study strongly agreed that sharing learning

environments could promote mutual understanding of roles. Teachers gained a

broad perspective of others' roles through team teaching or collaborative

teaching. Peer support and networking happened across some faculties albeit

mostly informal.	 -

The first task for teachers was to help professionals' gain mutual understanding

of roles; consequently, this was a considered aim in teaching. The methods

employed to achieve this aim were reflection on role fhnctions, client-oriented

problem-solving through simulation, and group discussion. Accomplishing this

within a learning milieu was not easy as novice learners were unfamiliar or
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gaining familiarity with their own profession and often the qualified practitioners

were engrossed in their own worlds.

Tribalism Versus Collaboration

Teachers were in a difficult position as they were mutually reliant on their co-

teachers for ]PE to function. Ironically, simultaneously some of the teachers were

experiencing the same problems of conflict and uncertainty from their own

colleagues. The issues were embossed in perceived hierarchical or professional

barriers between teachers. Concern lay in maintaining professional individualism

yet living with a philosophy that emphasised dilution of boundaries between

professions (Julia & Thompson 1994a). A divergent view was that IPE reinforced

professional stereotypes rather than dissolved them. For some contested territory

(Hugman 1995) was evident in educational establishments where claims to

intellectual property were prominent and ]PE met with resistance. The teachers

reinforced Hugman's (1995) opinion that boundaries and divisions between

health and social care professions are shaped by their claims to specific

knowledge and skills but also by the history of organisational and policy

developments of the welfare state.

The fear of loosing professional specialist knowledge and skills was measured

against the value of interprofessional education. The option was for professions to

share, complement each other and recognise the differences rather than

emphasise the common ground between them. Certainly, common ground

manifested a the core of IPE. This suggests that set principles are essential for all

and not specific to any one profession. This isolates the population with local
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knowledge (Knapp & Associates 1998) or community knowledge (Bruffee 1993)

from taking a place in IPE.

Approaches to Encourage Collaboration

Teachers were cognisant of group learning for developing collaboration and

described several aspects that fit task and maintenance functions of groups. Their

focus was to breakdown boundaries, dissolve tribalism and resolve conflict.

There were other essential mechanisms in use such as psychosocial functions,

which focused on how the facilitator dealt with groups using educational

psychology and educational theories in their teaching and learning strategies.

These techniques served as motivating factors for students in IPE. What the

findings do suggest is that the task and maintenance functions are more holistic

than described. The task functions were group focused through problem-based

learning. The maintenance functions were focused on dilution of boundaries and

conflict resolution in particular. Two other categories developed that focused on

the professional and psychosocial functions of the facilitator.

The link between these constructs and the attributes of shared learning was

noteworthy. The ideology of shared learning milieu supposed interaction and

dialogue through active participation. It should be outcomes-oriented towards

educational policy and client welfare. The professional aspects of shared learning

milieu supposed that the teacher focused on roles and team building and the

psychosocial element focused on both intrapersonal and interpersonal

development.
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Policy and Practice of IPE

The structure of IPE reflected a lack of commitment from management at higher

organisational levels and of collaboration from within and outside educational

establishments. Moreover, teachers worked towards implementing policies with

severe constraints resulting from this lack of commitment. This supports the

statement that:

Interprofessional programmes within universities.., operate in an
environment that is in varying degrees indifferent or even hostile, to the
enterprise (Knapp & Associates 1998 p19).

This type of education demands intense collaborative efforts from the

organisations, teachers and students, consequently it:

immediately stretch(es) individuals from both inside and outside
university walls beyond their comfort zone (Knapp & Associates 1998
p198).

The structure of programmes, even when labelled as IPE, showed scant

resemblance to concerted efforts through joint planning by collaborative bodies.

Collaboration between stakeholders both in-house and externally was lacking at

strategic management level. This caused a breakdown in policy formation and

implementation. Issues such as fiscal arrangements, ergonomics, and a lack of

resources were profound. The concept of learning organisations (Senge 1990;

Cope 1998) was not evident from the teachers' views of management or

implementation of IPE policy.

The reasons for IPE policy were seen as economical and educational; these

commodities were frequently viewed as competing driving forces. The

economical facets were the competitive market in education, pooling of

resources, decrease in student numbers, quantity above quality and cost
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implications. The reduction of cost and repetition of work were seen as a high

priority outweighing any impact of large groups (Barr 1994a). The driving force

was primarily shown in teachers' altruistic attitudes towards the potential impact

on client care. This created enthusiasm to share and work together. The results

highlighted a concern that change was made for change's sake and or that

interprofessional education was in vogue.

This is borne out by the types of groups which were combined and for which

subjects. The size of groups and the problems of timetabling show that the

process was not a true planned strategy with proactive resolve to create the best

environment. The most difficult aspects were managing the education and

balancing the vested interests of university colleagues and the professional body

requirements for the courses. Even so there were those who felt that this concept

has lots of potential when group size was small enough for interactive learning

(Gilbert et al 2000; Barr & Shaw 1995). There was no doubt that IPE was

invested in a modular structure. Hence, movement of students through a flexible

educational process in itself can stifle opportunities for group cohesion. Even

perseverance by teachers to manage IPE through group work caused

inconsistency, as group composition was not always known in advance. -

Group composition or substantive foci, the term used by Knapp and Associates

(1998), was not only interprofessional but represented non-professionals also.

This suggests that the expression interprofessional is inappropriate. Group

structure was determined by recruitment factors in conjunction with willingness

by professions to partake. Practical reasons of workforce planning inhibited
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management in service to release staff Group composition was ad hoc, yet

teachers believed in the importance of equality of professional representation

within groups. This meant to have equal representation of professions and equal

opportunity in participation, ideally of similar academic levels. In reality, groups

were varied and could vary in academic achievement. Group composition created

low representation of minority groups, whom the teachers perceived to be

dominated, intimidated, inferior or lacking confidence to participate.

Models of Teaching and Learning

Teachers agreed that IPE could enrich the learning process. Nonetheless, IPE, for

the most part, was implemented into an educational model of concurrent learning

where individuals worked with peers yet engaged in individual goals. It was

evident that the types of teaching and learning described in this study reflect the

models of teaching and learning outlined by Joyce & Weil (1996). Problem

Based Learning (PBL) and reflective learning were regularly used. These

methods were used to develop group cohesion and interaction. There were some

examples of group learning (Chang & Simpson 1997) when common goals and

values were identified. However, there were several obstacles to group learning,

for example, the group composition, differences in academic level, subject

content and planning issues, such as, timetabling.

Formal mechanisms to evaluate shared learning were not evident. Instead, the

teachers concerned dealt it with implicitly. The common approach was through

feedback from groups and feedback from peers. There was scepticism as to

whether students evaluated IPE beyondfeeling that it is a good thing to do.
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Interdependence (Boud & Griffin 1987) between the teacher and learners

happened more by default than planning. The teacher learnt by facilitating and

facilitated by learning through the group interaction. Interdependent learning as

integrated learning in the wider community sense was not transparent.

Teachers were cognisant that many of the methods used to facilitate IPE were

significant to any adult learning that included group work. However, to develop

the educational initiative teachers were obliged to invest in planning time, and

gaining understanding of other professional stances. Students' experiences were

used copiously to create interaction between professions. If students are exposed

repeatedly to the same process where their viewpoints are reiterated the wheel

could revolve without new learning for individuals.

There was no evidence to show that IPE had accomplished the sum of its parts as

seen from the teachers' perspective. Thus, the findings support the hypothesis

that IPE is less than the stated sum of its parts.

7.3 Discussion

Interprofessional education results from an ideology that professions learn

together with the object or goal of cultivating collaborative practice (CAIPE

1997; Barr et al 1999). Although systematic reviews by Barr et al (1999) have

found some evidence to support this view, frequently the characteristics of IPE

are stated from an idealistic rather than a realistic position. Unless the terms

interprofessional practice and interprofessional and multiprofessional education
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reflect the true meaning behind them the same confusion will exist for some time

to come.

One view is that multiprofessional by its composition is content and context

specific, using the common ground between professions as the focus for learning

whereas the focus of interprofessional education is collaborative learning.

Alternatively, interprofessional education has been described as a subset of

multiprofessional education (Barr et al 1999; Harden 1998). Another view is that

such is not the case but that 1PE has its unique components (Knapp & Associates

1998).

If the purpose of multiprofessional education for professionals is common ground

through cooperation with each other, the assumptions are that there is overlap in

the determinants of health and social care professionals' knowledge and

practices. If such is the case, there are two particular implications for educational

policy:

1) Should the common ground be used for developments or should

the common ground be desolated by demarcation of roles?

2) Should the idea of collective skills be valued and nurture generic

health and social care provision?

Multiprofessional education in this thesis referred to a common ground model.

This suggests that there is a need to build bridges, but that restructuring or repair

work is not required. The problem lies in communication and coordination

(Lawson 1999). In addition, it means understanding that the same message can be
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interpreted differently by different professions (Rake & Matthewman 1997). This

means building horizontal bridges across vertical structures (Casto 1994).

Building bridges through competency based learning for multiprofessional

education (Engel 2000) and performance indicators of good practice (Rake &

Matthewman 1997) reflects this need for collaboration. Engel (1994) suggested

'enabling competencies' for team members to adapt to change and as part of

continuing personal and professional growth as teams. Engel (2000) asks the

question will the new century be able to afford the present mix of health

professionals? He places the responsibility on higher education institutions to

prepare students for the fi.tture. He proposes that this preparation should include

generic competencies for adapting and managing change and participating in

change. These changes are not professional specific only, but include changes in

society in general.

Knapp and Associates (1998) identified core collaborative competencies for IPE

to include; sociocultural diversity, understanding collaborative practice,

intrapersonal awareness and well being, interpersonal relationships, group

processes and group dynamics and organisational savvy. In addition, they suggest

that for people to be adept in empowering others they require skills in reflection,

inquiry and action research. This suggestion of something greater than individual

competence can easily equate with the work of Senge (1990), who delves deep

into the concept of mastery and emerges with a definition that has not been

recognised significantly in the health and social field:
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Sadly, the term "mastery" suggests gaining dominance over people or
things. But mastery can also mean a special level of 'proficiency'. A
"master" craftsperson, for instance, doesn 't dominate pottery or
weaving. But the crafisperson 's skill allows the best pots or fabrics to
emerge from the workshop. Similarly, personal mastery suggests a special
level of proficiency in every aspect of l?fe, personal and professional
(Senge 1990 p142)

Competency based approaches would be limited if skills to practice were the

requisites. Competence in practice denotes that the individual reaches a level of

attainment and is not necessarily required to continue developing professionally.

By creating 'levels' of practice, are we assuming that the individual reaches some

sort of peak in practice development. Conversely, if we look at advancing

interprofessional practice we are suggesting more than the competence required

to practice.

The model of interprofessional education in this study denoted collaboration

between professions. Nonetheless, it fell short of one of its key components

working together. The transient nature of the workforce practically inhibits

professionals working together even if short term resolutions were possible. This

feature fits more closely with models of education that espouse informal and

experiential learning through the workplace and in relation to IPE signifies

interprofessional practice rather than IPE. Researchers need to determine diverse

models of practice development within care provision that give greater insight

into what determines collaborative work.

There is some evidence to suggest that client care in the UK has developed in at

least two apparently divergent ways (Land et al 1996). The first is a technical

model, which emphasises the development of specific skills in the role of health
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and social care professionals, termed a model of scope of professional practice.

This approach to practice development is frequently ad hoc and reactionary to the

immediate needs of service provision. An opposing model is described as a model

of scope of care, which determines expanded practice through a holistic care

model. The latter approach shows a more proactive way of planning and

developing role functions.

The culture of the organisation is a major influence on practice development

(Mhaolrünaigh 1997; Laurenson 1995). If such is the case, one could assume that

if a 'learning culture' is promoted the possibilities of influencing teamwork and

outcomes of care are greater. Take for example, if purchasers and providers of

health care were to impose a statement of intent into strategic planning that

emphasised and valued the organisation as a learning organisation, steps could

be made to proactively plan interprofessional/multiagency practice development.

The model of such practice development would need to implicitly focus on scope

of care where all players have important role functions within an

interprofessional/multiagency range of practice. Education, thus learning, should

act as the bond between individuals and groups in practice development and

ultimately the delivery of care packages to clients. Continuous assessment,

implementation and evaluation of the processes and outcomes of such

developments would be essential. Collaboration between teachers is essential for

multiprofessional/multiagency education.

The purpose of interprofessional education differs from multiprofessional

education. Lawson (1999) proposed that the problem is not simply building

bridges but restructuring through a common vision of a supportive community.
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The role of teachers is pivotal to this type of education. Universities must provide

leadership and a social responsibility (Lawson 1999).

As non-professionals can be equal partners in IPE, this in itself assumes another

educational model, the community learning model, with a new language

developed from amalgamation and transformation of languages of the

participating parties. In the context of IPE, community learning has to constitute

group learning through interaction and dialogue and address reacculturation

(Bruffee 1993) of professions.

If the outcomes of interprofessional education include developing a workforce

that can and will work in tandem and in harmony, all learning cannot be within

the classroom environment alone. Workplace learning has to play an equal part in

the development. The development of teachers has to address how they can best

approach collaborative teaching and learn how to accommodate group learning

(Dechant et al 1993; Gilbert et al 2000) and a new way of thinking.

The conceptual framework proposed by this investigation uses the theories of

collaborative education and community learning and expands this thinking to

combine learning within an organisational culture that promotes learning as the

core value (Cope 1998; Senge 1990). In so doing, the thesis draws on the

nonfoundational curriculum as proposed by Bruffee (1993). He proposed that

learning is inherently an interdependent sociolinguistic process, and that

collaborative • learning assumes that knowledge is a consensus reached among

members of a community.
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Bruffee's (1993) collaborative learning combines interdependences and the

authority of knowledge. Cope's (1998) framework deals with the integration of

learning through the organisation to lead the organisation in the learning

processes, while Senge' s (1990) view of personal mastery and lifelong learning

could help to sustain the organisation as a creative as opposed to reactive

organisation with commitment to the welfare of all. Collaborative learning

incorporates learning a new language through viewing the world from other

professional viewpoints. The learners enter into translation communities (Bruffee

1993) and new learning begins. Senge (1990) states that learning a new language

means learning how to converse with one another in the new language. Learning

teams learn how to learn together. They develop a deep trust and a rich

understanding of the uniqueness of individual views. In the presence of genuinely

shared vision, defensive routines become unlocked and are used for shared

understanding and collective learning (Senge 1990).

It is possible to develop and implement any one or all of the models discussed but

not before the following conditions are embraced:

a) Teachers are aware of the purpose, processes and potential outcomes from

both strategic and operational positions

b) Teachers are prepared for the role

c) Collaboration and experience are valued

The conclusion drawn from the investigation is that the efforts made by teachers

to flulfil their role are underestimated. There is a need for clear guidelines on what
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is considered IPE and what and how educational establishments can achieve best

models of practice if an impact on practice is a prerequisite. Tuohy (1999) viewed

the content of teacher development as requiring attention to three needs in

particular. Initially, the teacher is concerned about extrapersonal issues for quality

in teaching. Teachers in IPE certainly aired this view to reflect the technical

aspects of their role through tangible examples of content and teaching strategies.

Secondly, the teacher is concerned with relationship characteristics, namely

interpersonal development. Teachers in IPE considered the interpersonal

attributes of the facilitator as an essential constituent of the learning milieu.

Finally, intrapersonal development according to Tuohy (1999) reflects the

teacher's sense of personal mission within the organisation and the support

mechanisms for meaningful career development. Intrapersonal growth ultimately

affects the quality of interaction and the whole approach to strategic planning in

the organisation. Teachers in IPE were disillusioned rather than contented with

organisational schemes for implementing IPE.

7.3.1 Implications for IPIE Policy

The call for a seamless service demands mutual trust, understanding and role

identify. As the government's intentions are to broaden the horizon for IPE, it is

imperative that organisations value learning and encompass the idea of a learning

organisation where the personal mastery of the teacher and collaboration between

teachers are dominant. If institutions are to foster competencies for

interprofessional and intersectoral collaboration, recognition and reward must be

given for creativity and commitment in education (Engel 2000). Interprofessional
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education in any setting is unlikely to prosper f it is done on the cheap (Knapp

and Associates 1998 p110).

Some of most difficult aspects for teachers in IPE were managing the education

and balancing the vested interests of university colleagues and professional

bodies' requirements for the courses. Even so there were those who felt that this

concept has lots of potential. If organisations are to become learning

organisations, learning disabilities must be recognised and dealt with. These

disabilities can be summed up as teams full of people who are incredibly

proficient at keeping themselves from learning (Senge 1990 p25).

Cope's (1998) Integrated Learning Model can facilitate organisations towards

learning. This model aims to bridge two schools of thought, namely

organisational learning and knowledge management. The ten-component model

creates a framework to help organisations understand the processes of learning,

sharing and use of knowledge within the organisation. There are two dimensions

to this model. Firstly, there are four core principles, which are outlined in Figure

7.1.

Figure: 7.1 Integrated Learning Model
1. Individual:	 Intellectual capital

2. Interactive:	 Nature of connectivity between people

3. Infrastructure Transportation of knowledge through the

organisation

4. Intent	 Strategy
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Secondly, each core principle has supporting components. The components

supporting the individual principle relate to learning as a subjective activity

whereby the individual is valued and is motivated through self and organisational

recognition of strengths. The individual has technical know-how, but it is also

about their interaction and synthesis through sharing. Building a knowledge

infrastructure for knowledge to transcend levels in an organisation requires

consideration of the foundations of the knowledge structure that underpins the

transfer and the diffusion processes knowledge goes through when socialised

across the organisation (Cope 1998). For intent the underpinning components

signify how a learning strategy reflects organisational learning.

The integrated learning model considers three key components of interaction to

counteract blocks in knowledge transition. These are the shadow organisation or

two tribes theory, relationships must be seen as a living force capable of self

organising, and ideas and knowledge must be socialised effectively. Before

embarking on this innovation, people involved should be encouraged to go

through a process of mapping the terrain so that the political climate is overt

(Cope 1998 p128). Professionals themselves mostly do mapping, as they know

best (Lawson 1999). However, the results of this study show how the hidden

political agenda and tribal agenda of different professions resulted in poor

organisation and planning of IPE. The hidden and shadow features, as Cope

describes them, effect knowledge transference, knowledge creation and diffusion.

The teachers should be afforded the two tribes, to express the organisational

agenda. Secondly, the educational establishments relied more on a mechanistic

model where people defined their role objectives and place in the hierarchical
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tree. Cope (1998) suggests that the nature of self-organising organisations place

emphasis on interconnections and how the flow of information is used to achieve

the objectives. Conflict between these two systems must be resolved through

open dialogue before positive interaction can occur.

For ]PE socialisation is a major issue requiring attention. The following quote

from Cope reflects many of the organisational problems confronting teachers in

IPE:

Developing a shared sense of purpose can aid the socialisation process
but only f the alignment is truthful. Simply telling people that they have a
common goal can actually result in the transfer of knowledge being
corrupted or attenuated (Cope 1998 p1 74)

The principles underlying this model seem apt for IPE. If applied to IPE this

model would offer stakeholders in service and education, opportunity to invest in

the individual's technical knowledge as a key to maintaining a competitive

market. The professional and non-professional intellectual capital or property is

the single greatest component of IPE. Collectively professional and non-

professional interaction affects the process of knowledge creation and diffusion.

This means that learning groups or sets must be exposed to a climate of

interaction both in the classroom and in practice environments. IPE is not

multiprofessional education where the needs of all professionals are addressed. It

is a new phenomenon with new learning where individuals change their thinking

from an individualistic separatist paradigm to one of holism and collectivism.

Thus, education cannot be fragmented and must be integrated to create

interdependent and co-operative learning. Higher education establishments are
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challenged to become community universities, something most espouse

theoretically only. Interprofessional education if confined to the classroom and

elitism will do little to achieve the original purpose.

If the goal of IPE is to foster integration of knowledge across disciplines, it

requires a shift from the traditional paradigm of education in HE to a new

paradigm of interdepartmental collaboration and a collaborative curriculum

(Knapp & Associates 1998). The collaboration challenges facing universities

include designing curriculum, developing team teaching and resourcing of WE.

These concerns were borne out in the experiences of one university in the USA

where the planning of the innovation proved overwhelming (Knapp et al 1999).

The cost implications in resourcing team teaching were heavy and sufficient time

for collaboration in designing the curriculum was overlooked.

Using learning as a core value involves a change in teaching culture but also total

change in the ethos of the faculty, which means dealing with learning disabilities

within the organisation (Senge 1990). There is a need for an action-based

framework for policy implementation depicting an open-ended approach to

interaction and help for organisations to understand how they learn.

Organisations should not just opt for a strategic template (Cope 1998).

If learning is the core value, it may lead to an organisation that is creative rather

than reactive and an organisation with absolute commitment to the welfare of its

people. As health care organisations are intrinsically for the benefit of the public,

the culture should correspondingly be advantageous to the workforce for the

development of personal mastery and quality practice. The significance of
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expansion or extension of role functions could change, as could reactionary

educational support to proactive educational initiatives that could only heighten

competence and confidence of practitioners with their own developmental needs.

These changes of course require not only commitment from strategic and

operational management, but also undoubtedly, the resource implications have to

be identified and overcome, with acceptance of the accompanying long term

benefits.

7.1.2 Implications for Teaching and Learning

Knowing how to collaborate and to teach about collaboration is one thing but one

cannot assume that collaboration happens surreptitiously. Efforts have to be made

to create it and facilitate the process. Some programmes in the USA have used

co-facilitators from community and faculty to enable this to happen (Knapp &

Associates 1998).

In the UK, the role of the teacher has rarely been considered and the additional

tasks placed on teachers to plan and implement 1PE have largely been

overlooked. Teachers express a need for role preparation and this preparation can

only be through a collaborative venture where teachers themselves undergo the

processes of sharing and developing new learning.

Bruffee's (1993) description of collaborative learning seems appropriate for

developments in IPE. The beliefs underpinning this model have huge significance

in interactive learning between professions who have their own invested interests

and contested territory (Hugman 1995). The idea of professions re-examining

their own background experiences and re-evaluating their position in their own
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profession along with the transition to learning anew seems appropriate for

diluting of unattractive boundaries. Socialisation within the organisation has to

reflect different levels of participation such as individual, team, group and

organisation (Tuohy 1999).

The demand for a changed pedagogy, where the teacher has to promote an

interdisciplinary approach to teaching and peer relationships demands a radical

shfi in thinking, and demands skills of cooperative teamwork, in planning and

delivery (Tuohy 1999 p49). Although Tuohy referred to primary and post-

primary schools, the same principle applies to IPE. In its essence, IPE has the

complexity of a new way of thinking and a new language for teachers.

The need for commitment from management to developing personal and

professional mastery is of equal and even greater importance, because as Senge

(1990 p142) established, the people who share a high level of personal mastery

share several basis characteristics such as:

• A special sense of purpose behind their visions and goals

• See current 'reality' as an ally not an enemy

• Learn to perceive and work with forces of change rather than resist them

• Are deeply inquisitive

• Connected to others and life itself yet sacrifice none of their uniqueness

• Feel part of a larger creative process

• Can influence but cannot unilaterally control

• Live in a continual learning mode

Professional development combined with personal development has long been

integral to good mentoring (for example, Levinson et al. 1978; Kram 1985;
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Mhaolrünaigh 1995). Recognition of the value of mentoring and supervision in

personal and professional development within an organisation can develop a

learning culture and practice, within professions, and across professions, through

interprofessional interaction. Such informal and formal experiential approaches to

learning can be supported by reflection in and on practice using the many

frameworks we have exposure to, for example, the work of SchOn (1987), Boud,

Keogh & Walker (1985) and Boyd & Fates (1983).

Joyce et al's (1997) paradigm for models of teaching and learning lies in the

notion that:

All students will change as their repertoire of learning strategies
increases. As they become a more powerful learning community, they will
be able to accomplish more and more types of learning more effectively.
In a very real sense, increasing aptitude to learn is the fundamental
purpose of models of teaching (Joyce et a! 1997 p34).

Based on this theory students require exposure to different models. This idea is

substantiated in teaching health and social care students as the nature of subject

matter within and across curricula varies at different stages and at different

academic levels. For example, students can potentially gain exposure to all four

families very early on in their education in learning psychological, biological,

physiological, and social sciences within a holistic model of learning.

For IPE there is a need to move from models that depict curriculum only and

teaching strategies where interaction and discourse are central. Barr et at (1999)

proposes that action learning is a possible route towards IPE effecting client care

if work-based trainers or change agents are given sufficient authority to function
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in their role. Senge (1990) warns against the separation of learning from

experience:

The core learning dilemma that confronts organisations: we learn best
from experience but we never directly experience the consequences of
many of our most important decisions (Senge 1990 p23).

For teachers not to experience learning from IPE itself can perpetuate the actual

phenomenon that they are trying to rectify for others.

7.1.3. Implications for Professions

Both professional and interprofessional education training programmes
should contribute to the development of a new cadre of professionals
armed with knowledge and skills, as well as a desire to incorporate the
wishes of clients into their individual and collective professional practices
(McCroskey 1998 p9).

Two models the building bridges mode, and the restructuring model have been

discussed. The former model reflects multiprofessional education where the

current thinking leans towards competency-based approaches. However, one of

the major issues for professions is the argument of IPE creating a new generalist

profession. Contrary to this there are critics who favour many professions sharing

specialist knowledge with each other, but equally recognising and safeguarding

the intellectual property of professions.

The answer lies in the type of education required, Multiprofessional education

recognises common knowledge but presently differentiates between the

professions own contribution. If the ideology of IPE is to create collaboration and

integration Of all interested parties the current methods of teaching and learning

are not achieving the stated purposes. Models of education must be structured to
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accommodate the needs of the wider community. In support of this movement,

higher education establishments must practice as learning organisations where

personal and collective mastery are of equal significance.

In addition, communication is a key component that needs to have firm

foundations and be integrated through the learning community. It cannot be taken

for granted (McCroskey 1998). The different use and interpretation of language is

highlighted by McCroskey, where the use of the same word assessment in

different contexts was viewed entirely differently by social workers, nurses,

doctors, teachers and psychologists.

Ultimately, teachers are the ambassadors of change and development of their role

must be a priority. In conclusion:

Adding new courses and seminars will be less effective than reorienting
existing curricula to broader themes of collaboration. If interprofessional
education is merely an additive, it reproduces the same syndromes that
fragment the services system, as we add new programmes on top of old
ones, instead of rationalising the system. Interprofessional education must
be infused throughout the curriculum, instead of becoming a new,
marginal discipline with its own restrictive boundaries and, eventually,
professional barriers. This infused learning can and should build on the
best of our disciplinary traditions (McCroskey 1998 p19).

This supports the notion that completely new interventions are relatively rare,

according to Rossi & Freeman (1993) what exists is usually some modification of

existing programmes or practices.

7.1.4 Methodological Implications

The illuminative approach adopted for this study has been a useful method to

provide an overview of IPE from the views of the teachers. The study has
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importance in adding the teachers' perceptions to the literature on IPE. The thesis

was developed from multiple methods of investigation supported by the

development of a purposeful database for analysis of qualitative findings. This

approach had several advantages in focusing this study on many broad issues

surrounding the concept of shared learning. There were some limitations in

research design and execution of the study. Each stage of the study was directed

by and linked to the previous stage with the intention to provide an overview.

This method within the time span restricted any in-depth analysis of the processes

that occur in shared learning as outlined by the respondents. It is acknowledged

that the results can only provide a picture from the perceptions of the

respondents. The number of respondents cannot account for all possible

initiatives and models of IPE that may be in operation elsewhere. However,

despite these limitations this evaluation has provided a framework and tools for

further inquiry.

The evolution of research into 1PE has reached a stage where discussion has

begun to focus on the 'best' methodological approaches to address the

phenomena (Barr et al 1999) This focus is not exceptional to IPE but intrinsic to

researching any innovation. The argument forwarded by Barr et al (1999) favours

systematic reviews of published research as valuable provided rigorous appraisal

of the process and results is undertaken. There is a need for caution with the

feasibility of systematic reviews when there is insufficient evidence to specify

selection criteria, or, to identify and compare pertinent studies without bias. In

agreement with the latter, the semantic debate is an example of consistent

discussion, yet, evidence to suggest common ground in terminology is still
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lacking. Tope (1999) recommends that the criteria for interprofessional education

should be made explicit. Furthermore, there is a continuing need to evaluate the

processes as they occur through action research, and rigorous research of

interactive models of learning. This may determine the impact of IPE on the next

generation of health and social care professionals in their learning.

7.4 Conclusion

This study investigated the views of teachers of health and social care professions

in relation to their role in IPE. The data gave a picture of the characteristics of

IPE, the attributes of the facilitator, teaching and learning strategies, and the

implications for higher education.

Placing professionals together does not guarantee learning among or between

people and may reinforce the barriers that exist (Clark 1993). This supports the

argument that only programmes that include interactive learning should be

properly termed IPE (Shaw 1 994b). Moreover, group learning must be utilised.

The management of health and social care in the United Kingdom is undergoing

constant review. This has had implications for education and training of all health

and social care professions. The consequences for the preparation of teachers can

be seen in the fundamental changes in the development and provision of

programmes of education at all academic levels. The preparation of teachers as

facilitators in IPE is essential. Preparation for IPE should infiltrate the

management level to include collaborative leadership and promote collaboration

among diverse groups (Knapp & Associates 1998). Community and university

relationships can be fragile and require nurturing over time. It is unlikely that
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these relationships will last long term or become permanent. It is important

therefore to plan in practical time spans where all parties can benefit.

Jones (1986) drew the conclusion that:

In the absence of measures such as these we suspect that interdisciplinary
learning will remain as it is now lauded by committees, practised by a
few, ignored by the majority (Jones 1986 p16)

Unfortunately, this view could equally relate to IPE, especially in the

development of teachers to implement programmes. More importantly, progress

will be made if time is devoted to finding out what conditions have to be met for

professional and teacher education, for education to become a reality instead of a

name or a slogan (Dewey 1963).

Way Forward

Higher education establishments need to invest time and commitment to 1PE and

develop new programmes that are purpose built to achieve the desired outcomes.

These programmes must clarify the theoretical foundations guiding the objectives

and be evaluated accordingly. Preparation of teachers for their role is paramount

if IPE is necessary. This can be achieved by exposure to processes of dialogue

between professionals, development of skills in discourse analysis, and conflict

resolution. Teachers cannot be expected to remain updated, and research into

their own specialist subject along with facilitating a new way of learning without

recognition. Teaching and learning must maintain its stance alongside research in

higher education.
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Appendix 1.

ENB commissioned project:

An Evaluation of Shared Learning in Educational Programmes of
Preparation for

Nurse, Midwife and Health Visitor Teachers

SHARED LEARNING EVALUATION QUESTIONNA[RE (fl

The aim of this questionnaire is to evaluate shared learning initiatives in courses

preparing Nurse, Midwife and Health Visitor Teachers in your organisation.

In this context shared learning is defined as -

'a planned approach within a curriculum leading to shared

knowledge and experience between groups undertaking teacher

preparation programmes'

Organisation No.

NB If the contact address to which this questionnaire was sent differs to your
address please note address to which any future correspondence should be
sent:

Address:

Telephone No.
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Qi: Does the curriculum in your organisation promote

shared learning?	 Yes U NoD

If the answer is yes please proceed to Q2.

If the answer is no please proceed to Q13.

Q2: Please rank order fl of the following objectives of shared learning

(1 = most important, 8 = least important)

U To develop practical skills

U To prepare student teachers for future career prospects

U To increase interdisciplinary understanding and co-operation

U To break down language barriers between disciplines

U To provide effective/efficient service for consumers

U To provide theory and practice learning opportunities on an

interdisciplinary basis

U To produce competent interdisciplinary teachers through systematic

planning

U To make effective/efficient use of resources

Q3: Please tick one appropriate box under each of the following questions to

indicate where shared learning is incorporated into the curriculum.

3.1 In the COURSE CONTENT is shared learning evident in -

	

Theory & practice LI Theory only U Practice only U 	 none U

3.2 Are the LEARNING OUTCOMES for each of the groups participating in

shared learning the - 	 sameD	 distinct U	 not relevant U

3.3 Are the ASSESSMENT PROCESSES for each of the groups participating in

shared learning the - same U distinct U 	 not relevant LI

3.4 Are the AWARDS/CREDITS for each of the groups participating in shared

learning the -	 same U distinct 0	 not relevant U



3.5 Any comment on your answers to Q3:

Q4: Are staff prepared for their role in shared learning?	 Yes 0 NoEl

If the answer is yes please indicate the level of preparation

by marking the line below

1	 I
Not prepared U	 Li	 Fully prepared El

Q5: Are students prepared for their role in shared learning? YesEl NoD

If the answer is yes please indicate the level of preparation

by marking the line below:

I	 I
Not prepared LI	 U	 Fully prepared 0

Q6: Are shared learning outcomes evaluated? Yes LI No LI Don't Know 0

If yes, rank in order of importance the following evaluation methods

that are most salient to your organisation (1 = most important, 7 = least

important)

Feedback from students

Feedback from course teachers/lecturers

Competency-based outcomes

U Feedback from clients ( i.e. if shared learning occurs in practice

setting)

U Changes in course teacher's professional performance 	 -

U Audit reports

U
	

Others(please specif') ..................................

Q7.1 Please identify which professional/educational organisations

collaborate in the provision of shared learning initiatives.

U Service managers/representatives



El Higher education representatives

U Nursing/Miidwifery professional organisations

El N.C.V.Q. (for NVQs in teaching and assessing)

El Others (please specify)

Q7.2 Please indicate if collaboration includes any of the following?

Yes No

Conjoint development of educational policies
	

El
	

El

Conjoint validation of programmes
	

El
	

El

Recruitment of students
	

El
	

El

Monitoring courses
	

El
	

LI
Assessment of students
	

El
	

El

Evaluation of courses
	

El
	

El

Preparation of staff for their role
	

El
	

El

Other (please expand)
	

El
	

El

Q8: From the experience within your organisation please rank in order of

importance THREE beneficial outcomes of shared learning.

1

2

3

Q9: From the experience within your organsiation please rank in order of

priority
the THREEmain problems with shared learning.

1

2

3.



Q1O: Please indicate on the line how course teachers perceive shared learning

I	 I
Not in favour	 Completely in

favour

Qil: Please indicate on the line how students perceive shared learning

Not in favour	 Completely in

favour

Q12: Rank the following goals regarding shared learning initiatives in order

of importance to your organisation ( I	 most important, 7 = least

important)

LI Review/credit award systems

U Develop a curriculum model/framework

U Enhance teaching/learning strategies

U Develop teachers for their role

Extend shared learning initiatives

LI Promote existing shared learning initiatives

U Others (please specify)

Q13. Any additional comment on shared learning in general.

Please include factors that influence the use of shared learning and any

initiatives	 that are	 unique to your organisation (if applicable).

THANK 'YOU FOR YOUR HELP IN COMPLETING THIS

QUESTIONNAIRE.



Appendix 2.

ENB commissioned project:

An Evaluation of Shared Learning in Educational Programmes of Preparation for
Nurse, Midwife and Health Visitor Teachers

SHARED LEARMNG INTERVIEW SCHEDULE FOR COURSE LEADERS

The aim of this interview is to examine shared learning initiatives in courses
preparing Nurse, Midwife and Health Visitor Teachers in your organisation in
more detail.

Organisation No.

Interview Date:

Place:

Course Leader:
	 Title:

Participants Name (if different to course leader): 	 Title:

Telephone No.
COURSE LEADERS INTERVIEW SCHEDULE

In this context shared learning is defined as -

'a planned approach within a curriculum leading to shared
knowledge and experience between groups undertaking teacher
preparation programmes'



Qi. HOW DO YOU DEFINE SHARED LEARNING?

Q2. DETAILS OF CONTEXT:
Location: (eg, a dept. within the University)

Course(s) Structure

Q3. CURRICULUM CONTEXT

How is shared learning promoted?

Objectives of shared learning?

Documentaiy evidence?

COURSE CONTENT Theory & practice U Theory only U Practice only LI
LEARNING OUTCOMES sameL] 	 distinct U	 not relevant U
ASSESSMENT PROCESSES sameLi 	 distinct U	 not relevant U
AWARDS/CREDITS	 sameU	 distinct U	 not relevant U

Q4. PROVISION OF SHARED LEARNING
(a) Organisations

Conjoint development of educational policies
Conjoint validation of programmes
Recruitment of students
Monitoring courses
Assessment of students
Evaluation of courses

(b) Teachers
Preparation
Teaching Strategies
Examples of good practice
Specialist versus Generic Teaching Skills

(c) Groups
Entry behaviour of Students
Preparation
Evaluations

Q5. OUTCOMES
Q6. FUTURE TRENDS

Are you planning any changes?
How do you foresee teacher preparation developing?
Broad scope in curriculum-empoyment prospects-HE?

Q7. ACCESS TO STUDENT GROUPS



Appendix 3.

SHARED LEARNING EVALUATION QUESTIONNAIRE (2)

FOR COMPLETION BY: NURSE, MIDWIFE AND HEALTH VISITOR TEAChERS

An Evaluation of Shared Learning in Educational Programmes of Preparation for
Nurse, Midwife and Health Visitor Teachers

(An ENB commissioned project)

THE QUESTIONNAIRE IS IN TWO PARTS:

PART ONE	 This section asks for infonnation on your experiences
within the context of your teacher praparation course

PART TWO	 This section asks for information on your experiences
within the context of your present teaching position

DEFINITION OF ShARED LEARNING

'A planned approach within a curriculum leading to shared knowledge and experience between groups
undertaking teacher preparation programmes'	 (ENB 1990).

Code No:

Please return the completed questionnaire in the envelope provided by
Many thanks for your help with this project



Full time Please tickPart time

PART ONE:

1. Please indicate your age

2. Please indicate your gender

30 or less

31-35

36-40

41-45

46-50

50+

0

0

0

0

0

0

o male 0 female

THE FOLLOWING QUESTIONS RELATE TO THE TEACHER PREPARATION COURSE YOU
HAVE COMPLETED

3.	 Please indicate below the area for which you have had teacher preparation

Curriculum area	 Please tick

Nursing_____________

Midwifery_____________

HealthVisiting	 _______________

Other (s) please specify in space below	 ______________

4. Please indicate below the type of course attended

Type of Course

PGCE/Cert Ed

PGCE

BSc (Nurse Education)

MSc Diploma Health Professionals

BA NursingfMidwifeiy Education Studies

Post Grad Diploma in Education

BEd (Hons)

Other please specify in space below

5. Date of commencement of your course:
Date of completion:

6. Please indicate with which professional group(s) you shared learning
by ticking the appropriate boxes below



	

7.	 Please tick one appropriate box under each of the following questions to indicate where
shared learning was incorporated into the curriculum.

	

7.1	 In the COURSE CONTENT is shared learning evident in -
Theoiy & practice 0 Theory only 0 Practice only 0 none 0

	

7.2	 Are the LEARNING OUTCOMES for each of the groups participating in
shared learning the - same 0 distinct 0 not relevant U

7.3	 Are the ASSESSMENT PROCESSES for each of the groups participating in
shared learning the - same 0 distinct U not relevant

7.4	 Are the AWARDS/CREDITS for each of the groups participating in
shared learning the - same U distinct 0 not relevant [J

7.5	 Any comment on your answers to Q7?

8(a)	 Other people have identified the following attributes to shared learning. From your
experience please indicate your level of agreement with these statements where:

SA = Strongly Agree
A = Agree
U = Uncertain
D = Disagree

SD = Strongly Disagree.

SHARED LEARN1I'4G:	 SA	 A	 U D SD
Promotes mutual understanding of roles	 _______ _____	 -
Disadvantages minority groups	 _______ _____ -
Promotes creative teaching 	 ________ ______ -
Helps breakdown professional barriers	 ________ ______	 -
Limits teaching to principles of the topic only	 _______ _____
Enriches the learning process 	 ________ ______ -
Increases cost effectiveness 	 ________ ______ - -
Can provoke anxiety in students	 _______ _____ - -
Enhances personal development	 _______ _____ -	 -
Dilutes specialist subject matter	 ________ _______	 - -
Encourages self-appraisal 	 _______ _____ - - -
Causes problems in planning programmes	 ________ ______ - - -
Promotes collaborative teaching	 ________ ______ - - -
Requires specific preparation for teaching	 ________ ______ - - -
Creates interdisciplinary rivalry 	 ________ ______ - - -
Is a cost cutting exercise 	 ________ ______ - - -

8(b).	 Please state any other attributes you have personally identified that are not mentioned above

9(a)	 Please indicate on the line below your estimation of how shared learning was viewed within
your teacher preparation centre

Not in	 Completely in
favour	 favour

9(b)	 Please give reason(s) for your answer



10(a) Please indicate on the line how you perceive shared learning

I'	 I
Not in	 Completely in
favour	 favour

10(b) Please give reason(s) for your answer



PART TWO:

THE FOLLOWING QUESTIONS RELATE TO YOUR EXPERIENCES IN YOUR
PRESENT POSITION AS A TEACHER

11.	 Please complete the following questions about your orientation to your present role

12.	 Are you aware of any initiatives regarding shared learning within your college?
YES LJNO

If YES, please expand

13.	 In your college are teachers prepared for their role in shared learning environments?
YESL N0

(a) If the answer is YES please indicate the level of preparation by marking the line below

I	 I
Not prepared	 Fully prepared

(b) Please give reason(s) for your response to 13

14.	 In your college are students prepared for their role in shared learning?
Yes	 NoD

(a)	 If the answer is YES please indicate the level of preparation by marking the line
below:

Not prepared	 Fully prepared
(b)	 Please give reason(s) for your response to 14

15.	 In your college are shared learning outcomes evaluated?
Yes D No Don't Know D

If YES please state how.

16.	 Please identify ANY professional/educational organisations that collaborate in the provision
of shared learning initiatives.



Other(s) please specify in space(s) below

17. We would like to know how well you believe you were prepared during your teaching course to
teach students in shared teaming situations

ADEQUACY OF PREPARATION ____ _____
Very well	 Quite well	 Uncertain	 Poorly	 Not at all

18.	 Any additional comment on shared learning in generaL

Please include factors that influence the use of shared leaniing and any initiatives that are unique to
your organisation (if applicable).

TIIAM( YOU FOR YOUR HELP IN COMPLETING TillS QUESTIONNAIRE.



Appendix 4

TELEPHONE II'ITERVIEW SChEDULE 	 NEW TEACHERS

Thank you for completing the questionnaire and agreeing to this follow up interview the puipose
Of which is;	 (a) to expand on how you feel you were prepared for your role as teacher through

a shared learning environment
and

(b) to gain insight into how you teach in a shared learning environment

Qi	 How do you define shared learning?

Prompt: - key words e.g.; unidisciplinary, interdisciplinary, multidisciplinary

Q2	 How do you define shared teaching?

Prompt:- key words differences in- 'team teaching' and/or 'shared teaching'

Q3	 Can you give me a common example of shared learning in your present
teaching practice?

Prompt:- group composition and subject matter

Q4	 When are your students not in a shared learning context?

Prompt: give a common example

Q5	 What consideration do you give to shared learning in your timetable planning?

Prompt: e.g.; are students introduced to shared learning?

Referring back to your experiences on your teacher preparation course....

Q7	 Do you use any particular approaches in your teaching within a shared
learning context since course completion?

yes	 no
0	 0

Prompt:- if yes how?

Q8	 What teaching approaches in shared learning environments were:

(a) discussed?	 -

(b) utilised?

(c) assessed?

Q9	 How do you motivate mixed groups?

Q1O	 (a) How do you evaluate the outcomes of these approaches?

Prompt: What else do you do?

(b) How do the student groups evaluate these approaches?

Prompt:-of different disciplines, and/or of different areas of nursing



Qil	 How do you meet the needs of mmority members or subgroups?

Q12	 How do you provide specific examples for learners from different disciplines?

Prompt:- give common example

Q13	 Is shared learning facilitated within an academic context only?

yes	 no
0	 0

If no:
Prompt:-examples of shared learning in clinical practice own experience and/or students experience

Q14	 Is there a stage or level in nurse education where shared learning is most appropriate
yes	 no
0	 0

Q15	 How do you envisage shared learning initiatives developing in nurse, midwifery,
and health visiting education?

Prompt:-pre-regislration, post-registration, and teacher preparation



Appendix 5

TELEPHONE INTERVIEW SCHEDULE FOR MENTORS

• Give outline of the project and the suggested format of the interview.
• Identify the persons role in the establishment

Qi. How do you define shared learning?

Q2. Can you give me examples of shared learning in your establishment?

Q3 What are the reasons for shared learning?
Prompt: Resource driven or a strategy to enrich learning?

Q4 Do teachers need preparation to facilitate shared learning?

Q5 How do you view your role as mentor in the new teacher's development?
Prompt:- in facilitating shared learning

-how does this happen?

Q6 What teaching and learning strategies are used to facilitate shared
learning?
Prompt: the processes involved in shared learning

Q7 In your experience as a mentor, what are the benefits of and barriers to
shared learning?	 -

Q8 Did you experience shared learning in your own teacher preparation?

Q9 How do you envisage shared learning initiatives developing in nurse,
midwifery and health visiting education?

Prompt: in your establishment and nationally.

Any other comments?



TELEPHONE INTERVIEW SCHEDULE FOR MANAGERS

• Give outline of the project and the suggested format of the interview.
• Identify the persons role in the establishment

Qi. How do you define shared learning?

Q2. What are the reasons for shared learning in your establishment?

Q3. How is shared learning built into your programmes?

Q4. What are the managerial issues that need to be considered?

Q5. How do the teachers' perceive shared learning?
Prompt: and newly qualified teachers?

Q6. Do teachers need preparation to facilitate shared learning?
Prompt: reasons for your answer

Q7. Is there any specific preparation offered to the teachers in your
establishment?

Q8. How do you perceive shared learning?

Q9. How do you envisage shared learning initiatives developing in nurse,
midwifery and health visiting education?

Prompt: in your establishment and nationally

Any other comments?



Appendix 6

Dear Colleague,

Re: Enclosed Questionnaire

I am undertaking PhD studies on ; Interprofessional Education for Health

Professionals, at the University of Warwick. My supervisor is Dr. Malcolm Tight

in the Continuing Education Department. For the purpose of my research,

'interprofessional education' is defined as; any educational initiative created for

health and social care professionals for the purpose of 'learning together to work

together'. 'Shared learning' is therefore defined as; a planned approach within a

curriculum leading to shared knowledge and experience between groups of health

and social care professionals undertaking pre and post-qualifying education.

I wish to investigate how teachers in Medicine and Professions Allied to Medicine

view and experience shared learning for health and social care professionals. The

enclosed questionnaire asks for information on your experiences of teaching

interprofessional groups within the context of your present teaching position. I

would be grateful for your assistance and if you are prepared to complete the

questionnaire your anonymity will be guaranteed. If you agree to participate please

return the completed questionnaire in the envelope provided by ........................

In anticipation, many thanks for your help with this project.

Yours sincerely,

Siobhán Ni Ivthaolr(inaigh

Senior Lecturer



Section 1

1. Please indicate your profession and the title of your Faculty

please	 Faculty Title

Profession	 tick box

Dentistry_______ ___________________
Medicine: please indicate your specialist area

Midwifery________ ________________________
Nursing: please indicate your specialist area

OccupationalTherapy ________ ______________________
Pharmacology________ _______________________
Physiotherapy________ _______________________
Podiatry_______ _____________________
Psychiatry________ _______________________
Radiography________ ______________________
Sociology________ _______________________
Other (s) please specitr

2. Do you find my definition of interprofessional education acceptable?

YES U NO [1 Don't Know [1

Please indicate areas of dissagreement
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Section 2

1 (a) Please indicate on the line how you perceive shared learning

I	 I
Not in
	

Completely in

favour
	

favour

1(b) What reason(s) can you give for your answer to 1(a)?

2(a) Other people have identified the following attributes to shared
learning. From your experience please indicate your level of agreement with
these statements where:

SA = Strongly Agree, A = Agree, U = Uncertain, D = Disagree, SD = Strongly Disagree

SHARED LEARNING:	 SA	 A	 U	 D SI)

Promotes mutual understanding of roles 	 _____ ____	 -
Disadvantages minority groups 	 _____ ____ - -
Promotes creative teaching	 ______ _____
Helps breakdown professional barriers	 ______ _____
Limits teaching to principles of the topic only 	 _____ ____ -
Enriches the learning process 	 ______ _____ -
Increases cost effectiveness	 ______ _____
Can provoke anxiety in students	 _____ ____
Enhances personal development 	 _____ ____
Dilutes specialist subject matter 	 ______ _____ -
Encourages self-appraisal 	 ______ _____	 -
Causes problems in planning programmes 	 _____ ____ -
Promotes collaborative teaching	 ______ _____
Requires specific preparation for teaching 	 ______ _____ - -
Creates interdisciplinary rivalry	 ______ _____
Is a cost cutting exercise	 ______ _____

2(b). Please state any other attributes of shared learning you have

personally identified and are not mentioned above



3(a) Do you think teachers require specific role preparation for shared

learning environments?
YESU NOD

3(1) Were you prepared for your role in teaching in shared learning
environments?

YESD NOD

(If you answered 'No' to 3(b) ignore the next two questions and go to 4)

3(c) If the answer is YES please indicate the kvel ofpreparation by
marking the line below

Not prepared	 Fully prepared

3(d) Did you undertake any of the following as preparation for
teaching in shared	 learning environments?

Preparation	 Yes No

undertook a specifically planned programme	 ____ _____

observed different teaching styles	 _____ _____

worked alongside an experienced teacher	 _____ _____

was allocated a mentor	 _____ _____

Please add other(s) if applicable

4(a). Do you prepare students for their role in shared learning?

YES El NO El	 Don't know U



4(b) If the answer is YES please indicate the level ofpreparation by
marking the line below:

Not prepared	 Fully prepared

4(c) Please give reason (s) for your response to 4 (b)

5	 I would like to know bow well you believe you are able to deal with
the	 following in relation to shared learning situations

Ability to deal with situations in shared learning environments 	 ________

Statement	 Very well	 Quite well Uncertain Poorly Not at all

Developingcurriculum frameworks 	 __________ __________ __________ _______ _________

Developingteaching strategies 	 __________ ___________ ___________ ________ __________

Motivatingmixed groups	 _________ __________ __________ _______ _________

Meeting needs of minority professional groups in

theclassroom	 ___________ ____________ ____________ ________

Providing relevant examples for learners in

relationto their professions	 __________ ___________ ___________ ________ __________

Breaking down professional barriers

Encouraging collaborative work

Encouraginglearners' self-appraisal 	 ____________ ____________ ____________ ________ __________

Assessinglearning through group contact	 __________ __________ __________ _______ _________

Evaluatingthe effectiveness of shared learning	 __________ __________ __________ _______ _________

6(a) Do you use any particular approaches in your teaching within a
shared learning context?

YES Li NO Li Don't know Li

If you said Yes to 6(a) please give examples;

7	 Any additional comment on shared learning in general?
Please include any factors that you feel influence the use of shared learning
and any initiatives that are unique to your organisation (if applicable).

Thank you for your help in completing this questionnaire.
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