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UNIVERSITY OF SOUTHAMPTON

ABSTRACT
Doctor of Education

Shared Learning in Health Care Professional Education:
An evaluation of third year medical, nursing, occupational therapy,
physiotherapy and podiatry students’ shared learning experiences.

By Christine Leigh Gallagher

This qualitative, interpretative study investigates shared learning from the
perspective of third year health care professional students. A combination of semi-
structured interviews and group discussions were carried out during 2000-2001,
over a period of 10 months. 60 students were directly involved, which ensured that
the study reflected the views and experiences of a representative group. An
interview checklist was used, full transcripts were produced and then analysed using
the Nudist software package. As a single-handed researcher, my contribution and

capacity to reflect on this is central to this study.

Participants shared memorable learning experiences gained in both academic and
clinical areas. The cumulative effects of shared learning over three years were
explored and based on this experience, a framework for shared learning that could
be implemented in the future was recommended. Early inclusion of shared learning
into the programme was endorsed, with the main body of work being carried out in
year three when students appreciated the importance of inter-professional education
to practice. Participants were in favour of shared learning that was relevant to
clinical practice and locally based clinical workshops were highly valued. Case
studies, discharge planning and collaborative work in small groups were the
activities chosen to enhance learning. A suggested way of increasing the relevance
of shared learning was to involve experienced students in developing and carrying

out sessions with less experienced students.

A willingness to share responsibility with educators was expressed by participants,
who indicated that collaboration was needed to plan and implement appropriate
shared learning. Participants suggested realistic, manageable solutions to some of
the inherent problems in shared learning. The localised results cannot be
generalised, however, important lessons can be learnt about what it is like to be the

recipients of inter-professional education at this time of change and development.
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Chapter 1 Introduction

INTRODUCTION

1.1 Rationale and Context

‘Multi-Professional Education: The Magical Mystery Tour’ (Harden 1998).

Developments in health care professional education are placed into an interesting
perspective by this title. “Magical’ implies that there are exciting possibilities on
offer and ‘mystery’ suggests that the outcomes are uncertain and have yet to be
discovered. Whilst this could be a positive area of development, the reality of
change means living with constant uncertainty. Ten years prior to Harden’s (1998)
commentary, The World Health Organisation reviewed inter-professional education
(IPE) world wide in their report: ‘Learning together to work together for Health’
(WHO 1988). The recommendations had international (EHC 1993) and national
implications for all practitioners and educators and a lasting interest in the topic of

shared learning was generated in the United Kingdom (UK).

The National Health Service (NHS) and Community Care Act (1990), was
instrumental in setting the agenda for joint working across agency boundaries in the
provision of care (Owens et al 1995). This was followed by an increasing number of
government reports and white papers (DOH 1996, 1998). These encouraged
professionals to work more closely together and demanded that there be
collaboration through shared learning. Thus, shared learning became a focus for
government and professional bodies. Because of this focus, organisations such as,
The Centre for the Advancement of Inter-Professional Education (CAIPE), sprung
up in the UK. These organisations maintain that undergraduate IPE promotes good
teamwork practices when students take up post registration professional roles

(SCOPME 1996, 1997).

The government, regional health executives and higher education institutions began
to investigate the possibilities in earnest in the late 1990’s (NHS 1995, 1996, DOH
1998, 1998a, 1998b). In response to these directives there was a powerful drive
towards developing and integrating shared learning experiences into all professional
education programmes: ‘Education commissioners should actively explore

1



Chapter 1 Introduction

opportunities to commission, multi-disciplinary education and training programmes

which provide opportunities for shared learning’ (NHS 1995).

A consensus that shared learning promoted good teamwork and effective patient
care developed (CAIPE 1996, Leathard 1997, Pitrie et al 1997, 1998, Baker et al
1998, Buchanan 1999, Hart and Fletcher 1999, Leinster 2002). Unfortunately, there
was little evidence to support this, and despite the rhetoric, professionals continued
to be educated separately in most undergraduate programmes. Accommodating the
requirements of more than forty professional bodies in health and social care
presented some difficulties when attempting to revise practice. Although when
Miller et al (2001) sampled the views of the professional bodies, they all reported

having highly positive attitudes towards shared learning.

A Department of Health Review (DOH 2000) indicated that partnerships between
the NHS, Education Commissioners and professional bodies should be developing
plans that were genuinely inter-professional in nature. However, the emphasis on

IPE raised some concerns at ground level:

‘Innovative educators complain that there is little point in developing
new breeds of professionals if the NHS is not ready for them. Innovative
NHS trusts complain that they have to retrain new staff to work in more

flexible and integrated ways (DOH 2000, p23).

Despite this active promotion and research, guidance in developing integrated/joint
curricula was difficult to find (Carpenter 1995, Vanclay and Hingston 1995, Barr
1996, Barr et al 1999). This is perhaps why Boelen (1996), a WHO representative,
strongly supported the development of further research as he believed that this was
urgently needed: ‘innovative research and action will encourage the improvement of
education for professionals, as well as the practice environment for improved health
care delivery” (p 5). The potentially ‘miraculous’ outcomes of IPE occupied the
thoughts of educators who began to devise research protocols to contribute to this
fast growing area of development. Major changes in professional education have
been limited, but evaluative studies of small initiatives were slowly beginning to

surface (Leathard 1994, Hart and Fletcher 1999, Freeth et al 2002).
2



Chapter 1 Introduction

The Faculty of Medicine, Health and Biological Sciences at the University of
Southampton was in an ideal position to implement major change. The Faculty
consisted of the three schools: Medicine, Nursing and Midwifery, Health
Professions and Rehabilitation Sciences (occupational therapy, physiotherapy and
podiatry). In the late 1990’s, this combination of five professions presented a unique
opportunity for shared learning and assured that the Faculty was at the forefront of
new developments and research. The annual student intake was approximately 450
in 1997, but with a larger intake of nurses and the inclusion of the Podiatry School,

this grew to 925 in 1998.

An initiative called the New Generation Project was activated in 2001 to further
integrate IPE across all the schools. Collaboration between the professional bodies,
higher education and local employers was established and links with the Faculty of
Social Sciences in Southampton (Social Work) and programmes in Radiotherapy,
Pharmacy and Audiology, based at Portsmouth University began in 2002. This
increased student numbers to 1,500 each intake, which presented an unprecedented
opportunity for students to take part in the development of future professional

curricula.

1.2 Aims of the Study

This study investigates shared learning from the perspective of third year health
care professional students (1999/2000 and 2000/2001). Participants from five
professional groups defined shared learning and shared, in either a group discussion
or an individual interview situation, memorable inter-professional learning gained
in both academic and clinical areas during their training. They considered what
were the benefits and limitations of their experiences, and whether these were
conducive to the development of what they perceived to be good team working
skills. Participants were encouraged to explore the cumulative affects of shared
learning over three years and identify what, if anything helped them to bridge the
theory-practice gap. After highlighting appropriate and relevant shared learning
activities, they recommend a framework for shared learning that could be

implemented in the future.
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The expectation was that, at a local level, the study would inform the new initiatives
and at a national level, it was the intention to contribute the students’ perspective to
the growing body of evidence about IPE (Zwarestein et al 1999, Koppel et al 2001,
Freeth et al 2002). The study introduces the concept that the student population has
an active role to play in the collaborative process and as recipients of professional
education, they have responsibility to participate in any future development (Walton

1995, Longworth 1996, Leathard 1997).

1.3 Why Inter-Professional Education?

1.3.1 Introduction

As a practitioner, I appreciate that teamwork is essential to personal and
professional well being and productivity (Opie 2000, Miller et al 2001). As an
educator, I have been involved in IPE on a regular basis since 1983. The cumulative
effects of these experiences influence my current work with students and although
such experiences are completely interwoven, it is possible to explore them
separately. This reflection, prior to carrying out the study, helped me to recognise
that T was “a part of rather than apart from the world constructed through research’

(Usher 1996 p35) and identify how my perceptions and opinions have been shaped.

1.3.2 Personal Work History
1.3.2.i Background

I qualified as an occupational therapist in 1979 and initially worked in a mental
health setting with in-patients, out patients and day patients. My most creative
contribution to patient care was as a member of a good clinical team, though not all
the teams functioned effectively and my experiences varied over the years.
Whatever the team I felt bound to develop good working relationships despite the
perceived professional barriers and challenges presented by some members of the

team (Opie 2000).

1.3.2.ii Negative Experience
Working with other professionals meant that I constantly justified my professional
identity, team-working skills and developed strategies for dealing with challenging

attitudes and situations. On one occasion I was informed that my profession had

4
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simply taken up the recreational activities that nurses did not have time or energy to
take on. One staff nurse repeatedly undermined my confidence by asking for an
explanation of what I was going to do with all thirty patients the moment I stepped
onto the ward. In an attempt to work with him as a colleague rather than as an
adversary, my reply was always: ‘What have you done with them so far that I can
build upon?’ Despite my attempts to value his contribution, this was unsuccessful
and the failure increased my struggle to develop credible working relationships

within the team.

1.3.2.iii Positive Experience

In contrast, I had the privilege to work in a supportive and dynamic rehabilitation
team during 1980-1983, where professional roles were readily embraced. Team
decisions about the most appropriate professional to work with the patients were
dependent on the skills and personal attributes of the individuals concerned. In such
an environment, where everyone’s contribution was valued and respected, my
confidence blossomed. It felt natural to become involved in inter-professional

teaching at undergraduate and postgraduate levels.

1.3.2.iv Supervision Experience

In order to understand and respect each other’s professional stance it was important
to learn about each other at the earliest possible time. There were large areas of
overlap in scientific knowledge and technical skills amongst professionals and it
seemed sensible for students to learn together at undergraduate level. However, in
higher education professionals learnt uni-professionally and usually the first time
students became aware of the power of effective teamwork was during direct

clinical experience.

I acted as a clinical supervisor to at least four undergraduate occupational therapy
students each year. Clinical placements were approximately 12 weeks in length;
therefore 48 weeks a year were spent working with these students, in addition to
numerous students who were attached to colleagues from other disciplines. It was
my duty to provide a good clinical role model for any student and enabling them to

become an effective team member was a high priority.
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1.3.2.v NHS Training and Development

I followed an interest in education to become a District Training Co-ordinator
(1987-1993), with a remit to work with both undergraduate and postgraduate
therapists. I invested time in developing a programme for newly qualified
occupational therapists, speech and language therapists and physiotherapists during
their first year of practice. I also facilitated workshops for undergraduates on a

regular basis.

At this time inter-professional courses for newly qualified therapists were viewed
with some degree of suspicion by NHS management and professional bodies, as
such ventures were forward thinking and highly ambitious. Reflecting on this
experience, I was drawn towards lecturing in a new pioneering School of
Occupational Therapy and Physiotherapy that was opened in Southampton
University in 1993, which was not surprising. This school was a radical experiment
in professional education and gaining access to this experience sealed my initiation

into the IPE network.

1.3.2.vi Current Experience

The belief that teamwork was crucial to practice first developed when [ was a
therapist and this was reinforced as an educator (Mathie 1997, Miller et al 2001). It
was not acceptable to teach students in a single profession without any reference
being made to the contribution of other professionals to patient care. I knew that in
the right conditions students from different professional cultures could learn
together. I pass on experiences of teamwork inadvertently, and intentionally, and it
remains my responsibility as an educator to ensure that students have a good

clinical role model to emulate (Fish and Coles 1998).

I first began facilitating mixed undergraduate groups in the clinical area (1989). As
a member of the Faculty Inter-Professional Education Committee (1996), I have co-
ordinated shared learning experiences for up to 925 undergraduate students at any
one time. I work with practitioners who supervise students in the workplace and co-
ordinate a postgraduate development programme for occupational therapy and
physiotherapy (from 1993) and podiatry (2000) practitioners. Because participants

appreciate working and learning together this is a highly positive experience.
6
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These experiences have consolidated some of my original views. It would be
acceptable to assume that inter-professional teaching would become increasingly
easy to carry out. However, it continues to be my most demanding and challenging

teaching responsibility and I learn from every new experience.

1.3.3. Reasons for Undertaking the Study

I have opted to focus on the students’ point of view because, despite having strong
opinions and being a forceful advocate for IPE, it is important to think about what
evidence there is to support my judgements and beliefs. I have identified a number

of reasons why this is significant to me.

1.3.3.i Personal

As a therapist in a mental health setting, I became very skilled at listening to people
on a one-to-one basis, but recently have had less chance to use these skills. In the
past listening was one way that I kept in touch with the needs of patients, therefore
the decision to listen to students is underpinned by a belief that it would be a
positive and revitalising experience to use these skills once more. In my opinion,
keeping in touch with students’ needs would increase both my personal confidence

and professional credibility.

1.3.3.ii Professional

The Faculty produces a substantial number of newly qualified practitioners each
year and is at the forefront of radical change in professional education. Involvement
in the decision-making process across professional schools means that I understand
the impact that professional expectations and territorial issues can have. | am aware
that perceptions and attitudes towards IPE brought to the discussion by educators,
whether positive or negative, often influence the collaborative process when

planning curriculum change (Taylor 1997, Kennard 2002).

Despite our efforts to collaborate, I began to worry that educators might be biased
and prejudiced simply because they were the products of their own experiences in
the system. It was possible that professional issues or a focus on questionable topic

areas might distract members of the New Generation Project development team.
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They might mistakenly develop topics that they believed to be important when in

reality students could not see the relevance of the activity to current practice.

Engel (1994) suggests that good collaboration usually occurs when there is empathy
among team members, as this ensures a feeling of being valued and enables them to
contribute personal expertise and experience to the task in hand. Whilst we need to
work on this level as educators, it is important not to forget that students are part of
this team and we must endeavour to include them in any collaborative, decision-
making process. Success in doing this would ensure that new initiatives are realistic,

have relevance and meet everyone’s needs.

1.3.3.iii A Wider Perspective

A CAIPE conference in 1998 highlighted a national preoccupation with trying to
find “hard evidence’ of the effectiveness of IPE. Finding such evidence was one
way of gaining credibility for those people who espouse to the benefits of IPE. I
attended a conference workshop organised by a researcher who presented the
preliminary findings of a systematic review of shared learning studies. The findings
of the review were published in the following year (Zwarestein et al 1999). An
element of criticism crept into the presentation about two aspects: educators were
accused of being slow to report their work in shared learning and that the existing
studies were found lacking in ‘hard’ outcomes as they tended to describe the

experience rather than investigate the effectiveness of the learning.

The audience accepted this critical view and were overly concerned with evaluating
experiences immediately prior to, or just after, the shared learning event, in exactly
the same way as the researcher outlined (Zwarestein et al 1999). This assumed that
the choice of shared learning event was appropriate in the first place and that
educators had a clear idea of what students needed. I did not feel that educators
understood what was needed to ensure success, or what the focus of shared learning
should be, therefore it would not be possible to evaluate the outcome effectively.
For instance, if the initial choice of approach and content were weak, then it would
elicit negative feedback about shared learning that might not represent the true

views of recipients.
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The assumption that ‘educators know best” completely overlooked the collaborative
role that students might play in the planning stage and the effect that this might
have on the situation. Identifying student needs and priorities, and gaining an
insight into their experiences seemed more likely to produce appropriate shared
learning programmes. Once a relevant learning scheme had been implemented, the
outcomes might then be tested and credible results would be available to help fine
tune future curriculum developments. I left the CAIPE conference feeling
convinced that focussing on students’ experiences was a priority for me as it might

help change the level of uncertainty that plagued IPE research.

1.4 Definitions

Health care managers, practitioners and educators use ‘multi-professional,
multi-disciplinary, inter-professional, inter-disciplinary' interchangeably to describe
shared learning. This is a source of some confusion and protracted debate. The
World Health Organisation (WHO 1988) promotes inter-disciplinary education and

defines this as:

“The process by which a group of students from the health related
occupations with different educational backgrounds learn together during
certain periods of their education, with interaction as an important goal,
to collaborate in providing promotive, preventative, curative,

rehabilitative, and other health related services’ (p6).

There have been a number of interpretations of this statement since 1988. For
example, Rawson (1994) states that; "The prefix 'inter' denotes relationships
both between and among the elements and further implies some notion of
reciprocal operations. 'Multi' implies many and some form of composition but
again does not immediately suggest any give and take' (p39). More recently,
in a review of current practice in the South West Health Regions Tope (1998)

suggests that:

“The words inter-disciplinary and inter-professional should be adopted
only when there is interaction between at least three of the professions in
a learning situation, such as case studies, tutorials or seminars.

9
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Conversely the word multi-professional or multi-disciplinary should be
used in a situation where a number of professions are present only to
participate in an activity of shared interest, such as a conference or
lecture. In such a situation, interaction between professions is not

essential and frequently is non-existent' (p20).

Whilst this definition does not consider the benefits of interactive learning
between two professional groups, it does clarify the spectrum of learning
experiences that are available to health professionals. In common with other
definitions it shares the notion that IPE is most productive when the context of
the learning promotes the need for interaction between professionals, thereby
providing opportunity for the type of experiential learning that can be

achieved in small groups, tutorials and seminars.

When searching for a specific description of shared learning it is important to
question what is being shared by students when they are learning together. It
is possible for the professions to have common learning needs, such as
biological sciences and pathologies. In isolation this type of knowledge-based
experience does not assist students to learn about what other professionals do,
nor will it necessarily result in improved teamwork and communication. If
those who learn together are to work together more efficiently, and shared
learning is seen as the way forward towards better patient care, then

something more demanding is required.

Important outcomes of shared learning are to increase awareness of the
limited value of professional stereotypes and an appreciation that team roles
can depend on the nature of the problem, rather than professional status
(Miller et al 2001). Also students need to be challenged to learn how to
interact with others, to increase knowledge about roles and responsibilities, to
gain a working knowledge of specific skills and most importantly to learn
strategies for collaboration within a team (Shaw 1995). Hopefully experiential
learning in small groups has the potential to develop positive attitudes and
increase communication skills, though of course it cannot be assumed that the

resultant improved teamwork will advance patient care.
10
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Zwarestein et al (1999) identify how, having carried out a systematic review

of a number of shared learning studies, they understand shared learning to be:

'an educational activity in which interaction takes place between learners
from various professions, with the purpose of improving their working
collaboration, and through this, their impact on the health and well being
of their clients. Inter-professional education may be brief or extended, at
any stage from pre-qualifying to advanced studies, either award bearing

or not, formal or informal, in college or at work' (p424).

Although based on the Cochrane system, which does not take into account
qualitative studies, this definition provides a useful baseline. It incorporates the
understanding that the number of professions involved can be variable, the purpose
is to increase the quality of patient care and the learning experience is a flexible,

continuous process that occurs at both undergraduate and postgraduate levels.

In a further attempt to simplify terminology I refer to Wiles et al (1999) who state
that, ‘shared learning refers to any learning where more than one profession is being
taught intentionally together’ (p3). My experience of professional education is
reflected in this interpretation. Therefore, for the purpose of this study, I use inter-
professional education (IPE) as the preferred term to describe any joint learning
venture between two or more health professions and shared learning applies to any
interactive learning activity where they are taught together with the intention of

learning about roles, skills and how to collaborate in teams.

1.5 Research Evidence

1.5.1 Background

The literature reviewed reflected the drive towards IPE in the UK. Many more
postgraduate examples of IPE experiences were found than for undergraduates.
However, a growing number of studies into undergraduate innovations have been
published and are worth exploring. In many cases, the main limitations of the
studies appear to be, difficulty in comparing IPE with traditional learning and the

absence of control groups for comparison. It is very difficult to establish reliable
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and valid measures by which to determine outcomes. Research to date suggests that
IPE may have some positive effects in team functioning, but it seems to raise more

questions than it answers.

A table (appendix 1) is a guide covering basic details about the most significant
articles referred to in this study. Articles were placed in three loose categories; those
which are opinion-based and described beliefs, concepts or models relating to IPE,
those which described practical approaches used in IPE, and finally articles that
described attempts to evaluate the effects of a shared learning approach. The first
two predominated in the early stages of this study, however, more recently there has
been an increase in studies looking into the effects of a shared learning approach.
Producing hard evidence of the effectiveness of shared learning continues to present
a challenge to educators and researchers in this field and reviews of the literature
undertaken by Zwarestein et al (1999) and Freeth et al (2002) would support this
view. There is a noticeable lack of innovative use of students in the research

process, which is an area that requires more exploration.

1.5.2 Setting the Scene

Leather (1994) questioned whether providing IPE experiences would naturally
produce competent inter-professional workers, and if this was the case, then why
labour to find hard empirical evidence of the effectiveness of IPE? As people
responded to the drive towards IPE, evidence was gradually produced and patient’s
views were becoming increasingly important as a measurable outcome. Tope (1998)
highlights how a study in Massachusetts, USA, provided a persuasive argument
about the need for shared learning at the beginning of undergraduate training, and
then throughout the continuum of their careers. The study emphasised that if the
professional groups had worked collaboratively from the beginning that there would

be an early positive outcome in patient care.

Experience as a therapist leads me to believe that a healthy team promotes better
practice and sharing of expertise. I am aware that: ‘the need for sharing of expertise,
the pooling of knowledge and the crossing of traditional boundaries has become,
not a choice, but an essential ingredient of delivering high quality social and health

care’ (Owens et al 1995 p5). Because of this cultural set, the belief that
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collaboration is a good thing has developed and inter-professional teams have
increasingly gained favour in recent years (Leathard 1994, 1997, Beattie 1994,
1995, Leinster 2002).

The very nature of inter-professional work makes it hard to evaluate. There are so
many variables about how effectiveness might be viewed that it is hardly surprising
that research methods have yet to be devised that can cope with the complexity of
the situation. To state categorically that shared learning is the only influence on the
students’ performance, without any element of chance is difficult. However, there is
subjective evidence that IPE has a positive impact on students’ attitudes and
perceptions (Lorenz and Pichert 1986, Carpenter 1995a, 1995b, Hayward et al
1996, Locke 1999, Leinster 2002). All that is feasible is for students to reflect on
their performance and to identify memorable learning that they believe influenced
that performance positively or negatively. I think there is little evidence to
substantiate the view that collaboration leads to an increase in the quality of care

available to patients and service users (Leathard 1994, Hart and Fletcher 1999).

Zwarestein et al (1999) investigated whether there was evidence of the effectiveness
of IPE in the literature. Using the Cochrane review system, the findings were that:
'no rigorous quantitative evidence exists on the effects of inter-professional
education' (p 419). They argued the need for rigorous evaluation of the
effectiveness of IPE before implementation became too widespread. While
Zwarestein et al (1999) contribute useful information to the current debate; it is
interesting that none of the studies reviewed provided evidence of whether or not
IPE reaches its goals. However, the studies did manage to; 'reveal the experiences
and the meanings attributed to an intervention and thus tell us why and how it
works and give clues to improve its effects’ (p 419). The researchers suggest that
empirical positivist research worked in two ways: to provide increasingly valid
estimates of the effectiveness of the intervention by using rigorous research designs,
particularly the randomised trial, and to use statistical techniques to separate the

effects of chance from the effects of the intervention.

Whilst outcomes are important, this argument is not the total picture as the scope of

the investigation through the Cochrane Review was limited to a narrow range of
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methodologies and outcomes. As Koppel et al (2001) claim: ‘Such narrow
definition of outcomes are inappropriate in this setting, as is a strict linearity
between input and output that cannot reflect a complex reality’ (p44). Just because
evidence has not been produced does not mean that it does not exist. No evidence
actually means that it has not been proven either way. Therefore, questions about
whether IPE benefits patients should be adapted and widened to “What kind of IPE,

under what circumstances produces what kind of outcomes?’ (Koppel et al 2001

p45).

Freeth et al (2002) reviewed studies that had an interactional element to the shared
learning events. This was a fuller critique as the evaluative team not only looked at
randomised controlled trials and controlled before and after studies, but also
qualitative and experimental studies. They found that studies using quantitative
data, with fairly limited interpretation, were the most common approach to
evaluating shared learning and that most evaluation looked at postgraduate rather
than undergraduate experiences. The findings looked at changes in attitudes,

knowledge, skills, and behaviour changes related to patient care.

It was concluded by Freeth et al (2002) that greater investment was needed in order
to evaluate IPE across a much wider spectrum. They recommended that a smaller
number of comprehensive studies, of different kinds of IPE, be undertaken to avoid
data saturation about similar things. Their proposal was that educators involved in
innovative projects should be encouraged to evaluate the outcomes, but with much
longer follow up periods. These findings in 2002 confirmed my feelings when I
started this study in 1998, that further evaluation of a qualitative nature was needed

to add to the research picture.

1.6 Research Questions

As a therapist, when dealing with a problematic patient I automatically listened to
the needs identified by the patient. In a similar way, witnessing the struggle with
research into IPE, my instinct was to listen closely to what the students had to say
about their experiences and how they would advise educators to proceed in the

future. In inter-professional research, it is unusual for students’ views to be

14



Chapter 1 Introduction

considered when planning shared learning, in fact, there was little evidence of any
review of student needs being carried out prior to implementation of any major
shared learning developments (Koppel et al 2001, Freeth 2002). Reviewing the
long-term experiences of students and asking for their advice would add an

important alternative dimension to the debate and I decided to follow this up with a

series of questions:
1. How do students define shared learning and what do they see is the purpose?

2. What has been students’ experience of shared learning at university and/or in
the clinical workplace? What shared learning experiences have they had and

what were the most memorable experiences and why?

3. What pressures do shared learning experiences place students under in the
context of the development of their professional identity? In what ways, if at all,
did these memorable experiences influence their perception and attitudes

towards other professionals?

4. How would students go about including shared learning in the curriculum if
they had the choice? What advice would they have for educators who had

responsibility for planning future curricula?

I have spent time putting this study into a local and personal context, it is now
important to look at the wider issues that emerge in the wake of the drive towards
IPE. The political climate and effects of IPE on professional development is

explored in Chapter 2.
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POLITICAL AND PROFESSIONAL ISSUES

2.1 Political Issues

2.1.1 Funding and Contracts

In the UK professional education is contracted through Workforce Development
Confederations (previously regional health executives/consortium), whose role is to
respond to the work force planning needs of the NHS trusts that provide direct
services to the public. In the past health executives tended to advocate
uni-professional audit in a way that thwarted any desire or attempts at genuine

inter-professionalism (Tope 1998).

However, the NHS and Community Care Act (1990) set out a new agenda in that it
required joint working across service and professional boundaries. The development
of independent hospital trusts, GP fund holders and primary care groups produced
many changes within and across organisations. Escalating costs, advances in
treatment and the needs of an aging population placed demands on services and
staff (Miller et al 2001). The rationalisation of services meant that professionals had
to widen their concerns and become increasingly creative about budgets and the
distribution of scarce resources. Emphasis was placed on good communication and
an integrated approach, any lack of communication within teams was seen as

interfering with this shared priority.

The emphasis on care in the community led to the development of smaller clinical
teams with increasingly overlapping roles for professionals who had to create a
common language of competencies and occupational standards. This enabled
professionals to look beyond their own perspective, to reflect on practice and
question approaches to care in a positive manner. However, there were also
concerns about the apparent need for a multi-skilled professional which was seen as
a threat to the professions (Onyett 1997). This anxiety was based partly on the fear
that professional identity and skills would be diluted, but also that more patients
with a greater range of conditions needed to be treated by fewer staff. This was
perceived as being an additional burden at a time of chronic staff shortages and

fragmented services.
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This climate of change forced policy makers and service planners to collaborate
actively with health executives to share ideas and plant the seeds of change. As
training is an important vehicle for creating a workforce that is compatible with the
goals of integrated services, this was used as a crucial negotiating tool. Enlightened
managers slowly influenced training curricula by creating demand for a new type of
trained individual with skills that were not taught, as well as supporting positive

changes at the direct service level (Miller et al 2001).

The combination of evidence from ground level and government directives (DOH
1998, 1998a, 1998b) has resulted in a change of mindset. Shared learning is
currently seen as a desirable feature of professional curricula because it appears to
reflect service needs. Many newly formed Workforce Development Confederations
now believe that, by instigating changes and promoting IPE, they are ensuring a
better service to the patients, or purchasers, in the future. As a result, there is a high
expectation placed on IPE and educators are being pressurised to construct effective
shared learning experiences for undergraduates (GMC 1993, Davidson & Lucas

1995, DOH 2000).

Unfortunately, inter-professional concepts are difficult to understand and even more
difficult to achieve in practice because, funding agencies run on short cycles
whereas educating professionals is a lengthy business. The identification of long-
term training needs has been patchy and programmes are not able to sustain their
efforts in the absence of prolonged sponsorship and funding, a problem that also
hampers efforts to measure the true potential of collaborative education. Horder
(1996) reports how these factors militate against change and cites examples of how
joint working is possible at a local level with appropriate funding. He describes
how, when training jointly becomes the expected norm, this experience is enjoyed
and highly rated by participants. In these instances, resistance to change is short

lived and services and teams move forward proactively.

There is a recognisable period of delay while newly skilled practitioners are being
trained. This is followed by a period of transition when those trained in new
approaches can either influence the system in positive ways as they become

employed in it, or become frustrated by systems unwilling or reluctant to change
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(McGrab et al 1997, Kennard 2002). There is a joint responsibility for newly
qualified and experienced professionals, ‘to work together to learn together’ to
overcome these frustrations (WHO 1988). In order to achieve this there must be
proper funding and commitment at all levels of management and professional
hierarchies. Although the awareness of the inevitability of change is growing,
financial support is not established enough to provide the security that is needed to

underpin innovative practice.

De Witt (1996) highlights how the costs of IPE have never been accurately
measured over a long enough period to assess the potential savings. There are real
benefits to team delivery of health care, such as; new and expanded roles for
practitioners, better continuity of care, as well as a system tuned to patient needs,
rather than professional convenience. However, even with these aspects in place,
ultimately, the survival of clinical teams in practice will depend on the cost benefits

and cost effectiveness of such efforts.

2.1.1.i The Patient Factor

Historically, the health care providers hold the purse strings. Blane (1991) describes
how, ‘all available health care has been profoundly influenced by the struggles of its
providers to increase their authority, status and income', (p234) and how education
has attempted to equip professionals to cope effectively with this situation in a uni-
professional way. In a system which educates uni-professionally, patients appear to
benefit from this process in terms of the competence and ethical behaviour of those
who care for them, but they may suffer because as a result of poor teamwork and
communications between professionals and themselves (Ovretveit 1996). It has not

been common practice to evaluate the impact of IPE from the patient perspective.

However, the NHS and Community Care Act (1990), and subsequent legislation,
such as the Patients Charter, has increased patients expectations for quality services
to the extent that in a review carried out for the South West Regional Health

Executive, Tope (1998) states that the tide is turning and:

'Patients are now in the driving seat as far as the utilisation of health care

services is concerned. They have been empowered and enabled through
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legislation enacted within the last decade, to take control of their own health

destinies' (p2).

NHS trusts are held accountable for their actions due to clinical governance and any
lack of communication is seen as compromising good patient care. Increasingly
priority is being given to patient opinion and conscientious professionals struggle to
meet the needs of both patients and the clinical team within the financial constraints
placed on the service by management. In all aspects, the professional is required to
collaborate skilfully in order to meet the challenge that this presents (Owens et al

1995, Shaw 1995, Hart and Fletcher 1999, DOH 2000a).

2.1.2 Collaboration

In line with the WHO (1988) guidelines, CAIPE (1996a) promotes collaboration
between higher education with specialist knowledge of facilitating learning,
professional bodies with specialist knowledge of professional requirements and
employers with specialist knowledge of service needs. Greater understanding of
teamwork, professional relationships and the process of working across service
boundaries was required and this necessitated the use of new models of shared
learning. Patients, carers, managers, practitioners, educators and professional
bodies were all stakeholders in a re-education process that encouraged shared goals,
shared meanings about priorities, as well as good practice and quality assurance
(Owen et al 1995). Communication between them is complex and it has been

suggested by Eraut (1996) that:

‘The work of professions can be viewed in terms of several inter-
connected sets of power relationship, between service users, managers,

government, special interest groups and other professions’ (p5).

The joint School of Occupational Therapy and Physiotherapy was established
because of this type of collaboration (Gallagher 1997). It was designed as a truly
integrated professional education programme (SOTP 1993). However, this type of
development is unusual rather than the norm, the up-take of such initiatives has
been remarkably limited, and there appears to be a number of important issues that

might account for this slow start in the development of IPE.
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Firstly, where joint programmes and new initiatives are not planned or funded, the
alternative is for existing uni-professional programmes to work towards joining
their programmes. In such cases, implementation of new practice is hampered by
having to match academic schedules and student skill levels (Wilson and Mires
2000). This type of directive often comes from the top downwards due to pressure
from government and health executives/confederations, with little time for
explanation or development of a shared vision. Developments usually have to be
completed within very short time scales that do not allow space for adequate
collaboration, although recent directives from the Department of Health (DOH
2000, 2000a, 2000b) do appear to be addressing this issue.

There is a common concern that, 'change for its own sake syndrome can cause
educators to waste time on projects with little potential for bringing about
worthwhile change' (Eraut 1996 p5). Without proper ownership of change, many
established programmes report trying to incorporate change in the face of obstacles
such as, lack of time to design and develop a curriculum, territorial power struggles
and resistance to new approaches (De Witt 1996, Horder 1996, 1996a, Harden
1998a). Even with a willingness to change, the costs could potentially be very high
and where this has not been confidently or adequately funded innovative ideas and
projects have collapsed (De Witt 1996, Gordon et al 1996). Professionals have

failed to find an effective method of dealing with the complex issues that arise.

Secondly, although new ventures may have been implemented, the adopted
evaluative process has not yet produced hard research evidence to support the
effectiveness of IPE (Leiper 1994, Boelan 1996, Reeves and Pryce 1998).
Professions remain unconvinced as to the value of focusing energy on this
challenging aspect of health care. They are particularly unclear about whether
sustaining their commitment is a worthwhile activity in the long term (Parsell and
Bligh 1998, Leaviss 2000). However, there are similarities in reported experiences
and agreement about the need for IPE and also that such experience can be positive
and energising (Carpenter 1995a, Tope 1996, Owens et al 1999, Ross and Southgate
2000). This is particularly important as:
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"Now almost every contact a patient makes with a health professional
depends on others, often unseen, to increase its chance of being useful,
effective and helpful. We will frequently find that inter-professional
learning is the most effective and fruitful way to design and implement
changes that improve how closely the service provided matches the needs
of the users of the service. We have also found that participants report
their involvement in such learning work as reaffirming, energising and

fun' (Campion-Smith et al 1999 p13).

Finally, IPE is hard work as it creates opportunity for discussion of professional
roles in health care (Evetts 1999) and where these roles and boundaries overlap, the
experience can become quite challenging for students and facilitators (Reeves et al
2002). 'For many years educationalists have been interested in the concept of IPE, it
feels that is the right thing to do as far as teaching the health and social care
professions are concerned' (Tope 1998 p16), and yet, it is probably the hardest

teaching to organise and implement:

“The process has been exhilarating at times, stressful and disappointing at
others. The search for effective collaboration is perhaps at the heart of a
paradox. To recognise and come to terms with fundamental issues of
dependence and interdependence is to recognise and manage one’s

humanity in the context of diversity in community care’ (Gorman 1995).

As the nature of IPE incorporates such challenges on a regular basis, even the
most dedicated can find it hard to sustain for any length of time and invariably
this is not achieved (Leathard 1997, Leaviss 2000). This is also described by
De Witt (1996), in a review of the systems in the USA:

"What has emerged from these experiences with inter-disciplinary
education and practice is the awareness that the task of teaching
co-operation and collaboration in health care is not easy. Attempts to
promote such efforts seem to meet overwhelming barriers of disciplinary
and territoriality and system inertia. Each forward push seems to end

with a return to the point of origin, with little tangible evidence of impact
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or permanence. As a result each new generation seems to have to repeat

the experiences and frustrations of the past' (p174).

In 1988, Areskog stated that, ‘Despite the inherent difficulties there is no reason for
further delay in planning and implementing multi-professional education or at least
in establishing closer collaboration’ (p252). While this viewpoint may be shared by
others, the principle behind it appears to have had very little influence on the
situation, as managers, practitioners and educators fail to deal comfortably with
complex issues of finance, professional boundaries and management of change

(Harden 1998).

2.1.3 Widening Participation of Students and Patients in Research

Gordon et al (1996) suggests that professionals in the UK appear to be following a
similar pathway to colleagues in other countries and practitioners have begun to
learn from the experiences of colleagues in Linkoping and Malmo, Sweden
(Areskog 1995, Wahlstrom et al 1997, Wahlstorm and Sanden 1998). For example,
Aspegren et al (1998) investigated the use of problem-based learning with medical
students in general surgery. The focus on a single profession is an obvious
limitation in the usefulness of the findings; however, it is of particular note because
patients, students and tutors were involved in both the learning and evaluation

Process.

A series of tasks such as, initial interview and examination were undertaken by the
students, with the patient’s co-operation. Students, tutors and patients were
subsequently all questioned (by questionnaire) about their experiences. It was not
clear how influential patients’ opinions were on the development of the seminars,
though patients reported that they enjoyed the experience and were happy to
contribute in this way as they felt it was a good way to teach students. As the
feedback from everyone was positive, I assume that patients’ views were taken into
account when planning future teaching, and if the results had been negative, the
involvement of patients could have been reviewed in order to make it more user-

friendly.
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Recently studies into the effectiveness of IPE have also begun to incorporate patient
satisfaction into the equation. Reeves et al (2002), mirrored work carried out in
Sweden as a 12-bedded training ward was set up in the musculoskeletal directorate
of the Royal London Hospital. This allowed teams of students from a range of
professions, under the supervision of qualified clinicians, to treat patients on the
training ward. Whilst this demonstrates a move towards collaboration between
education and health, and it is commendable to have used a range of research tools,
they missed an opportunity to gain in depth information by omitting to formally
interview patients. However, the researchers did discover that, when compared to a
control group of similar patients with the identical medical conditions, patients on
the training ward were more satisfied with their experiences. Patients reported
having had more individual attention, which they valued. They also expressed

interest in observing how the students’ performance improved over time.

In contrast, Ker et al (2003) based their evaluation on teaching sessions in a Clinical
Skills Centre where 2™ year medical and nursing students worked with simulated
patients. The students, who were expected to develop working relationships while
under pressure, were found to make mistakes, such as lack of respect for patient
privacy and confidentiality. Although the experience was of short duration it was by
students felt that it would be possible for similar experiences to become an integral

part of the curriculum, as it could be adapted for all levels of students.

These examples confirm that multi-faceted evaluation needs to be developed as a
way of evaluating the complexities and outcomes of shared learning. However,
additional exploration of the long-term effects of such learning initiatives needs to

be followed-up in order to complete the picture.

Professional Issues

2.2.1 Culture

Professional education usually relates to the history of a particular profession,
which for some is very well established and respected. The language, ethos,
customs, myths and rituals of professions are usually transmitted-implicitly, as the

theories and skills are communicated explicitly. Each culture is distinguished by a
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shared language and knowledge, which provides an important sense of belonging
and uniqueness (Evetts 1999). Learning to work within specific competency
boundaries, with the support and encouragement of colleagues increases the feeling
of belonging and underpins most professional cultures. However, Meek (1995)
believes that: ‘a culture’s claim to uniqueness is expressed through cultural
manifestations that are not in fact unique. The uniqueness is a paradox’ (p272). For
example: the content of the programmes may be very different, however there are
similar concerns about the students who were failing to achieve the required

standards of professional judgement and practice (Fish and Coles 1998).

Relationships are complex, as each profession has its own knowledge base,
responsibilities and territory (Ovretveit 1996, Atkins 1998). It is common for
territorial issues to arise, particularly where there are overlaps in role and identity.

Domeck (1997) describes how:

'The reason that blurring, converging, fusing or collapsing role
boundaries are perceived as problematic is that they change and might
threaten professional rights and responsibilities. When one's role is not
clear, it is not possible to be sure that one is fulfilling one's obligations'.
Inter-professional relationships run the risk either of remaining
superficial or of becoming intractably conflicted', and it is, 'difficult to
form collaborative ties when one is unsure of one's professional identity'

(pl5).

Professionals need time to cope with the process of cross-cultural communication in
the same way as for any social grouping. Domeck (1997) outlines the issues as
being: 'learning each other's language, being a guest in each other's territory,
affirming one's own discipline, collaborating in inter-professional groups and
rotating leadership roles' (p9). These are all aspects that have the potential to
undermine important professional values and autonomy. A similar lack of security,
and subsequent inflexibility, is reflected in practice in teams who frequently make
mistakes and do not improve their performance, or who do not establish effective

working relationships (Bubna-Kasteliz 1999).
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Educators agree that allegiance within cultures, and across cultures, is crucial if
professionals are to make explicit the boundaries and break down barriers as
described by Engel (1994) and Horder (1996a). Engel (1996) best summarises the
ideal situation when he states: 'Empathy among all members will ensure that they
feel valued, encouraged and enabled to contribute their own special expertise and
experience to the task in hand' (p3). SCOPME (1997) support this ideal, believing
that effective inter-professional working and learning depends on there being
mutual respect and understanding of each other's capabilities. Time is needed to
appreciate each other’s culture in order to support a new and innovative-shared
curriculum. This is becoming increasingly urgent because, whilst uni-professional
programmes assist students to become part of cultural groups, they do not provide a

wide enough experience to equip them to function as expected in the workplace.

2.2.2 Dual Role of Educator

Until recently professional training took place in institutions that were controlled by
the profession with a focus on self-identity, duty and loyalty. “This gave
considerable power to senior members of the profession to mould new members in
their own image’ (Blane 1991 p230), and change happened slowly, if at all.
However, historical, political and sociological factors have resulted in initial
training being increasingly based in higher education under the leadership of

academics recruited from these professions.

As the norms of higher education take precedence over those in the professions,
educators are experiencing considerable role conflict. In particular, when the
knowledge base is segmented and framed in technical and scientific terms rather
than practical terms. This renders the nature of the professional knowledge highly
problematic for new and experienced educators alike. Eraut (1996) identifies the
main issue as being one of fear of conflict between professional orientated
perspectives and the academic university perspective. He maintains that part of this
tension is the fact that a broader knowledge base could challenge cherished, long

established practice.

Educators bring with them a wide spectrum of clinical, management, educational

and research experience that can generate territorial disputes when there are
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different vested interests. Taylor (1997) discusses how many academics develop
allegiance to their disciplines rather than to the broader academic community and
how this leads to dislocation and disputes. This territorial issue is extremely
prevalent in the health care professions, where there is a strong power structure and

well established historical hierarchies.

It is generally presumed that academic courses are shaped by those who teach on
them, therefore the perceptions and attitudes of educators that formed whilst they
were practising in the clinical field are important. Previous experiences of
inter-professional work, whether positive, negative or ambivalent, could potentially
influence communication. Leathard (1994) discusses how 'professional anxieties are
likely to reflect professional insecurity' (p210) particularly when a profession seeks
to uphold standards in an inflexible way. This insecurity and perceived threat
manifests itself at best in the reluctance of students and educators to engage in
shared learning at undergraduate level and at worst in their lack of co-operation and

efforts to sabotage experiences that are presented to them.

On a more positive note, Eraut (1996) believes that educators take the responsibility
of preparing the next generation very seriously and wish to socialise students safely
into appropriate new roles. He feels that at a time of change there is a natural
tendency for emphasis to be placed on new rather than building upon the old.
Although this initially devalues the status and experience of senior professionals, it
can be overcome in the long term. This complicated scenario places educators in a
stressful situation, as they are required to uphold existing standards and embrace

major change during a very unsettling time.

2.2.3 Academic and Clinical Interdependency

The issue of professional allegiance is compounded for educators in a university
setting, because though professional values, culture and behaviour can be taught
theoretically in school, there is a dependency upon practitioners in the workplace
for a large proportion of the experiential learning. Programmes can take from two to
five years to complete and in this time many professionals are involved in the
learning process of each student. When working in a variety of clinical areas, with

large numbers of practitioners, it can be difficult to predict what type of learning
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opportunities students are likely to experience. A fine balance needs to be
maintained between espoused theoretical ideals and the reality that students are
exposed to in the workplace. If these two aspects are not complimentary, this is

commonly referred to as the theory-practice gap (Rafferty et al 1996).

The opportunity of learning how to cope with disease, disability and a range of
difficult emotional issues is a demanding experience. However, students are not
only attempting to become members of a specific profession, they are developing
this alongside learning how to work as part of a multi-disciplinary team (Wiles et al
1999). The positive and negative outcome of such specialisation is well
documented. This appears to be highly relevant when addressing issues in the
affective domain (Beattie 1994, Beattie 1995, Atkins 1998). Methods of coping
with the affective domain are modelled to students by educators and practitioners
and a strong allegiance is developed between everyone involved. This encourages
students to develop appropriate survival skills. However, success is highly
dependent on whether students are fortunate enough to work within an effective

clinical team.

2.2.4 'The Research Challenge
The two studies briefly discussed in this section attempt to evaluate the benefits of
IPE. As the findings are inconclusive this is used to demonstrate that more sensitive

research methods are needed to evaluate the effectiveness and outcome of IPE.

Wiles et al (1999) found that even though Regional Executives, NHS Trusts and
practitioners supported the ideal of IPE: ‘There was little overall evidence that
newly qualified therapists educated on joint courses were of significantly better
quality than those educated on other styles of professional course, although there
was some indication that they had better teamwork skills’ (p5). Employers and
practitioners expressed concern that shared learning might be introduced at the
expense of, or in a way that compromised professional identity, though this was not
substantiated. The fact that this concern was voiced indicates that professionals
need to be convinced that such collaboration is the most positive way forward. In a
similar way to educators, their commitment to shared learning is influenced by

personal experiences of team working which are often unpredictable.
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IPE is influenced by this unpredictability, but cannot be held responsible for issues
such as poor team working. Carpenter (1995b) describes how existing stereotypes
between medical and nursing students were negative enough to jeopardise effective
working relationships. While nurses respected the doctors’ dedication, they found
them to be arrogant, detached and poor communicators. Whereas medical students
felt that although nurses were caring and good communicators, doctors were
academically superior. There were significant inter group differences and positive
and negative stereotypes were confirmed. In this case, medical students had
opportunity to show that they were more concerned about patients, which had a

positive effect on nurses’ attitudes towards them.

In response to this, Carpenter (1995b) concluded that it was not possible to
counteract every stereotype or misunderstanding, but that there had been a
significant improvement in each professions attitude towards each other by the end.
It was noted that discrepancies in power relationships held some significance to the
potential change in attitudes, ‘it is simply unrealistic to expect the weaker partner in
a relationship to change the behaviour of the more powerful. Change must be two-
sided - if the stereotyped relationships are to change in the interest of the patients,
then doctors as well as nurses must change their attitudes and behaviour’ (p152).
Although the results were informative, the list of stereotypes identified may not
provide wide enough coverage of the issues that arise, or be sensitive enough to
detect subtle or lasting changes in attitudes between professionals as they occur.
However, the study does identify that shared learning creates the opportunity for

professionals to develop positive attitudes and appropriate team working skills.
These studies indicate the need to set aside professional differences that contribute

to the stressful nature of collaboration. The content and implementation of shared

learning presents additional problems, as identified in Chapter 3.
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SHARED LEARNING

3.1 Developing a Shared Learning Curriculum

3.1.1 Educational Appreach

The act of redesigning uni-professional programmes to meet the changing needs of
health care draws attention to whether traditional approaches are best suited to
shared learning. Sadlo et al (1994) suggest that traditional curricula, which are
based on 'what is known', quickly become irrelevant due to the rapid accumulation
of new information and increased specialisation. Traditional approaches do not
serve the new purpose, which is to expose students to experiences that teach them
'how to learn' not 'what to learn’. Sometimes: 'theory as taught by academics is dry,
esoteric and unrelated to practice, practitioners are encouraged to absorb itin a
detached and uncritical manner and in some instances there is a need to unlearn

much of their traditional approach towards health promotion' (Williams 1995 p37).

Support for this can be found in the report: Health Service for all Talents (DOH
2000). Here employers claim to have to retrain newly qualified workers to deal with
the realities of the workplace and educators insist they cannot prepare professionals
for a workplace that is not ready for radical change. Students report that they
witness great variance in the quality of teamwork whilst on placement, which also
verifies the need for change. However a lack of clarity about when and how to

implement new developments inhibits the pace of change.

There is an urgent need to evaluate what to keep and what to eliminate from the
curriculum; otherwise programmes become 'stuffed’ with irrelevant information that
precludes the experiential development of students. Such restrictions lead to student

frustration because:

'Every student finds that large proportions of the curriculum are
meaningless. Education becomes the futile attempt to learn material that
has no personal meaning. Such learning involves the mind only. This

learning takes place 'from the neck up'. It does not involve feelings or
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personal meanings. In contrast, there is such a thing as significant,

meaningful, experiential learning' (Rogers and Freiberg 1994 p35).

The debate about traditional versus experimental approaches has a long history. A
student-centred approach to learning was promoted by Rogers in the 1960°s
(Rogers and Freiberg 1994). Engel (1996) describes how the debate continued from
1960 through to the 1990°s when a growing number of programmes adopted a
problem-based learning approach. This provided opportunity for progressive

development of competence; however, Engel (1996) suggests that:

'As the latter tend to be practised in uni-professional settings, additional
opportunities for learning in a multi-professional context would need to be
developed. Small groups of students from different professions should then

be faced with the sorts of problems faced by multi-professional teams' (p3).

Whilst the suggestion of mixed groups of students working together is a potential
goal, it is fraught with difficulties, mainly because programmes have developed in
different ways that utilise a combination of teaching approaches (Walton 1997,
Savin-Baden 2000, Kaufman 2003). This was the case in the evaluation carried out
by Freeth and Nicol (1998) where final year medical students and newly qualified
nurses worked on patient scenarios and teamwork. The evaluation found that
although the experience had been informative and enjoyable, facilitators and
participants had markedly different teaching/learning styles because of their
traditional professional socialisation. This factor was believed to have significant

impact on the learning experience.

A range of teaching approaches can be seen in Southampton where there were five
professions in the initial collaboration process within the Faculty. The medical
school is forward thinking in comparison with many of its peers, but still has a
traditional, outcome-based edge to programme organisation (Harden et al 1997,
2002, 2002a). Nursing and midwifery adopts a more experiential approach and uses
enquiry based learning groups (Glen and Wilkie 2000). Occupational therapy and
physiotherapy have totally integrated components of their programmes (Gallagher
1997, Wiles et al 1999), and until 2001 the podiatry school was situated in a teacher
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training college and were isolated from other university based health programmes.
Such differences in historical background result in a variety of teaching approaches

being employed.

A more recent development has been to include social sciences, pharmacy,
audiology and radiotherapy in the collaboration, which potentially links eleven
professions from health and social services, a number of faculties and two
universities in the process. This is typical of the complicated scenarios encountered
when dealing with existing curricula. However willing such diverse departments
may be to collaborate, underpinning political and historical issues pose obstacles to

the development of shared learning in such circumstances.

3.1.2 Learning in a Clinical Environment

Linking IPE with practice can be a key to motivating students, as meeting a patient
face to face acts as a catalyst for the students to begin 'thinking' in action. It has
been discovered that clinically based undergraduate inter-professional workshops
are successful, particularly when real or hypothetical case studies are used
(Pomeroy and Philp 1994, Studdy et al 1994, Mountford 1999, Donovan 1999, Ker
et al 2003).

Pomeroy and Philp (1994) elicited the views of a mixed group of students who
attended a one-day clinical workshop in elderly care. Students worked intensively
with practitioners and educators from different professions, took part in small
groups and observed a short ‘real’ patient-practitioner interview. Despite the
experience being positive, there were incidents where some professional groups felt
misunderstood, and students believed that a single day was nowhere near long
enough to overcome these issues. A limitation of the study was that no follow up
was planned, so researchers were not able to evaluate the lasting effects of the

workshop on participants, or the outcome for patient care.

This type of study demonstrates how single events can be usefully evaluated at the
end with a short questionnaire. Although the quality of such data is dependent on
the merit of the questions being asked, it is possible for a range of opinions from

different professional groups to be ascertained and compared. The study completed
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by Pomeroy and Philp (1994) is an example of a localised survey that at the time
acted as a guide to others, in similar circumstances, about how to evaluate shared
learning events. The clinical workshops, which began in the late 1980’s, were
innovative for the time and may have pre-empted further studies, both locally and
nationally, that adopted the same evaluation methods (MacKinnion and MacRae
1996, Lacey 1998, Stanley et al 1999). More recently, Freeth et al (2002) suggest
that this type of evaluation has reached saturation point and what is needed now is a

more sensitive, outcome lead approach to the evaluation process.

3.2 Organisation of Shared Learning

3.2.1 Making a Start

The timing of shared learning is important, although there does not appear to be any
consensus in the literature about how early it should be introduced. Some educators
believe it should start at the very beginning of professional courses (Harden 1998,
1998a, Mires et al 2001). For example, Petrioni (1994) suggests that students can
obtain clear and distinct occupational identities at a relatively early stage in their
training through practical experiences in mixed professional groups. Whereas other
educators feel that students in the early stages of training often have difficulty in
establishing themselves as part of the closely-knit professional group. It is hard for
students to develop relationships with other professions before they have developed
a professional identity of their own (Barr and Waterman 1996, Leaviss 2000). Barr

(1994) states that:

'Shared learning is seen as being more effective and less dangerous where
students are already secure in their identification with their chosen profession,
before they're required to cross-fertilise ideas and methods with people form

other professional groups' (p2).

Employers expect IPE to begin as early as possible, thereby adhering to the lifelong
learning commitment they are establishing in the workplace (Longworth 1996,
Buchanan 1999). This is positively supported by health confederations who need to
plan for the workforce of the future (DOH 2000) and are expected to take into

account the growing power of the users in service delivery nationally (Tope 1998).
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There appears to have been little opportunity for students themselves to voice

concerns, ideas and to be proactive in developing the content of their programmes.

However, a study of undergraduate student’s readiness for IPE (Horsburg et al
2001) using a questionnaire developed by Parsell and Bligh (1999), indicated that
students were positive about the benefits of early shared learning. While students
expressed a positive attitude towards IPE, the evaluation was unable to determine
the best time to begin the programme, unlike the findings of Parsell et al (1998),
where shared learning was viewed as an excellent experience that should be
incorporated as early as possible. The finalist students in Parsell’s study had the
benefit of clinical experience and hindsight to inform their decisions. Whereas
Horsburg et al (2001) questioned first year students at the commencement of their

courses when they had only a limited appreciation of the issues.

This difference verifies that insight into clinical practice influences students’
attitudes towards shared learning, an issue that affirms my intention to explore
shared learning with third year students. Many questions need to be addressed with
students to ensure that decisions about the curriculum are sound. It is also important
to avoid falling into the trap of re-inventing the wheel as described by De Witt
(1996).

3.2.2 Content Credibility

Emphasis is placed on communication skills and teamwork in most reported
undergraduate and postgraduate shared learning events. For example, Wiles et al
(1999) recommend that programmes should encourage teamwork and
communication skills as a way of promoting positive attitudes amongst
professionals. Alongside this aspect, recognising the importance of psychosocial
factors of disease, 'what a former Regional Postgraduate Dean called the ‘soff
centre' of medical education,' (Bubna-Kasteliz 1999), naturally becomes a focus of
IPE. This could be considered a little unfortunate, as it creates the misguided belief
that shared learning is less important than hard science and the credibility of those
who are associated with it is reduced. In reality this ‘soft centre’ can be as difficult

to teach as hard facts as it challenges students to develop advanced communication
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skills and to appreciate the wider concepts of health care (Walton 1995, Macleod
1996, Hart and Fletcher 1999, Leinster 2002).

This increases the pressure on educators, because if shared experiences are seen to
be unsuccessful in any way; the credibility of the experience is further reduced. For
this reason, there is a need to delegate responsibility to facilitators who understand
group dynamics and have sound experience of shared learning. The need for strong
facilitators presents a challenge to all educators who then struggle to attain high
standards in facilitation, content and evaluation (Hart 1997, James 1997, Spencer
and Jordan 1999, Dacre and Fox 2000). Often insufficient time is given to
developing skills, planning content and checking whether it is relevant to students,

which results in costly mistakes and worsens the reputation of shared learning.

3.3 Perceptions of Shared Learning

3.3.1 Educators

Most educators are products of uni-professional systems, they have not trained in an
inter-professional approach nor have they practised in one, therefore it can be
difficult to teach with this focus. However, they are familiar with current
developments in educational practice, which affects their attitudes towards shared

learning:

'For some it is a means of ensuring common language and shared
concepts, thus helping to promote closer collaboration between
professional groups; for others it is a means of up-dating knowledge and
skill and of making good deficits in basic professional education. Yet
other people see it as a means of redrawing the professional map when
used to engineer changes in definitions of professions and of their

boundaries and functions' (Barr 1994, p2)

Not everyone is convinced that development will be achieved by simply identifying
a common core curriculum, or teaching large groups of students in similar ways
(Barr and Waterman 1996). This scenario is unsettling for those educators who see

themselves as empowering rather than controlling (Williams 1995, Hughes and
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Lucas 1997), and have made definite moves towards participatory methods of
teaching and student centred learning. These educators are familiar with allowing
students to take responsibility for their own learning over time (Hollis 1991).
Educators who promote student centred approaches have subsequently developed a
range of facilitation and leadership skills that suit the approach adopted by their
professional team. This experience results in differing levels of skills and
confidence when using facilitation techniques (Ross and Southgate 2000, Gilkison
2003). It is difficult to establish parity across shared learning activities when an
unpredictable range of skills is being offered, and in my experience, some educators

find compromise a very unsatisfactory element of the collaboration process.

Despite programmes being uni-professional, it is normal for practitioners and
experts in a clinical field to be called upon to teach on each other’s programmes.
Learning to trust and rely upon colleagues from different professions and accepting
them as facilitators for your students is essential. Any perceived lack of
commitment or understanding of the required standards appears to sabotage the
learning experience before it starts. De Witt (1996) gives examples of how two
professional groups can be successfully taught together by a single professional, and
how students studying one profession can be taught by a completely different
professional. He concludes that this is difficult to maintain without committed
funding and resources which affirms the experience of the occupational therapy and

physiotherapy teaching team who have worked jointly since 1993 (Gallagher 1997).

Evidence of the drain that shared learning can place on organisations is identified
by Parsell et al (1998) who evaluated a pilot workshop for final year students from
seven professions. There was substantial subjective evidence of a positive change in
attitude and high satisfaction levels as they became more aware of the involvement
of other professionals groups in patient care, but little evidence to suggest that these
skills would be transferred into the workplace. The evaluation discovered that
students viewed patient care in a linear way, ‘as if patients were processed in a
chain by each professional’ (Parsell et al 1998 p309) which did not indicate an
awareness of what seamless care involved. Nor were they aware that overlaps in
roles might place patients in dangerous situations, especially if it was assumed,

wrongly, that another professional had taken responsibility for an aspect of care
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when this was not the case. It is concerning to find that students who were so close

to qualification were unfamiliar with these issues.

This lack of knowledge and experience supports the argument that shared learning
should begin early, as this would provide time to build on knowledge and
consolidate learning. Parsell et al (1998) do not give details about whether the
immediate positive responses had been maintained when reviewed six weeks later,
though they imply that it was difficult to comment on this as students had
previously completed many clinical placements which had influenced their

knowledge and performance.

The study highlighted how the planning team purposefully involved senior
practitioners at the ‘sharp end of practice” to facilitate the workshop, which proved
time consuming and expensive for the services involved. It was acknowledged that
practitioners could not cope with the level of commitment and facilitation demands
in the long term. Educators would be needed to facilitate the large numbers of
students that would attend future workshops. This places the responsibility for
financing, organising and sustaining shared learning firmly with the educators, who

are likely to experience a similar drain on their innovative ideas and resources.

Planning for a mixed cohort, often results in limited opportunity for student centred
approaches, which can be frustrating for everyone involved. The conflict of interest
between teaching large numbers and the desire to promote student centred learning
creates a difficult situation, which generates negative perceptions that shared
learning is unusually demanding and difficult. Strong leadership is needed to
counteract these circumstances, as, ‘without powerful and co-ordinated leadership —
shared learning in pre-qualifying education will remain the hobby-horse of some

and an expendable luxury for others’ (Ross and Southgate 2000 p743)

3.3.2 Students

Negative perceptions held by educators can be reinforced by examples of limited
student compliance and inability to see the relevance of the material to patient care
(Rafferty et al 1996). Even in well-established programmes attendance can be poor

simply because students fail to see the relevance, or to prioritise the experience at
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that point in time: “Students often see modules as being irrelevant and onerous in
the face of an already overloaded curriculum’ (Davidson and Lucas 1995 p173).
Only 21% of students reported that they would take up IPE workshops if they had
been given the option (Australia) and were influenced negatively if they perceived
IPE as being: ‘low priority in eyes of school staff and the teachers did not practice
what they preached. Students also stated that anything less than overt examining
would be translated as a soft option and avoided’ (p174). An attendance rate of 30%
at shared learning sessions (Salford) had not improved significantly over a period of
4 years, which indicates that negative perceptions were hard to change. It requires
highly motivated staff to carry a positive message into the student body once

negative perceptions prevail.

Developing teamwork skills involves theory and practice and students express
readiness to take part in this process once they had established a professional
identity for themselves and had gained direct clinical experience (Nolan and Smith
1995, Horsburg et al 2001). However, it is not easy to find good clinical role models
and if theory is not witnessed in the clinical workplace students quickly become
dissatisfied and detached (De Witt 1996). This is viewed as a major problem as
evidence shows that repeating theoretical and practical experience in the medical
curriculum ensures positive perceptions and attitudinal changes are sustained in
practice. The key to the success was for students to see professionals in practice,
though the question: ‘Does this early awareness of professional roles subsequently

improve patient care?” (Mires et al 2001 p304) remains unanswered.

Whilst students are able to perceive the benefits of shared learning, they are not
convinced that stand alone shared learning experiences are effective in changing
perceptions and attitudes. Leaviss (2000) found that IPE needed to be prolonged
and widespread to have real impact, an opinion based on the effects of a shared
learning experience on a small group of final year students. A follow-up study,
carried out after the first year of qualified practice, indicated that sustained positive
contact in the working environment had helped to change ingrained perceptions

about other professionals.
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3.4 Future of Shared learning

In the event that financial support is secured, the future for IPE within
pre-registration degrees depends on two other elements. Firstly, the skills of
innovative, enthusiastic and motivated staff who support the philosophy, and
secondly, that educators evaluate and publish their findings so that good practice
can be learned quickly and effectively and support networks can flourish (Obholzer
and Roberts 1994, Freeth et al 2002). Close collaboration across professions is

needed in order to achieve both aspects and to negotiate a joint philosophy:

‘committed staff, from each of the professional disciplines involved, create
interesting and enjoyable learning experiences for students by encouraging
inter-professional collaborative learning situations where students can

reflect on health issues together' (Davidson and Lucas 1995 p175)

Bringing different professional schools together within one Faculty is seen as
helpful to a certain extent, but while this might lead to the development of common
concepts and language between professions, something more interactive is required
to break down barriers and deepen understanding. Founder members of the teaching
team at the School of Occupational Therapy and Physiotherapy identified a number
of factors that were necessary to facilitate high standards in IPE. These focussed on
aspects such as, regular team-teaching, widely negotiated educational goals and
strong communication networks between students and staff (Gallagher 1997). The
remaining ingredient for success is the teaching approach and content of the
programme. Experiential learning, such as the use of learning contracts, facilitated
groups and self-assessment is a versatile alternative to commonly used traditional

methods (Rogers and Freiberg 1994).

3.5 Summary

By identifying the professional and educational issues encountered during the
development of IPE it becomes apparent that this is a complex and constantly
changing situation. It would be understandable if professionals were overwhelmed
because the interaction between training and outcomes in service delivery is

difficult to implement and evaluate. However, if: ‘The future health of the people of
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this planet depends on the expertise and dedication of those who teach in the basic,
post-basic and continuing education of health professionals’ (Engel 1996 p3), this is
a great responsibility. However, Engel does not appear to doubt that professionals
are able to accept the challenge and participate in the avalanche of changes that are

anticipated in the future.

In comparison to other countries the development of shared learning in the UK is in
its infancy (Davidson and Lucas 1995). There is great variability in the extent to
which shared learning has been implemented and evaluated. Studies provide
evidence about beliefs, concepts and practical examples of innovative approaches
that are being developed. With many unanswered questions about the best way to
develop programmes, research into the effectiveness of such innovation is growing
(Freeth et al 2002). Having looked at the literature it becomes apparent that even
though questions are being asked and IPE experience evaluated with increasing
vigour, educators do not yet have any clear-cut answers to the questions posed by
the introduction of IPE into the professional curriculum. An investigation of the
experiences and opinions of those students who are the recipients or ‘guinea pigs’
during this challenging time is one more positive step towards understanding the

complexity of the situation.
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RESEARCH DESIGN AND METHODOLOGY

4.1 Design of the Study

4.1.1 Introduction

The study adopts an interpretive approach which is primarily qualitative (Powney
and Watts 1987, Benner 1994, Miles and Huberman 1994, Mason 1996, Cohen et al
2000). Third year students from the Schools of Medicine, Nursing and Midwifery
and Health Professions and Rehabilitation Sciences were the source of information
and semi-structured interviews were used as the main method of exploring their
experiences. A number of group discussions were also implemented in order to
widen student participation. During 2000-2001 a combination of group discussions
and interviews were carried out over a period of 10 months. 60 students, from 5
professions were involved, which ensured that the study reflected the experiences of

a representative group of third year health care students.

4.1.2 Structure of Interviews
Interviews were semi-structured, using a pre-determined checklist to ensure
coverage of issues (appendix 2). The interview questions were closely related to the

research questions as can be seen below.

Table 1

Research Questions Interview Checklist

How do students define shared e How would you define shared

learning and what do they see is the learning?

purpose? e What is the purpose?

What has been students” experience e What has been your experience of

of shared learning at university shared learning at university?

and/or in the clinical workplace?? e What has been your experience of
shared learning in the workplace?

What experiences have they had and e What made these experiences

what were the most memorable and memorable?

why? e In what way, if at all, did these
experience influence your perception
and attitudes towards other
professionals?

e In what way, if at all, does shared

learning enhance professionals
understanding of each other’s roles?
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How would students go about e At what point, or level of your
including shared learning into the programme, did you feel most
curriculum if they had a choice? receptive towards shared learning?
e If you could re-design your
What advice would they have for programme, what changes could be
educators who had responsibility for made to encourage shared learning?
planning future curricula? e What aspects of the programme could
be shared/learnt with other
professionals?
e Who would this involve and why?
e s there anything else you wish to
comment on?

The checklist was developed and piloted informally with the first two group
discussions and was used during all subsequent interviews and group discussions.
The majority of interviews were 50 minutes long and focussed on shared learning
and interprofessional practice. After initial warm up questions about definitions and
purpose, the remaining questions were introduced into the conversation in an
informal manner. Participants were encouraged to prioritise information, to share

personal examples and to freely express their own views in relation to the topic.

4.1.3 Group Discussions

5 group discussions were carried out at intervals to verify interview questions
and responses, and also as a source of new ideas to be followed up in
interviews. The groups varied in size from 5 tol5 participants and were on
average 45 minutes in duration. Membership was uni-professional as this was
believed to be an appropriate way of identifying general issues and also those

that might be of specific interest to each profession.

4.1.4 Access to Participants and Recruitment to the Study

Due to the disparate nature of timetables across the programmes, differing methods
were employed to contact students. Advice was sought from school tutors to elicit
the most effective way of contacting each student body and students participated at
times when their academic schedule permited. Access was gained through, direct
requests placed on student notice boards, invitations were extended to existing
student groups, direct requests were made in lectures and to students who were

gaining practical experience in local health care departments.
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¢ Occupational therapy and physiotherapy third year representatives were asked
to bring volunteers to two lunch time group meetings in order to discuss
learning experiences (10 students). A further request was made to students on
clinical placement within Southampton in May 2000, 4 occupational therapy
students and 4 physiotherapy students volunteered to be interviewed. A
physiotherapy student came forward independently to be interviewed which

increased the physiotherapy total to 5 students.

¢ Members of the third year evaluation committee in the School of Medicine (9
students) agreed to contribute to the study and also offered access to the minutes
of previous meetings where shared learning had been discussed and
documented, though this offer was not taken up. Students who attended a inter-
professional workshop were asked to take part, 9 volunteers were contacted by

email and 4 agreed to be interviewed.

¢ Podiatry students working in the Southampton Podiatry Clinic were invited to
discuss shared learning. 15 students attended a lunchtime meeting and 3

volunteered to be interviewed.

¢ Students at the School of Nursing were contacted via the year three email
network a number of times. No participants were gained through this method.
Third year Enquiry Based Learning tutors were asked to contact students and

one group (10) volunteered to be involved in a group discussion.

4.2 Justification of Methodology

4.2.1 Quantitative and Qualitative Approaches

Educational research involves the collection of facts and information about
individuals and/or a group of people. It is primarily a problem-solving activity
which addresses a problem, or tests a hypothesis (Hicks 1995, Anderson 1997).
When attempting to investigate an educational problem it is important to consider a
range of approaches and methods. Most educational research falls within four levels
that can be loosely classified as; 1) descriptive, 2) explanatory, 3) generalisation and

4) theoretical (Anderson 1997). A wide range of methods, such as case study,
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survey, time analysis and experimental designs, underpin these levels. Although
there is a degree of overlap in how the methods are used across levels, the first two
primarily use qualitative methods by exploring what has happened in the past and
what is happening in the present. Whereas three and four adopt a more quantitative
style, investigating what happens under different circumstances and any underlying

theoretical principles.

Prior to the selecting the most appropriate method, it was important to identify the
level best suited to the research question. In this study the research questions were
concerned with students’ experiences of shared learning at university and/or in the
clinical workplace. The aim was to identify how their perceptions of, and attitudes
towards, other professionals had developed as a result of shared learning. It was
anticipated that multi-layered and complex information would be generated and that
with an appreciation of student perspectives it would be possible to describe their

experiences, interpret responses and draw conclusions (Cohen et al 1995).

With this in mind, levels 3) generalisable and 4) theoretical (quantiative) research
were considered. These levels are best suited to experimental studies where
hypothesis are tested under various conditions so that the results can be either
accepted or rejected. In such instances, systematic classification, precision
measurement and quantification would need to be carried out (Burgess 1993, Cohen
et al 2000). Student numbers were large enough for a substantial quantitative survey
or time analysis to be carried out, but in the early stage of exploring student views I
wished to access a small number of students in depth rather than to involve them all
(Benner 1994, Mason 1998, Dadds and Hart 2001). The idea of categorising
responses as right or wrong was unacceptable; however, it was possible to foresee
how the information gathered from a few might help develop tools to measure the

opinions of the whole student cohort at a later stage.

Alternatively, levels 1) descriptive and 2) explanatory (qualitative) research
presented a means of gaining insight into a person’s opinions, feelings and beliefs.
The underpinning methods include; observation, case study and interviews that use
a range of description from brief narrative passages to in-depth interpretations

(Burgess 1993, Cohen et al 2000). A factor in favour of qualitative methods is that
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they are effective at exploring how the individual defines reality and the strategies
s’he devises for coping with it. Gaining insight into how students developed inter-
professional coping strategies and transferred theoretical skills into practice were
the main concerns; so these methods presented an ideal means of gathering the

information.

Whilst I was keen to examine situations through the eyes of students as opposed to
my own perspective, the resulting interpretation of the findings by a single handed
researcher was crucial. This level of interpretation is often associated with
phenomenology (Mason 1998), where there is a concern with everyday life
experiences and the consequences of such phenomena. In particular: ‘the
assumptions, the conventions they utilized and the practice they adopt’ (Cohen et al
2000 p26). As the research questions focused on the consequences of past
experience and relied heavily upon the skilful and unbiased interpretation of these

events, this was a fitting philosophical baseline to adopt.

A phenomenological approach allows participants freedom to follow their own
interests, concerns and perspectives rather than being dictated to by a preconcieved
schedule (Benner 1994, Charmaz 1995). This approach was fine tuned to suit the
study, the overall topic of IPE was chosen by the researcher and brief questions,
developed through open, informal discussion with students, were introduced to
prompt the discourse. Overall, the intention was to react to and communicate in a
way that suited each unique individual during the data collection process. Any
emerging themes would be analysed, using an interpretive approach that explored

and explained social behaviours and attitudes.

Having determined that the interpretation of phenomena underpinned the study, an
appropriate way of presenting this information would be to describe it. Description
is not a method in itself, though it is fundamental to all research methods whether
quantitative or qualitative (Anderson 1997). Data may range from brief narrative to
detailed description of complicated phenomena. Skill is needed to know how to
focus on and interpret the right issues and the main limitation is often the expertise
of the researcher. Focussing on important issues presented a challenge as student

reaction to questioning, and to what extent they would be willing to share
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experiences, were both unknown outcomes. The intention was to listen to
volunteered descriptions of everyday activities and, with consent, to follow up
specific examples that were generated throughout the dialogue. The principles of a
phenomenological approach were also adhered to during data analysis where direct
quotes and practical examples were used extensively when describing the results.
Maximum use was made of the data in that all known themes were incorporated

into the results.

A common criticism of qualitative methods is that, as the researcher is actively
involved in the production of the data itself, undue influence could be placed on
participants to accept personal definitions and perceptions. A remedy is
recommended by Mason (1995), who suggests that rigorous and ethical
implementation, self scrutiny and active reflexivity can counteract potential
influences. Ethical procedures were strictly adhered to and an active process of
critical self-reflexivity was incorporated into the research design to neutralize any
personal impact. Previous experience of qualitative research and reflective practice
resulted in the application of a greater level of skill than if using an unfamiliar
traditional experimental approach, a situation that further reduced the likelihood of

personal bias.

Having carefully considered the alternatives, an interpretive approach that used
qualitative methods, was chosen as this best matched the inherent nature of the
study. To support this self scrutiny and reflection was implemented to counteract

the limitations of being a single handed researcher.

4.2.2 Methods already used to Evaluate Learning

The aim was to gain insight into shared learning at a local level and not to
generalise the findings to other universities or departments. With this in mind I took
note of the type of evaluation that had already been undertaken within the Faculty.
For example, at the end of a series of pilot shared learning events (1997-2000),
questionnaires had been used extensively to evaluate student experiences. Choosing
a questionnaire is ‘generally motivated by a need to collect relatively routine data

from a large number of respondents over several locations” (Anderson 1997 p207).
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Therefore, it could be concluded that with large student numbers, over a number of

dispersed schools, this was an appropriate method to use.

However, the value of questionnaires, which require students to evaluate learning
and whether this results in any improvement in the content and quality of teaching,
is currently under debate (Saroynan and Amundsen 2001, Kember et al 2002, Chen
and Hoshower 2003). Although questionnaires are widely used in higher education
there is little evidence to show that this is the most effective way of gathering

student feedback.

Looking in detail at student experiences at the end of a three-year period, not just at
the close of specific educational events, meant that a different way of eliciting
information was required. The data needed to be dissimilar to that already evaluated
if it was to add a more meaningful dimension to the information pool. This coupled
with the fact that students were familiar and/or overburdened with questionnaires

was precisely why I decided not to use questionnaires as a method.

4.2.3 Interviews

There is an abundance of literature about the use of interviews in qualitative
research and a general consensus of opinion that interviewing is the most widely
used technique for conducting social inquiry. For example, Wragg (1990), Benner
(1994), Cohen et al (2000), Dadds and Hart (2001) all state that the interview
process makes a major contribution to social sciences, educational and other
research methodologies because the technique is particularly adaptable and widely
used. Holstein and Gubrium (1997) identify that 90% of social science involves the
use of interviews and the social interaction within interviews is the techniques most

obvious strength.

The fact that all interviews are interactional, whether highly structured, semi-
structured or free flowing and each encounter produces reportable knowledge is
identified in a number of texts, such as Mason (1997)and Cohen et al (2000).
However, whilst there is agreement on the flexibility of interviews there are
differences in how the method is applied as each situation has unique factors that

require careful thought and handling (Benner 1994, Bryant 1996). For instance, a
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formal structured approach, that streamlines questions and pays little attention to
real life experiences of interviewees could have been adopted (Holstein and
Gubruin 1997). However, a semi-structured interview that encourages the
generation of data from the interviewees’ point of view would better suit the

purpose and enhance the findings of the study.

An advantage of semi-structured interviews is that the role of interviewer is reduced
to the minimum to allow the interviewee to discuss at length the pertinent issues
surrounding a personal experience (Kvale 1983, Smith 1995, Cohen et al 2000). As
described previously (page 44), this falls within the realms of a phenomenological
approach, because the interview is guided by the interviewee who is free to follow
their own interests, concerns and perspectives (Benner 1994, Charmaz 1995). Smith
(1995) highlights the importance of minimal prompting and neutral questions
because when the interviewer hands most of the control over to the interviewee, a
deeper insight into values and beliefs is gained. Allowing the interviewee free time
at the end of the interview to develop ideas, followed by a brief summary of the

issues is also a useful technique to adopt.

Mason (1997) and Cohen et al (2000) point out that interviews are social,
interpersonal encounters that ‘generate” data and it is futile to strip interviews of
this interaction, or to stop any collaboration that occurs. Under this rationale the
dynamics of the interview contributes positively to the data and the idea that the
interviewer can be a completely neutral collector of information is rejected. This
level of involvement can be problematic, and Miller and Glassner (1997)
acknowledge that gaining an authentic insight into people’s experiences presents a
dilemma, as the same information might have different meanings to different
listeners. A key to handling this type of data is careful reflection on the results,
which sheds light on the experience and places the results in a true context (Kvale
1996, Holstein and Gubrium 1997). The involvement of the interviewer and
appropriate handling of data requires a high level of discipline and reflexivity,

which is discussed further in Chapter 5.
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4.2.4 Group Discussion
A method was needed to cross check whether the data gathered in interviews was

representative of a larger student cohort and two group methods were explored to

establish which was the most appropriate.

4.2.4.i Group Interview

Group interviewing is a useful way of conducting interviews as the process has
potential to generate a wide range of responses from a larger number of participants
(Cohen et al 2000). This method works well when the interviewer has a series of
open ended questions and wishes participants to pursue priorities, generate
questions and to explore issues of importance to them, in their own vocabulary
(Kitzinger 1995). Overall, group interviews are a simple way of gaining information

from a number of people simultaneously which saves time when collecting data.

This type of discussion is particularly effective where a group of people have
worked together or have a common purpose, though the size of the group has to be
carefully planned. Too few group members might increase the pressure on
individuals to contribute, whereas, too many group members can result in the
fragmentation of the group. Whatever the size of group there is little time to allow
personal matters to emerge or to follow up on individual issues that might be raised.
Although collecting data can be carried out quickly, analysing data can be
challenging, as complex dialogue is difficult to transcribe, code and analyse in a
reliable and unbiased way (Miles and Huberman 1994, Bottomley 1999). This can

also be a time consuming process that requires considerable interpretive skill.

4.2.4.ii Focus Groups
Cohen et al (2000) introduced focus groups into the debate, pointing out the

difference between these and group interviews:

‘group interviews are often used simply as a quick and convenient way to
collect data from several people simultaneously: focus groups explicitly

use group interaction as part of the method, this means that instead of the
researcher asking each person to respond to a question in turn, people are

encouraged to talk to one another, asking questions, exchanging
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anecdotes and commenting on each others’ experiences and points of

view’ (p299).

Kitzinger (1995) adds to this by describing the process as ‘structured
eavesdropping’ (p301) and suggests that data emerges from the interaction
within the group and the identification of groups norms and values can then
be drawn from this interaction. This discussion can be structured around
open-ended questions though these should not be used as a rigid guide. The
descriptions by Cohen et al (2000) and Kitzinger (1995) highlight the
important additional interactive factors that fulfil the inherent needs of the

study more fully then group interviews.

There is agreement about the nature and use of focus groups as an educational
research method (Kitzinger 1995, McDaniel and Bach 1996, Millward 1998, Cohen
et al 2001). Focus groups are a discussion-based interview that produces qualitative
data that can be used as a self-contained means of data collection, or as a
supplement to other methods depending on how it fits into the overall research plan.
The group works best when participants have some characteristics in common and
when a skilled facilitator empowers participants to express views without allowing
too much time for discussion of personal matters. Focus groups are particularly
useful for exploring people’s knowledge and experiences and can be used to
examine not only what people think, but also why they think that way. For this
reason the use of focus groups is often advocated in relation to consumer

satisfaction and quality assurance (McDaniel and Bach 1996).

4.2.4.iii Advantages and Disadvantages of Focus Groups

The number and size of groups, extremes of characters, and potential dominance of
individuals within in the group are aspects that place demands on the facilitator.
Achieving group co-operation without being too direct or non-directive is
dependent on the facilitator’s skills and the outcome could be disastrous as well as
positive. The advantages are that reluctant participants are included and open
discussion permits expression of criticism, ideas and experiences that might be
developed further. Focus groups are also useful for developing theme topics and for

evaluating and double checking data gained from other sources, such as interviews
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(Kitzinger 1995, Sim and Snell 1996, Memon and Bull 1999).

It is not always possible to utilise all the data generated in focus groups, Kvale
(1996) states that transcriptions inevitably lose data from the original encounter and
that the process of selective transformation is unavoidable. Bottomley (1999)
reviewed this process and found that analysis could not be accurate as independent
evaluators assessing transcripts had difficulty in coming to any agreement on at
least a third of the facts. The need for addressing issues of validity and reliability is
raised and it is recommended that focus groups should never be a tool used by a
single-handed researcher. Alternative views are presented by Millward (1998), and
Cohen et al (2000), who believe that reliability and validity are inappropriate ways
of determining the scientific rigor of this type of data. They suggest that criteria
such as trustworthiness, credibility and transferability of information, e.g. similar

factors identified across other groups, are more appropriate in this type of method.

The advantages and disadvantages of focus groups seem to be inter-changeable.
Their contrived nature is unusual as they are unnatural get-togethers, but with a
specific focus on key issues. Whilst the data might not otherwise be available in an
interview situation, less data is produced and the difference between individual
opinions and group consensus must first be distinguished and then sensitively

interpreted before it can be deemed significant (Kitzinger 1995).

4.2.4.iv Summary

The factors that constitute the strengths of group interviews and focus groups
may also be the main weaknesses of the method as much depends upon the
identity of the group members, the skills of the facilitator and the nature of the
topic (Sim and Snell 1996). However, I was aware that there might be a
significant imbalance of power between participants and myself as
interviewer if the evaluation was dependent on interview data alone. In a
group interaction, where I was out-numbered by students, any imbalance
could be addressed. The structure of a group interview, combined with the
free interaction encouraged in focus groups offered a useful method of
gathering additional data and group discussions were carried out to triangulate

and double check information (Memon and Bull 1999).
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4.3 Ethical Issues

4.3.1 Informed Consent

Mason (1996) identifies that informed consent, confidentiality and verification of
data are crucial and poses the question ‘Have I gained informed consent of my
interviewees for their participation?’ (p57). This aspect needed to be confronted
from the outset, with an accompanying description of how information would be
used and disseminated. Participants needed the opportunity to question me or to

withdraw from the study without guilt.

Prior to the start of the interview participants were advised about the topic for
discussion, issues of confidentiality and what was expected of them. This
introduction ensured that participants made an informed judgment about the
contribution they were willing to make. A consent form outlining the project and
how the information would be used was designed and signed by each interviewee

(appendix 3).

4.3.2 Control and Expectations in Interviews
Anderson (1997), Armstrong (1997) and Fox (1997) suggest that as most social

science studies rely upon volunteers this raises a number of ethical issues:

1. The researcher has a position of authority over the volunteers who might be
pressurised into taking part. As I am a member of staff this might have been
problematic for some students; therefore any requests for help were

accompanied by assurances that there would be no penalties for non-compliance

with the request.

2. People often volunteer in the expectation that sharing information will be
helpful to them in some way. Being clear about who would be the beneficiaries
of such information was essential. Participants were quite clear that it was future

students who were likely to benefit indirectly rather than themselves.

Fox (1997) believes that evaluating oneself through self-imposed morals is

ineffective as a way of counteracting personal or professional dominance. The
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assumption that power involves an increase in knowledge and every elaboration of
knowledge involves an increase in power presents an interesting dimension to the
interview situation. The seat of power in the interview may vary because, although I
had insider knowledge about the shared learning events, participants could change
the emphasis when they talked about their personal experiences. I did not control
what they said, though of course I could change the focus with a question of my

OowI.

The balance of interaction was slightly different in the group discussions as I was
outnumbered by participants, and might not have been able to exert any significant
control over the discussions, even if I had wanted to. Participants could decide
whether to take notice of my questions or not, and were strictly in charge of their
own responses. However, previous experience of group facilitating, prompting and

focussing could assist me to address any issues when, and if necessary.

4.3.3 Precise Ethical Procedures

Efforts were made to complete the requirements recommended by Cohen et al
(2000 p71) in their ethical code that establishes the importance of accurate
information being given to volunteers. The following procedures were adopted and

clearly outlined to participants prior to securing their co-operation:
e The interviews would be taped recorded and transcribed information used
anonymously in the study. The only identification being to acknowledge the

professional status of direct quotations used in the text.

e Tapes would be the property of, and kept safely by myself, for the duration
of the study, after which they would be destroyed.

e Participants would have access to copies of the transcript prior to its use in
the study, for the purposes of content verification and to comment on initial

coding and interpretation of the transcript.

e Participants could withdraw from the study at any time.
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e Data would be used by myself in achieving a doctorate, and the subsequent
dispersal of information would be through national and international

conferences and published journal articles.

e The knowledge and awareness gained from the study would underpin my
contribution to the planning and development of the faculty shared learning

programme.

4.4 Validity of the Study

4.4.1 Internal Validity

The validity of the research was carefully established (Cohen et al 2000). This
involved ensuring that all expectations were clearly understood and that any
misunderstandings about what was being asked were quickly overcome. As a
single-handed researcher the effects of personal bias and preconceived ideas
required monitoring. My contribution to the dialogue, interpretation of the issues
and specific comments that influenced the discussion were identified and analysed
separately. The interview checklist ensured coverage of the questions in the
interviews and time was taken at the end of each interview for participants to offer

independent comments on any aspects pertinent to them.

4.4.2 External Validity

The study was designed to relate only to students within the faculty and it was not
the intention to generalise the results to the wider population. However,
generalisations were made within specific professional groups when a significant
number of participants within a profession, or across professions, responded in a
similar way to learning experiences and methods of teaching. Incidents when

participants responded in a noticeably different way from others were also noted.

4.4.3 Descriptive Validity

It was important to ensure that there was some notion of truth in what was being
reported. Ensuring the factual accuracy of interview material, for instance, was the
interviewee fabricating the answers or not, was manageable as participant numbers

were small and it was possible to check out and confirm individual comments
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within group discussions and vice versa. Following up ideas and experiences with
other interviewees from other professional groups enabled different perceptions to

be tested.

4.4.4 Interpretative Validity

It was not feasible to verify interpretation by the use of an external evaluator. This
was deemed unnecessary because even if results of researcher and verifier tally:
‘this is no guarantee that inferences are correct or invalid’ (Hammersley and
Atkinson 1997 p231). In addition, if there were differences, this would not mean
that this person would be any more accurate than I would be (Barriball and While
1994, Anderson 1997, Mason 1998, Cohen et al 2000). The option of self-
reflexivity was adopted throughout the research process as a way of systematically
monitoring the accuracy of the results and the effects of my personal contribution
and interpretation (Benner 1994, Bryant 1996, Usher 1996). This included the time
spent at the beginning of the study identifying my stance on shared learning and
reflection on the development of rapport with participants during the process

(Chapter 5).

4.5 Reliability of the Study
An interview checklist was devised to increase the potential for replication. It was
developed and piloted informally with groups of students prior to its use in the

study to check that the proposed questions covered issues of relevance to students.

A positive advantage of being a single researcher was that there was reliability in
transcribing, coding and analysis that simplified the process (Benner 1994, Bryant
1996). The authenticity and meaning of the dialogue was checked with participants
who were encouraged to think of their own examples to support their expressed
beliefs. This established an honest and in depth interaction at the time, which was

useful when transcripts were later returned to participants for their reactions.
This study would only be replicable if third years students in the Faculty were

asked similar questions about their shared learning experience (Cohen et al

2000). It was not possible to make ‘comparisons to same data from different
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phases of fieldwork’ or other studies (Hammersley and Atkinson 1997 p230). It
is unlikely that the experiences of the 2000/2001 cohort would be comparable
now, as the curriculum has changed in subsequent years. The findings of this
study are unique to the specific student group and cannot be generalised outside

of the Faculty.

However, lessons can be learnt from my experience, by researchers who wish to
evaluate their own student’s responses to shared learning at a local level. The
procedure of asking students for their views prior to developing the curricula could
be replicated with the assistance of a similarly devised checklist. My approach
towards self-regulation and reflexivity may throw some light on how this might be
effectively staged and monitored on a regular basis during the research process. It
would also be possible to replicate the process of data collection and analysis within

a local context by recognising the unique qualities of the situation.

4.6 Data Collection

4.6.1 Professional Background of Participants

16 interviews were completed, which included 3 podiatry, 4 medical, 4 occupational
therapy and 5 physiotherapy participants. 44 students were involved in 5 group
discussions, which involved 15 podiatry, 9 medical, 10 nurses, 5 occupational
therapy and 5 physiotherapy participants. 60 participants directly contributed to the

study.

4.6.2 Stage of Training and Experience of Participants

Podiatry, occupational therapy and physiotherapy participants were in the final year
of a 3-year programme. One physiotherapy participant was in year 3 of a 4-year part
time programme. Nursing participants were in year 4 of a 4-year programme.
Medical participants were in year 3 of a 5-year programme. With the exception of
podiatrists, they all had experienced Faculty lead IPE events in their first and
second year of training. Podiatry and medical students had all attended an IPE
workshop in Elderly Care/Palliative Care, as this was a compulsory part of their
programme, whereas for other students this was optional. Otherwise participants

shared learning experiences depended on their pre-disposition to take up
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opportunities arising during clinical placements.

4.6.3 Description of Data

All interviews were tape recorded and detailed transcipts made. Copies of
transcripts were forwarded to selected participants to verify content and accuracy.
The first 2 group discussions that were used to develop interview checklist were not
tape recorded. The following 3 group discussions were tape recorded, transcribed
and used to identify themes and to verify ongoing relevance. Hand written notes
were taken of all interviews and all group discussions so that content accuracy

could be checked with participants at the time (Hammersley and Atkinson 1997).

4.6.4 Data Recording

3 discussions were recorded and each transcript was coded. Initially 6 general
themes were identified manually part way through data collection (appendix 4). The
themes were verified in subsequent discussions and interviews. At a later stage the
transcripts were entered onto the NUD*IST software package which was used to
collate dialogue into the themes. Each theme report was analysed and divided into a

number of sub-nodes on NUD*IST, which were later retrieved and analysed.

Transcripts of the interviews were returned to selected participants (depending on
accessibility once participants had qualified and/or left the programme) allowing
them opportunity to withdraw in light of confidentiality and personal issues and for
verification of details and permission to be included (Cohen et al 2000). This
process also afforded opportunity for additional explanation and information to be
included should they wish (Miles and Huberman 1994). All agreed with the content,
initial observations and gave permission for the inclusion of their transcripts in the

study.

4.7 Data Analysis
4.7.1 Application of NUD*IST 5

The original intention was to complete the data analysis using manual techniques;
however, access was gained to the NUD*IST software early in the process and the

plan was adapted. NUD*IST is a data management tool that is designed specifically
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to assist researchers to analyse qualitative data. As this was the first experience of
using the package my knowledge was somewhat rudimentary and application was
limited to the basic collation of information under themed nodes, sub-nodes and
printing reports. NUD*IST was used to code and retrieve applications not to
establish relationships between codes themselves, as I preferred to do this level of
analysis manually (Benner 1994, McDaniel and Bach 1996, Hammersley and
Atkinson 1997). Although this did not make maximum use of such a versatile
resource, using NUD*IST in this limited way proved to be a beneficial time saving
exercise. At a straightforward level it assisted in the confident handling of long
transcripts and the quick transfer of information into nodes and sub-nodes. It
contributed to the final analysis as it provided a useful systematic check of data and

produced reliable printed reports that could be analysed further.

4.7.2 TInterim Analysis

The collection of data was spread over a number of months and information was
partially analysed along the way, the intention being to ensure that the questions
remained pertinent to the changing arena of IPE and presenting participant needs.
Content and thematic analysis involved reading and making judgements, followed
by further reflection and interpretation (Benner 1994). Data analysis carried out
along the way initially produced an incomplete picture, as it was not possible to
interpret all aspects without further refinement and deliberation of the data
(McDaniel and Bach 1996). This information subsequently acted as a baseline for
the final analysis, which was undertaken once all the interviews and group

discussions had been completed.

Tapes were listened to a number of times in order to gain a sense of the whole and
to delineate general meanings (Benner 1994, Miles and Huberman 1994, Kvale
1996). In the initial stages of the analysis, tone, mood, and speed of talk, as well
content were noted to clarify meanings and results further. Transcripts with full
details of all interviews and discussion groups were produced (appendix 5).
Additional personal notes of exchanges within the group discussion were put to
good use in the transcribing process as the group tapes in particular were loud,

lively and it was often difficult to differentiate who was saying what. Completed
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transcripts were double-checked with the tapes to ensure that an accurate dialogue

had been recorded.

A method of analysing such data is through content analysis and theme
identification, which describes the frequency and importance of certain topics
to the respondents (Benner 1994). Each transcript was read and 6 general
themes were identified manually prior to the transcript being entered onto
NUD#*IST. Once transcripts had been entered they were reviewed line by line
and coded through NUD*IST using the themes. Early in the data collection
process it became clear when reviewing the transcripts that participants
responded positively to the interview questions and that the information could
be divided into themes closely related to these questions (see table 1, page 59).
Theme reports were produced regularly and updated throughout the process in
order to streamline and uncover information (appendix 6). Group discussions
were used to cross check whether any themes were being over looked, but none
were found. In this way I kept in touch with the issues that were of importance

to participants and was able to follow these through in subsequent interviews.

4.7.3 Final Analysis

The original 6 themes were identified during and towards the end of the data
collection process and were found to be closely linked to the research questions.
These were placed into nodes on NUD*IST and in the final analysis they were

divided further into sub-nodes (appendix 7). Links between all these aspects can be

seen in table 1 (page 59).

Reports were produced for each themed node and the contents were re-valued
manually as I was unsure of how to carry this out on NUD*IST (appendix 8).
Similarities and differences across professional groups, out layers, significant
individual comments were identified and colour coded. Clusters of meaning were
also summarised to capture the essence of the participant’s views that were then
directly quoted in the results. Many examples and comments in the dialogue had
been entered under more than one theme on NUD*IST, as the meanings were often
multi-faceted and complex; therefore these were crosschecked to ensure that they

represented the most important issue in the text.
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Table 1. Links between Interview Questions, Themed Nodes and Sub-nodes.

Interview Questions Themed Nodes | Sub-nodes
How would you define shared learning and whatis | 1. Definition None identified
the purpose? 2. Purpose
What has been your experience of shared learning perception,
at university? 3. Learning receptive,
relevance,
What made these experiences memorable? positive/negative
examples,
At what point, or level of your programme, did you general/content,
feel most receptive towards shared learning? self-directed,
mentors
In what ways, if at all, were these experiences
relevant to your learning and development?
‘What has been your experience of shared learning patient/client
in the workplace? 4. Working centred,
Practice practical
What made these experiences memorable? examples,
placement,
In what way, if at all did these experiences your teamwork,
perception and attitudes towards other relationships,
professionals? overlap/
boundaries,
In what way, if at all does shared learning enhance roles/stereotypes
professionals understanding of each other’s roles?
If you could re-design your programme, what general,
changes could be made to encourage shared 5. Content examples,
learning? communication,
sciences,
What aspects of the programme could be shared or case studies,
learnt with other professionals? practical
clinical
6. Method examples,
timetable/staff]
level/mentor,
groups,
case studies,
compulsory,
assessment

A list of interview questions, and how the responses were classified in the results,

was devised to establish how the data/information would be presented. This

overview of how the results were organised included; section headings and

numbers, how the interview questions related to the sections, and subheadings

within each section (appendix 9). Maximum use was made of the data, in that the

subheadings were closely related to the sub-nodes recorded on NUD*IST. For

example, a node linked to the question; ‘In what way, if at all, did these experiences
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influence your perception and attitudes towards other professionals?’ was entitled,
‘Working Practice’, with a sub-node called, ‘Stereotypes’. This pathway was
presented in the results under a section heading; ‘Perceptions and Attitudes
Towards other Professionals’, with the subheading; ‘ Preconceived Perceptions and
Stereotypes’. This type of pathway from research question to participant response
was repeated throughout the results as it ensured that all the issues highlighted by
participants were analysed and interpreted thoroughly. Specific reference was made
in the results when the information represented a consensus view of many
participants and/or when the information was judged significant in its own right

(Benner 1994).

4.7.4 Personal Analysis and Reflexivity

All transcripts were screened to identify instances if, and when, I had significant
impact on the data collected and every incident, however small, was highlighted.
These were coded and collated on NUD*IST under a separate ‘personal’ node. The
subsequent report was up-dated and critiqued at regular intervals throughout the

data collection/analysis process and formed the basis of chapter 5.

4.8 Strengths of the Study

1. Health care students are comfortable with one to one discussion formats as they
develop communication and listening skills throughout their training (Coyle
and Wright, 1996, Payne, 1998, Seale and Barnard, 1998). This familiarity
meant that it was unlikely that interview situations would provoke great levels

of anxiety.

2. As a fellow professional, albeit with more experience than the participants, I
shared a common language that hopefully increased understanding and

appreciation of issues.

3. The length of the interviews ensured that time was available to clarify and
discuss anything that I or the participants might not have understood (Miller and
Glassner 1997). This encouraged participants to share and develop detailed

experiential examples.
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The combination of information gained in the group discussions and interviews
facilitated the elaboration and verification of results (Anderson 1997). Themes
identified in the discussion group were explored in more detail during
interviews to gain additional knowledge and understanding of the answers and

to check interpretation.

‘Evaluating third year students’ experiences in such depth meant that the
cumulative effects of shared learning could be explored and the final
recommendations provided a significant insight into what future IPE priorities

should be.

4.9 Limitations of the Study

1.

The Faculty presents the shared learning programme as a high profile element of
its short and long-term education policy, therefore its reputation is closely
linked to the success of the IPE events. As a result the Faculty might have
appeared to be too deeply committed to the interests of the study for participants

to comment critically about their experiences.

Participants were a self-selecting group who were highly motivated to share

personal experiences and might not be truly representative of the student group.

A serious limitation might be the imbalance of power between interviewer
(educator) and interviewee (student) (Armstrong 1997, Fox 1997, Peterson &
Bunton 1997). Participants may have felt obliged to help me, or pressurised to
be successful so that I had positive things to report in the study (Barriball and
While 1994). I attempted to counteract this by clarifying my neutrality and
participants were encouraged to discuss negative responses towards shared

learning without recrimination.

Barriball and While (1994) express interest in how therapist-interviewers deal
with personal agendas and entrenched ideas when recording, analysing and
interpreting the data. As a single-handed researcher there could be concern

about my biasses, particularly as I am directly involved in running the IPE
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programme and could be seen as having a vested interest in receiving positive
results. It was not feasible to enlist the help of an external verifier, however, [
adopted a process of intensive reflection to ensure that any potential for bias

was acknowledged and reduced (Barriball and While, 1994, Mason 1995).

The group discussions were used to identify relevant themes to follow-up with
individuals, which meant that data collected in individual interviews might be
limited to the same questions (Powney and Watts 1987, Bell 1989, Miles and
Huberman 1994). The hoped for opportunity to identify additional dimensions
or to generate unexpected data might be missed if surfacing too late in the
process. In an attempt to counteract this limitation, data from discussion groups
and interviews were collected at different stages in the study, during 2000-2001,

allowing time to analyse data at regular intervals.

The reliance on volunteers to have similar concerns about shared learning could
be viewed either as a strength or a weakness of the study (Miller and Glassner
1997). Acquiring volunteers to participate in the study relied on my networking
skills and depended on insider knowledge of the structure of the various
programmes. In an ideal situation all students would be interviewed at the same
point in their programmes and perhaps on a number of occasions (Cohen et al
2000). However, accessing students at similar times across five professions
proved very difficult and it was not possible as they were often spread across
local and regional health care services whilst on clinical placement. Emphasis
had to be placed on engaging students from each school at times that suited their
schedule, even when this did not match the timetable of others. This was
another reason why group discussions, as well as interviews, were carried out

over a long period of time.

4.10 Summary

The study uses qualitative methods to explore and interpret third year students’

experiences of shared learning (Benner 1994, Cohen et al 2000). Data were

collected from both interviews and group discussions as these methods were

considered the most relevant to answer the research questions. An interview
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checklist was devised to ensure that pertinent questions were covered and
participants were encouraged to offer independent comments on any aspects
significant to them (Anderson 1997). Transcripts with full details of all
interviews and discussion groups were produced and analysed using both the
NUD*IST software package and manual techniques (McDaniel and Bach
1996).

Due to the specific nature of the questions and the localised experiences of
participants the results cannot be generalised (Cohen et al 2000), though
lessons can be learnt by other researchers who are able to access innovative
shared learning within their organisation. As a single-handed researcher it was
essential to reflect on the impact that personal perceptions and opinions had on

the study. Reflection on these aspects can be found in Chapter 5.
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REFLEXIVITY

5.1 [Issues related to being a Single Handed Researcher

5.1.1 Introduction

The strength of qualitative interviews is the capacity to access the self-reflexivity of
the interviewee and interviewer (Bryant 1996, Usher 1996, Powell and Usher 1997).
As a single-handed researcher, I am aware that my contribution to the data
collection and analysis process is central to the study. Not only because my
presence may have modifying how participants told their stories, but also the

analysis depends on my ability to interpret the data in an open and honest manner.

I am not alone in these concerns, Holstein and Gubrium (1997) identify how the
active approach of interviewing seems to invite unacceptable levels of
contamination, and there needs to be consistent self-analysis in order not to loose
sight of the meanings of the interaction. Although they believe that handling
qualitative interview data is just as artful, and no less rigorous, than traditional data
and this requires a high level of interviewer discipline. With this in mind, time was

set aside to reflect on my contribution in a structured way.

Whilst it is important to acknowledge the potential for bias, Hammersley and
Atkinson (1997) believe that it is misleading to regard insider knowledge as
simply being a source of bias that must be, or could be, removed. ‘Real’
involvement in the setting could be a positive strength, as long as there was
time to evaluate this in an appropriate and timely manner. They report that
‘reflection on the data collection process and what is produced is essential if
research is not to drift along the line of least resistance’ (p206). To avoid
falling into this trap T documented my reflections at regular intervals during

data collection and analysis as a way of promoting openness and accuracy.

5.1.2 Personal Familiarity with the Process of Reflection
The ‘social world” and level of interaction that developed within the interviews was
familiar to myself, and the participants (Hammersley and Atkinson 1997, Coffey

1999). The familiarity with telling stories and reflecting on experiences helped me
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to place the experience within a known parameter (Gallagher 1998). However,
Barriball and While (1994), Coyle and Wright (1996), Payne (1998), Seale and
Barnard (1998), all indicate that additional skills are needed to ensure effective use
of interview skills in research. This refers to how practitioner-researchers deal with
personal agendas and entrenched ideas when generating, recording, analysing and
interpreting data, and the inevitable subjectively of being an insider-evaluator.
Undoubtedly, the combination of being familiar with the educational events about
which participants spoke and having to remain objectively distant was challenging

for me.

5.1.3 Participants’ Familiarity with the Process of Reflection

Fox (1997) places emphasis on self-examination, or ‘self surveillance’ in a
similar way to Foucault. The belief that, evaluating one’s own conduct is part
of ethical reasoning and a way of improving oneself through self imposed
morals and goals is emphasised. The process of self-evaluation and reflexivity
has been investigated by a number of professionals. For example, Cross (1993),
Mattingley and Flemming (1994), Higgs and Jones (1995) and Rubenfeld and
Scheffer (1995) explore clinical/ethical reasoning and reflective practice in
health care practice. It was highly likely that some, if not all of the participants,
would be familiar with the principles of reflective practice related to their
profession, which would enable them to easily tell their story and interpret their

actions (Powell and Usher 1997).

5.1.4 My Approach

The nature of the data collected and subsequent analysis by a single-handed
researcher increased the likelihood of a biased approach. Being aware of the
potential effects of this, I monitored my involvement and subjectivity, for instance,
participants were aware of my involvement in shared learning at the outset and most
recognised me as a course tutor. Every professional group raised delicate issues
about professional roles and stereotypes. This meant that I had to adopt a non-

judgmental and encouraging manner, particularly when discussing negative aspects.

It was possible to identify areas where there was potential for ‘going native’ or

becoming over concerned with stereotypes and professional issues prior to
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starting the study (Hammersley and Atkinson 1997, Lupton 1997, Coffey
1999). In identifying the reasons for undertaking the study, I was aware that I
had a strong personal agenda. It was important to reflect upon any situations
where I either, colluded with a professional group, or found my response was
dependent on personal perceptions and stereotypes. The identified themes were
doubled checked (Benner 1994) and specific incidents in the transcripts were
identified and analysed to ascertain how my response influenced the situation.
Particular attention was given to how I was reading the situation, and whether

there were alternative ways of interpreting it (Bryant 1996).

I attempted to minimise my influence on the discussion and to facilitate
participants’ open expression of their point of view. I was conscious of my
position of authority and carefully thought about the impact of what I was
saying, while I was saying it. However, participants seemed to be much less
affected by this, a situation that Coffey (1999) suggests is reason why

researchers should allow themselves freedom to become involved in the

process.

There is a notion that the right time to counteract subjectivity is during the
active research process not just in the final stages (Peshkin 1988, Fox 2997,
Coffey 1999). With this in mind, the experience, transcripts and text were
scrutinised in three ways: (a) informally through personal notes and
observations made along the way, (b) a detailed written reflection part way
through the data collection process, (¢) and once again at the end during the
final analysis. My questions, responses and interpretation were analysed
(appendix 10) and the following questions posed: ‘How, if at all, did I influence
the interaction I had with each participant during interviews, and between
members in the group discussions?’, and, “What did I learn about the impact

my contribution had on the study?” (Bryant 1996).

5.1.5 Participants’ Response to Questioning
Being aware that I might simply elicit information to support my own opinions,
questions about definitions and purpose were included in every interview to ensure

that an appreciation of the participants’ point of view were gained. Part way through
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each discussion they were asked the following question: ‘If you were given a blank
piece of paper what shared learning would you put into your programme?’ The
response was variable, with some spontaneous examples, but most had to stop and
think carefully about how to answer. Initially they said they did not really know, but

eventually were able to share their experiences and ideas enthusiastically.

Groups and individuals were confident in discussing issues and expressing negative
feelings, on occasions participants admitted to negative views in a way which
suggested that they were aware of my position by adding the comment: ‘If 1 am
really honest ...". On one occasion during a discussion with nurses, they directly
asked for information about another professional group, and I concluded that they

were very aware of me having this knowledge.

The paradox was that participants enjoyed letting off steam with a staff member,
particularly during group discussions (Coffey 1999). As might be expected, they
were very confident in sharing their feelings when they had peer support and took
the opportunity to express strong opinions quite freely. The fact that many had
previous experience of staff valuing student opinions might have accounted for their
willingness to discuss issues openly. For example, a number were nominated year
representatives for their programme, or were part of an evaluation committee with
regular and direct access to staff. It is important to acknowledge that participants
were a self-selecting group who were likely to be highly motivated to share their

experiences.

5.2. [Initial Reflection

5.2.1 Profession Specific Issues

On many occasions the process of reflecting back on situations provoked
emotive examples during interviews and groups discussions. As I became
familiar with the participants’ issues, my awareness of my own bias increased.
To counteract this, a request for more detailed evidence from participants was
made and I focussed on these during the analysis of the transcripts to check on

my own reliability. Part way through the interview process I noted down a
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number of key issues that in my opinion elicited strong responses from

professional groups:

¢ Podiatry participants had had little opportunity to influence their programme:
they were concerned with the compulsory nature of the schedule and their lack

of shared learning experience when compared to other professional groups.

¢ Participants studying medicine felt misunderstood by nurses and unfairly
labelled as being arrogant when this was not true. They had mixed feelings

about when shared learning should be included in their programme.

¢ Nurse participants felt that doctors had little understanding or appreciation of
the quality of a nurse’s work, or of how important nurses were in the effective

functioning of teams.

¢ Another professional group who felt generally misunderstood by the team were
the occupational therapists, that is, until they had opportunity to explain or

demonstrate their role to others.

¢ A common issue for physiotherapy participants was the confidence they gained
in knowing what other members of the team did and sharing how they
themselves worked. Opportunity for this was limited and they wished to work in

this manner more often.

None of the issues raised were surprising to me, with the exception that
physiotherapists expressed a need for more teamwork experience. I had not
anticipated how important this would be as I thought they preferred to work
independently.

These issues relate directly to comments made by participants and are not
simply how I perceive them or how I would wish them to be. My familiarity
with these issues may be because of my teaching experiences, but also because
it was likely to be common knowledge amongst professionals. Hammersley and
Atkinson (1997) report that it is wise not to reject such common-sense

knowledge as there is no absolutely conclusive standard against which to judge
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its validity and suggest that instead of rejecting such information we should

simply acknowledge that it might be erroneous.

5.2.2 Dealing with Conflict in a Group (first tape recorded group discussion)
The following example concentrates on the podiatry group discussion at the
beginning of the data collection process. This was the first tape-recorded evidence
to be analysed. Participants held a diverse range of views and often confronted each
other quite openly during the discussion. This resulted in lengthy debate about small

issues and opposing views lead to a number of arguments.

Quite early in the discussion participants talked about the “hardship’ of finding the
time to fit shared learning in amongst frequent visits to clinics. My initial response
to this was quite forceful when I stated that I was ‘fed-up’ of hearing about
timetables (appendix 11) and attempt to move the conversation onto other aspects.
My frustration with the argumentative disposition of the group raised its head a
little later when I expressed some impatience with them: ‘You can go on like that
for ever putting obstacles in the way. If you think it’s relevant it would be worth it in
the end wouldn't it?’(GI:1P). Once more, the issue was about moving onto the more
interesting aspects of designing the ideal situation. The ‘you’ was clearly not
intended to directly link to an individual, and was simply a term meaning anyone.
On this occasion, a participant in the group agreed with me and began to talk about

the benefits, which quickly became the focus of attention.

The podiatry school had recently moved into the same building as occupational
therapy and physiotherapy and participant’s fears about coping with change
surfaced in the discussion. I responded to this issue strongly as I shared their

concerns about how to integrate the three professions (appendix 12).

a. Reflection

The attempt to break into the conversation was heartfelt as being ‘fed-up’ about
timetabling obstacles was one of the reasons for carrying out the study. I was tired
of negative, circular discussions during staff meetings and felt that the timetable
was allowed to lead the decision making process. It was interesting that participants

raised this issue, as I had not expected them to share this focus.
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b. How might others see it?

An observer could perhaps detect a high degree of frustration in my responses,
which, when seen in black and white appear to be impatient and directive. This
might indicate that I was sanitising their negative feelings or implicitly inciting
students to express positive feelings about their experiences rather than negative
ones. By sharing this frustration with a degree of honesty, I might also have had a
genuine interest in the highlighted issues, though this would depend on the way in

which others perceived this.

¢. What might be done differently?

These opinions were significant as podiatry participants had very little shared
experience and they provided an alternative point of view to other professionals. I
had limited insight into their needs and did not appreciate that they would have such
strong opinions. Realistically very little could be changed that would counteract the

tensions in the group.

However, participants had given me evidence to support my own frustrations about
the lack of contact between the three professions. The discussion had a lasting
impact on me as a short while after I altered the school’s timetable so that the
podiatry students were able to take part in the first year occupational therapy and
physiotherapy module that I co-ordinated. The motivation behind this seemingly
independent action had not been apparent to me until I analysed the transcripts and
made the links between cause and action. This supports the notion that interviews

have more impact on the interviewer than is often expected (Coffey 1999).

5.2.3 Intervention within a Group (first tape recorded group discussion)

After initially reacting spontaneously to the discussion I gradually adopted a more
assertive style as the podiatry group progressed. On one occasion, I volunteered an
interpretation as a way of calming down the group who were once more arguing

amongst themselves (appendix 13):

a. Reflection
Establishing control over the group behaviour without inhibiting the conversation

was important, but difficult. I intervened by supporting both sides of the argument
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in an attempt to move the discussion forward as I was driven to get questions
answered during the time available. Undoubtedly, if this had been a therapeutic
group my reaction would have been to facilitate an exploration of the group

dynamics rather than to opt for concentrating on the generation of data.

b. How might others might it?

To an observer, the intervention may not have appeared to satisfy the differences of
opinion between members of the group, However, it did successfully change the
immediate direction of the discussion for a short period of time and reinforced the

value placed on their contribution.

c. What might be done differently?

Unfortunately, the relationship difficulty between participants arose frequently, as it
was a well-established communication pattern for group members. It was not
possible to eradicate this pattern completely, but with hindsight, I might have made

more attempts to diminish the effects it had on the discussion.

Despite these difficulties, I gained insight into two important things that I was able
to discuss with other participants. Firstly, professional groups felt that other
professionals misunderstood the content of their training, and secondly, that gaining
an understanding of each other’s professional perspective was a highly relevant
aspect of shared learning. The insight gained was significant and I saw no value 1n

trying to change my reaction had it reoccurred in other group discussions.

5.3 Final Reflection

5.3.1 Relationships with Individuals

Participants had volunteered to take part in the belief they had something of value to
offer the debate. From the outset, free speaking relationships with most participants
were established. An example of how a relationship was gained with ease (example
one), as compared with another that was tortuous and uncomfortable (example two),
have been identified. The interviews demonstrate the flexibility needed when

adapting to differing dynamics and individual needs.
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5.3.1.i Example One

The interview with Interviewee 6 was balanced and calm, with no need for directive
questions as the participant made interesting observations on her own volition
(appendix 14). The dialogue was relaxed and progressed in an informal way. This
was a familiar experience for me as in the past some therapeutic relationships

develop with ease when compared to others.

During the dialogue the fact that nursing students appeared to feel better prepared
for shared learning as a result of their early practical experience was highlighted. It
was possible to make a comparison between this performance and the medical
students who had a strong academic confidence rather than practical experience. I
summarise the discussion in the following way: ‘What you are saying is, don’t let
the medics escape, get them together really early with people to communicate and
that somehow we have to assist students to deal with the threat of not knowing’
(1:6PT). The participant and I had both observed this in practice and shared a

common language about the issue.

a. Reflection

I recognise in this comment a deep felt personal opinion that had originated through
my own experience of working with medical students who had little or no
teamwork experience. I related to the sense of threat they felt because I had faced
the issue frequently over a ten-year period when facilitating an IPE workshop. My
comment could only have been based on assumptions developed by this pervious
experience, as at this point in the study I had not yet interviewed any medical
participants individually. Had Interviewee 6 been an occupational therapist I might
query whether this was evidence of uni-professional collusion, however as she was

a physiotherapist, it is more likely that I merely responded to her mature responses.

Later in the reflective process, I became aware that this type of easy communication
also occurred with a medical participant (appendix 15). She did not feel threatened
by professional stereotypes and was able to reason at a skilful level. This interview
was quite short as she was working on a ward and the relationship had less time to

develop because time was limited. However, it acted as an important
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counterbalance for me as it confirmed that [ was not simply reacting in a

stereotypical way against medical participants.

b. How might others see it?

An observer would be aware of the shared language and relaxed discussion process.
They would recognise the superior reasoning skills of the participant and my
response to this as an experienced practitioner, or expressed some concern about
elements of professional collusion and preconceived ideas. They would query my
spontaneous responses and advise that further explanation was required, or propose

to use the interview checklist to take more control of the discussion.

¢. What might have been done differently?

On reflection, the intensity of the discussion did not have a negative effect on the
study. Equal use was made of information shared by all participants; I would react
in a similar manner if the need arose. However, I might change the methodology to
unstructured interviews in order to explore areas that the participants prioritised

instead of using a semi-structured format.

5.3.1.ii Example Two

Many interesting ideas developed in Interview 15, which was the longest interview.
This medical participant took a long time to answer questions and tended to ramble
on which meant the interview was an affable, but tortuous experience. Introducing
my next question before he had finished answering the previous one became a habit
that was a negative trait to establish. The tape and transcript provided evidence of
my effort to overcome this pattern as I gradually began to interrupt less, listen more

fully and gained a more balanced approach.

This participant’s apparent lack of awareness was evident during the interview
(appendix 16). We had been discussing whether it was correct to assume that all
medical students were arrogant and he seemed unaware that expressing a negative
attitude towards shared learning might indicate an arrogant attitude. He managed to
combine accurate observation of a situation, with small, seemingly insignificant
comments that inferred that medical students knew most things anyway. It was

other people’s responsibility to ensure that the experience was relevant to them.
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a. Reflection

I was uncomfortable during this interview and found that the word ‘arrogant’ kept
coming to mind when I heard this participant’s point of view. I appreciated that this
was not his intention and that there was a genuine wish to share feelings. He was
unaware that his seemingly ‘dismissive or arrogant’ responses, or that the
contentious things he was saying might add to this impression. I was irritated with
myself for interrupting him and was relieved to find that part way through the
interview this stopped. I could not find any evidence that this caused him any

distress in the tape or the transcript.

Interestingly I did not actually get any more ‘usable’ information from the interview
even though it was much longer than the others were. During data analysis, I used
quotations from all medical participants and not predominantly from this particular

transcript. I did not wish to reinforce the arrogant theme unconsciously.

b. How might others see it?

This interview scene may have been amusing to another professional. Initially
because of comments made on both our account, but mainly as a witness to my
struggle to keep focussed on the topic without over reacting to the participant’s
stereotypical responses. However, an observer may have sensed the professional
agenda and appreciated that the interruptions at the ends of answers were partly
because of my impatience that the original question were interpreted inaccurately,
thus resulting in a slightly irrelevant answer. Their advice might have been to adopt
another, more neutral, approach to eliciting information, or to make the questions

more direct and straightforward.

c. What might be done differently?

I would determine the time deadline at the beginning of the interview to help
maintain the focus of the discussion. T would also consider giving the participant the
question list prior to the interview to enable them to prioritise their answers in
advance and then allowing them to answer freely in their own way. This would
check any tendency to take control of the discussion on my part. As in example one

all the questions on the checklist were covered and I adapted my style very quickly
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to suit the participant. Their opinions were given equal weight in the analysis,

despite the experience of interviewing being very different.

5.3.2 Intervention within a Groeup (final group discussion)

I perceive the following example, which arose during the group discussion with
nurses, to be a powerful and pervasive issue between doctors and nurses. When
other professional groups expressed an awareness of the ongoing nature of the
stereotypes and rivalry between the two professions this further reinforced this
perception. Participants believed this issue to have had a significant impact on the

ability of all members to work as part of a clinical team.

Nurse participants commented strongly about how medical students perceive nurses
(appendix 17). The predominant feeling was that medics did not recognise, and in
fact belittled, the nurses’ level of knowledge. Understandably, this resulted in the
nurses expressing resentment and anger. I clarified whether it was fact or fantasy:
‘Really, is that what the medical students were saying?’ (GI:3N). The topic kept re-
appearing in a number of guises throughout the discussion. The issue was powerful

enough to underpin much of their experiences with the other professions.

I was able to discuss this issue with medical participants whenever they wished to
discuss their perceptions of roles (appendix 18). It was with the knowledge that
nurses were angry with doctors that I queried: ‘Knowing that might give you
confidence when you go out on the wards, that if something happens fo a patient,
you know how to move them, you don’t have to ask for a nurse. That would help?’
(©:13M). I checked the perception that practical experience might give medical
students increased confidence when dealing with nurses, there was positive

confirmation of this perception by all medical participants.

a. Reflection

By saying very little I was colluding with their perception that medical students
were somehow inept in ward situations and depended on the good will of the nurses
to survive. In situations where knowledge is powerful, it is the one time when
medical students were vulnerable. The strength of the criticism by nurses and the

power they exerted was obvious and I needed to protect the medical students
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because I understood the issues. This protective role was one that I remember
adopting in working practice on many occasions. I realised that this was the reaction
of a vigilant occupational therapist, trying to keep the peace between the “waring’
nurses and doctors. It was a familiar feeling to be stuck-in-the middle of a well-

established power struggle.

b. How might others see it?

It might not be clear what my role was other than to listen to what they said and to
check the accuracy of my understanding of the details. An observer might conclude
that I was very patient with participants in allowing them time to share these
opinions. They might also appreciate some of the complex professional difficulties
and be able to add an important alternative and/or wider interpretation about

whether, and to what extent, I was colluding with either group.

c. What might be done differently?

The relationship between doctors and nurses held a fascination for me. It was
familiar territory and I could separate myself from the issues, which were not
professionally threatening. With hindsight, less time should have been devoted to
discussing the issue, and more presence of mind on my part might have moved the
discussion on more efficiently. This would have decreased the time spent on

analysis and reduced the chance of becoming side tracked by the issue.

5.4 What I learnt about myself

As anticipated, I carried out research interviews with relative ease, relying upon
my facilitating skills to contribute directly to the quality of the interviews
carried out. The comfort factor of having previous experience was probably a
deciding factor in why interviews were the preferred method in the first place
and I might need to challenge myself by using a different approach in the
future.

The strength of my opinion was evident when listening to tapes and scrutinising

the transcripts closely, though it was satisfying to note that these did not come

across as forcibly as anticipated. I handled the complexity of the interview
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process quite naturally and encouraged participants to discuss and explore
memorable examples. However, there was clear evidence of professional
stereotypes underlying some of my responses, particularly within group
discussions, as these tended to be more spontaneous, volatile and quicker
paced. Group size varied and subtly different facilitation skills were needed in
each situation; the larger the group the more my skills were tested and the more

likely I was to respond in an unguarded manner.

There was a strong interpretative component to my interview technique. In the
first recorded interview I actually say: ‘/’'m just trying to interpret what you are
saying rather than just how I think’ (GL:1P), by way of convincing them of my
genuine interest in what they had to say. I was aware of the need to reduce the
impact of my personal agenda on the situation and on many occasions
attempted to check my understanding of the dialogue by posing questions. For
example, ‘So you think that something happens in the third year which makes
you more receptive towards working together?’ (GL3N), or, ‘What you’ve said
so far is that students should be able to take responsibility, do you mean
student-centred?’ (17 PT). Questioning in this manner became a regular pattern

within all interviews and discussions.

I conclude that ‘real’ experience influences future behaviour, so it is important
for me to see things from another person’s perspective. Confirmation of
personal opinions can be powerful if used carefully in a discriminating way, but
conversely it is easy to collude with negative aspects, especially if this supports
a personal opinion. These key issues have now become internalised and the
insight gained will no doubt be an influencing factor on improving my research

interview technique in the future.

5.5 Reflection on the Research Experience

5.5.1 Participants’ Response

As third years, towards the end of their period of training, there were no direct
individual benefits to discussing shared learning. For medical students, who

were part way through training, there were no plans to incorporate new shared

77



Chapter 5 Reflexivity

learning events into their remaining academic programme. The main reason
for taking part in the study was to share experiences and to offer advice that

might be of benefit to other students in the future.

Initially participants found it easier to respond with negative incidents of
shared learning rather than positive. During group discussions it appeared that
members drew strength from the negativity of others, primarily because it
would be difficult to go against this trend. However in individual interviews
the discussions were more balanced, with a mixture of positive and negative
attitudes being identified. There was evidence that a strong need to conform
with peers might take precedence over any individual who wanted to present a

more positive attitude.

Most participants referred to how inexperience had placed them in a
vulnerable position during their IPE experiences and volunteered examples to
illustrate this fact. This vulnerability offers some explanation as to why more
negative attitudes towards shared learning were shared than positive ones.
Conversely, it might be that they assumed that I would perceive shared
learning more positively and would unconsciously influence the discussion
towards the advantages instead of the reality. Therefore, negative aspects

were put forward more forcefully in an attempt to counteract this possibility.

Professional and personal issues were discussed in an articulate way, with no
obvious anxiety about conversations being recorded. Interviews were informal, with
participants responding to general questions and specific probing in a relaxed
manner. Their statements indicated that they were convinced that shared learning
would become increasingly important in professional education and they were

happy to be part of this process.

5.5.2 Personal Reflection

Bryant (1996) and Powell and Usher (1997) identify that the self-reflexivity of the
interviewee and interviewer is a potential strength in the research process. In
support of this, and with recent experience of advancing my reflective skills

(Gallagher 1998), it seemed natural to enter into a reflective dialogue with myself.
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As there needs to be consistent self-analysis in order not to loose sight of the
meanings of the interaction, this involved acting as a critical friend by constantly

reflecting on my contribution and the impact this had on the research process.

The relatively small numbers of participants in this study could mean that the
expressed views do not represent a consensus the views held by the whole student
cohort. Nevertheless the detail provided by this small group gives an insight into
what it was like to be a recipient of new shared learning initiatives. My status as a
facilitator of IPE may have influenced how the interviewees told their stories.
However, they were articulate, enthusiastic and did not hesitate to respond to

questions and probing. This indicated that they were not inhibited by my presence.

During each interview I double-checked my understanding of the issues that were
raised. Each transcript was manually coded line by line to detect any influential
comments that were made. These comments were recorded under a separate node
on NUD*IST and were revisited again during the interim and final reflection.
Unusual comments, direct, indirect and muddled questions were closely examined
to ascertain how this effected the conversation. The node was constantly updated as
interview numbers increased and it was possible to detect any personal issues that
occurred on a regular basis. Differences in the nature of the conversations with
individuals were compared to identify stereotypes and misperceptions. These steps

helped me appreciate how I influenced the data collection and analysis.

5.6 Outcome of the Reflective Process

Previous experience of working with mixed student groups convinced me that third
years would contribute a great deal to the development of curriculum if given the
chance. I utilised my experience as a therapist to manage individual and group
discussions in an informal way without restricting participants’ freedom to respond
genuinely and spontaneously. Semi-structured interviews kept the schedule similar,
otherwise interest in participants experiences might distract from the main purpose.
This was successful with a few exceptions where their responses required a slightly
different approach. The interview style was adapted to best suit the person and the

issues explored in each case.
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Even though personal bias influenced my responses on a number of occasions, this
did not occur as often, or come across as strongly, as originally anticipated.
Although it was not possible to eliminate every instance of personal bias, the
potential weaknesses have been considerable reduced through the reflective process.
The contribution I have made to the data has had both a positive and negative

influence as it had created its own identity in response to me as a person.

My opinions have added to the depth and nature of the data through an encouraging
stance. I am convinced that it is futile to attempt to eliminate the effects of the
researcher and investing time on trying to understand what is said is the best option.
Having attempted to identify personal interests and concerns it is reasonable to
assume that T am describing the facts as they are rather than as [ would like them to
be. Though of course this is carried out in the knowledge that, ‘if I present things as
facts, then I am trying to persuade you to accept them as the truth because of the

association of facts with things that are true’ (Bryant 1996 p118).
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6.1 KEY TO RESULTS SECTION

Chapter 6 Results of Analysis

The interview questions are very closely linked to the research questions as shown
in previous chapter (page 40). The table below provides an outline of how the
results have been collated under headings that relate directly to the interview

questions.

Table 2. Relationship between Research Questions and Results

SECTION HEADINGS
(Related to research questions)

Sub-Headings

6.2 — 6.3 DEFINITION

How would you define shared learning?

What is the purpose of SL?

6.2 Definition
6.3 Purpose

6.4 Perception/Attitudes towards other Professionals

In what way, if at all, did these experiences
influence your first year perception and attitudes
towards other professionals?

In what way, if at all, does shared learning
enhance professionals understanding of each
other’s roles?

6.4.1 Expectations

6.4.2 Preconceived Perceptions
and Stereotypes

6.4.3 Perceptions of other
Professionals

6.5 Shared Learning in an Academic Environment

What has been your experience of shared
learning at university? What made these
experiences memorable?

In what ways, if at all, were these experiences
relevant to your learning and development?

6.5.1 Negative Learning
Experiences

6.5.2 Positive Learning
Experiences

6.5.3 Clinical workshops

6.6 Shared Learning in the Workplace

What has been your experience of shared
learning in the clinical workplace? What made
these experiences memorable?

Analysis of this data can be found
in appendix 21.

6.7 A New Shared Learning Curriculum

At what point, or level of your programme, did
you feel most receptive towards shared learning?

6.7.1 Learning Priorities

6.7.2 Receptiveness to Shared
Learning

6.7.3 Familiar and Simple Ideas

6.7.4 Clinical Experience
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6.8 Developing a Theory Practice Link
If you could re-design your programme, what 6.8.1 Identifying Priorities
changes could be made to encourage shared 6.8.2 Developing Communication

learning? Skills
6.8.3 Science-Based Subjects

What aspects of the programme could be shared | 6.8.4 Case Studies
and/or learnt with other professionals?

6.9 Organisation of the Programme
If you could re-design your programme, what 6.9.1 Timetable

changes could be made to encourage shared 6.9.2 Student Responsibility
learning? 6.9.3 Staff Responsibility

Who would this involve and why?

6.10 Method of Learning
What aspects of the programme could be shared | 6.10.1 Learning in Groups
and/or learnt with other professionals?

Who would this involve and why?

6.2 Definition of Shared Learning

From the analysis of the interviews it was clear that participants shared a common
interest about ‘Coming together and learning together about similar topics’ (1.30T).
They define shared learning as getting together, sharing knowledge and
information. In their experience this had resulted in nurses, occupational therapists,

physiotherapists, doctors and podiatrists learning together about similar topics.

In addition to learning basic factual knowledge together there was opportunity to
discuss overlaps in practice and to view things from another perspective which is:
‘Kind of working as a team, but sharing our own information and our own point of
view’ (1.50T). Learning about how other professions approach a problem was

identified as being important.

Podiatry participants, with experience of a single shared learning workshop and
limited teamwork, touched on the same elements, but produced more precise
definitions: ‘Shared learning is multi-factorial. It should be everyone together,
learning about each other as well as studying together, it should be interactive not

Just learning facts’ (1:8P). Their lack of experience was perhaps significant in that
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they were dealing with the “ideal” scenario, whereas other participants needed to sift
through numerous real life experiences in order to clarify their ideas. Definitions
based on ‘real’ experience appeared less organised, as if an awareness of the
complexity and messiness of shared learning further complicated the issue and

made it less easy to visualise the ideal.

6.3 Purpose of Shared Learning
Shared learning was a familiar term to the participants and as the following quotes

indicate they showed similar insight into a probable purpose of this experience:

o ‘It’s to show that in health there are many overlaps in the work and why we
should be working together for the benefit of the patient. If we have shared
learning then we appreciate that we all have a role to play’ (1:20T).

o ‘To understand each other’s roles a bit better. How you can work together

So you can make it better for that patient’ (GI:3N).

There was agreement that shared learning provided opportunity to gain
understanding of each other’s roles and perspectives. This was felt to break down
barriers and promote the type of close teamwork where professional labels were not

as important as was expertise.

In the less personally focused group discussion, participants tended to respond to
the task of defining the purpose of shared learning in a challenging way, for
example a participant commented that the main purpose was to have: ‘big lectures
with everyone in together’ (GL:2M), perhaps anticipating that this would gain a
reaction from me as a lecturer and her peers, as we might have opinions about the
contentious issue that shared learning was simply a cheap way of getting
information over to large cohorts of students. Participants did respond to the
comment which indicated that they were aware of and were dealing with some of

the political pitfalls of shared learning reported in the literature.

The current local political climate was also mentioned as a contributing factor to the

purpose of shared learning:
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‘From a faculty point of view it would unite us a lot more than we are at
the moment. Whilst it’s good PR within the university to have that,
hopefully at the end of the day we ’re all going to qualify and work with
each other anyway as professionals. The long term spin off will be

better interaction when we qualify’ (:11P).

Underpinning the discussion with all professional groups was an awareness of national

trends and the political climate of support for inter-professional working in health care

Services:

‘Everything that’s coming on line from the government is to do with
inter-professional working. Sharing of information, it is the way we must
go if we want an effective health service. So linking it in with legislation
and saying teamwork is essential is the way we have to go. We have no

other choice, so we may as well get our skills sorted out and do it’ (1.20T).

Undoubtedly participants were well informed about the current agenda, both
nationally and locally and were forthcoming with opinions based on a mixture
of personal beliefs and real life experiences. There was consensus that learning
together was essential to health care and despite the pitfalls that they had
experienced, there remained a strong commitment to the underlying purpose

which was to improve patient care.

Further interpretation of these initial responses identified ‘the ideal’ nature of their
definitions. They needed very little encouragement to share definitions about shared
learning being the way to improve patient care, an idea that was easily accepted by
professionals. One participant was acutely aware of perpetuating an ideal: °/ know
that it sounds like a cliché, but it does help us to work in a team in a clinical
environment’ (1. 15M), but despite initial reservations about using clichés, went on to

describe how he did believe that the purpose was a good one.

Physiotherapy participants had a sohisticated attitude about: ‘Using other people’s
experience and knowledge to add to your knowledge base so that the next time you

come across that situation you might be able to incorporate what they 've learnt into
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your practice’ (1.7PT), and appreciated the potential strengths of the situation more
than any other professional group: ‘it brings attention to different aspects, things
perhaps you hadn’t thought about’ (1:3PT). They were not threatened by: ‘knowing
what your own limitations are and knowing when its your place to stop and for
someone else to intervene’ (1:6PT). Perhaps education in a joint school with
occupational therapists, or active experiences of rehabilitation teams helped them to
appreciate these issues in such a confident and insightful way. It could also be that
their experience of working in clinical areas where time to discuss clincal cases was
limited may have resulted in them being more comfortable with verbalising their

opinions and needing less warm up time than their peers.

All participants appeared to be convinced that the purpose was significantly
important to all professionals, both as students and as practitioners in the future as
can be seen in the following example: ‘To get a good idea of the mutlidisciplinary
team, how things are going to be when you actually leave and get a job (1.6PT).
Having had some experience of working in teams they were aware that the concept
behind shared learning represented the ideal vision of good team work, but that the
pressures of complex case loads and financial contraints in the workplace made this

ideal difficult to achieve.

6.4 Perceptions and Attitudes towards other Professionals

6.4.1 Expectations

There was awareness that employing successful professional relationships depended
on whether professionals developed a respectful attitude and an appreciation of each
other’s skills. High expectations were placed on shared learning experience: /¢
would be nice to have the grounding that we can work together competently’ (GL:1P),
and concern about the absence of shared learning in the curriculum: ‘ffit’s so
important why is it only one session?’ (1:50T). The stakes were perceived to be very

high:
I think everyone sits there and thinks it would be really nice to have

good relationships because you know if you do not have a good

relationship with the nurses on the wards it leads to a lot of animosity.
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[ used to be on the other side of the fence and I can see it from both
points of view and I think everyone would really benefit from it but it has

got to be done so carefully’ (G1.2M).

This participant, who originally trained as a nurse, was acutely aware of the risks
of remaining uni-professional. She understood that working in a good clinical team
over a period of time was the best way of resolving the issues. This view was
shared by others, though with some concerns that: 7¢’s about people not putting
value on things I put value on’ (1.50T), and the need for time to work through any
perceived differences. First impressions were felt to have a strong and lasting

effect, particularly if the challenge of values was too much and came too soon.

Participants claimed to have had insufficient time to establish themselves within
their own professional cultures when they were first introduced to each other. They
had expected to be orientated to their respective programmes prior to meeting other
professionals. Exposing inexperienced students to each other placed great stress on
their appreciation of personal roles and the roles of others: ‘Maybe even going into
what different people’s roles are, but I think they would have to define it for
themselves first’ (1:50T). This lack of experience effectively left them feeling
confused and insecure about what they expected would be achieved in shared
learning. This negatively influenced how their initial perceptions about other

professions developed.

6.4.2 Preconceived Perceptions and Stereotypes

During the interviews there was some evidence that shared learning experiences
added to preconceived ideas about stereotypes: ‘You have a bunch of people who
come together and very quickly the stereotypes start getting thrown around. It’s
bizarre how it’s adopted by a new generation’ (1:10T). This applied to all
professional groups, though, perhaps because medical participants had least
opportunity to practice in clinical teams, they expressed the most concern. A strong
feature was a perception of being persecuted by others: ‘There’s a feeling that they
(healthcare students) don't like medics and that starts straightaway. You go into
medicine, therefore you must be arrogant. So we can be kind and lovely, but they

are horrible to you’ (I.13M).
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Medical participants had most difficulty with the nurses who misinterpreted a
theoretical approach and assertive manner as being arrogant. Medical and nursing
participants both found it hard to deal with the knowledge that in the future it was
likely that the doctor would lead the team. This issue became more acute in the third
year when medical participants began to work on hospital wards. Even though
occupational therapy and physiotherapy participants were aware of the tensions,
they were not threatened by the conflict between nurses and doctors as can be seen

in the insightful comment below:

‘There were very stereotypical roles being played by everyone. We had a
very unfortunate arrogant medic who said; “I don’t see the point of this
Jjoint experience because we 're going to be the bosses by the time we
qualify and you're not”. This was a first year medic who was speaking to

us, so I think you’ve got to get them early!’ (1.20T).

Nurses did admit to perpetuating negative perceptions: ‘7o be fair we were told
straight away that medics are arrogant so we had a go at them’ (GI:3N), which
meant making the life of medical participants as difficult as possible. They felt
powerless to change some of these conflicting perceptions that were handed down
to them, even in the realisation that on an individual basis it was possible to work

effectively together.

There was disbelief about the difficulties that were experienced by some of their
peers as a result of such preconceived ideas and they were perplexed by the

influence that stereotypes can have:

‘I have a lot of friends who are from other professions. I have met them
through other clubs and doing other things. I have never had a problem
with a barrier because you are a medic and they are a nurse. That was

the one thing that I found quite strange that people came with
preconcenived ideas. But when you meet them outside of the situation

they don’t seem to have it’ (I:14M).
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A mature physiotherapy participant had imagined that: ‘people coming straight
Jrom school or college wouldn’t have that many pre-concenived ideas’ (L9PT),
therefore was highly surprised by the experience: ‘On some placements the
physiotherapist would not have anything to do with the occupational therapist. It’s
not like that now. 1 think it’s the older generation, the same as any profession’
(I:9PT). Participants brought with them a public view of health care stereotypes
mainly gained from media coverage and in some cases personal experiences, but

were taken aback by the intensity of the experience when faced with this in practice.

6.4.3 Perceptions of other Professionals

6.4.3.i Roles and Responsibilities

Each profession believed that they were misunderstood by other professional groups
as a result of negative stereotypes, a view which if not totally based on fact was
widely held: ‘In the first year we think that medics think nurses are crap, so we get
right back at you now before you can get at us’ (GL:3N). Some stereotypes were very
unpopular and difficult to shake off as can be seen in the following example: ‘You
are a nurse so just clean bed pans and that stuff. I think that doctors should be told
that if a patient needs a toilet that they are allowed to take them. They don’t have to
come and get a nurse’ (G1:3N). The response to this comment was a mixture of anger
and amusement amongst nurse participants, though such beliefs were not limited to

doctors and nurses alone:

‘They (professionals) have a stereotypical view of an occupational
therapist as being someone who just plays. [ think you have fo chip away
at that and say we 're just as professional as everyone else is and have
got a professional role to play. We have to recognise that these

stereotypes about each other are not correct’ (1.20T)

A deeper understanding of the issues of professional respect and perceived level of

responsibility could be found underneath the more obvious stereotypes:

I think the medics tend to own the patients, and they tell us what to do
without really understanding what the other professionals are doing and

perhaps undermining them slightly. The medical profession is seen as
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being responsible for them (patients) and you are responsible for
professional methods. I do think it’s seen by the general public and
perhaps the doctors that ultimately they'll be the ones who have the

blame at their door if anything goes wrong’ (1.20T).

Whilst this occupational therapist appreciated the level of responsibility doctors
had, she was frustrated that they were allowed to undermine the work of others. At
the same time she expressed great discontent that her profession allowed this to
happen on a regular basis and wished that professionals could be more self-

confident in their contribution.

A podiatrist explained how this lack of confidence and respect affected both
therapist and patient: ‘We don’t have much credit in the whole realm of medicine. [
think that’s awful because a lot of patients won't take our advice because of the
whole stigma that’s attached to our profession in particular’ (1:3P). Another
podiatrist felt that negative stereotypes were often perpetuated by the profession
itself: ‘I think that it’s down to a lack of corifidence as to what our roles are within
the professions. It’s a great leveller, you get to see a person as opposed to a
stereotypical view which often filters down’ (111P), that is until an individual with a

strong personality came along to influence this more positively.

From the evidence in the interviews there was an element of realism in recognising
the existence of stereotypes and acceptance that it is down to them, the participants
to change this for the better. The podiatry participant (1:11P) felt that the main
benefit of shared learning was that misperceptions of her profession could be altered
at source instead of in practice when it was too late. This quest was echoed by other
participants, who also wished to maximise shared learning to promote awareness of
each other’s role. However, they were aware that sometimes the practice of a team

and the working environment had impact on the situation as well.
6.4.3.ii Circumstantial and Environmental Factors

An appreciation of how circumstances influenced the development of animosity

between professions was apparent, as was insight into longer-term issues:
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‘[ think they (medics) resented me because [ did the electrocardiograms.
However, because they were third years and they would just come they
did not really know how to do it at all. I thought it was unfair that they
could not stay as well, but they have to deal with that and there are likely
to be things that they cannot do. They are going to catch up in a few

years are not they and take it over’ (G1:3N).

No enjoyment was gained from the situation, even though it was an easy
opportunity to undermine the medical students. A medical participant describes a

similar feeling of unease and discomfort in a different situation:

‘I didn’t understand the uniform colour code and which nurses were
senior and were going to help you. I found it really difficult to
understand what the nurses actually did. Why were they asking a medical
student to take bloods when I hadn’t been assessed in it, no one could tell
me whether ['ve done it right or not, but you know a qualified nurse
actually isn’t allowed to do it. You don’t understand at the beginning of

the third year and it’s all quite confusing’ (1.12M).

In both the above cases practical tasks and responsibilities added to the complexity
of the relationships between professionals and high stress levels were apparent.
There was a shared dissatisfaction with the circumstances and concern that an

opportunity for shared learning had been missed.

6.4.3.iii Myths and Misunderstandings

The views of professionals about each other were complex:

‘Isn’t it funny how nurses always have problems with medics and vice
versa, but occupational therapists and physiotherapists have specific
roles, they 're not treading on each others toes. They train together and

have a common foundation’ (G1:3N).

The nurse’s perception was that because occupational therapists and

physiotherapists trained in the same school, that their knowledge of each other
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would significantly reduce any potential for conflict. As nurses did not share
learning with other professionals in the same way they fantasised that the therapist’s

experience would be preferable to their own uni-professional learning.

This was a strongly held perception and one nurse was almost shocked to report
that: ‘Apparently physiotherapists and occupational therapists have rivalry, which I
didn’t realise’ (GI:3N). Other professional groups believed that the reason for the
occupational therapy and physiotherapy cohesiveness was: ‘Because they do loads
of stuff together’ (1:8P), the implication being that doing things together also

promotes understanding of each other’s roles.

However, the reality for the occupational therapy and physiotherapy participants
was very different: * Throughout the course there’s also been this bit of competition
between occupational therapy and physiotherapy, though nothing nasty’ (L9PT).
Concern was expressed about a negative side effect of being perceived as a
cohesive group was that they were ‘clicky’, which was not correct in their opinion:
‘People say that physiotherapists and occupational therapists are so clicky that we
don’t tend to mix with others. I don’t think we are ever given the opportunity to mix’
(1:7PT). They saw the pitfalls of being seen to work closely together, but had a wider

perspective:

‘It just seems that when you go out on placement there’s a big divide
between physiotherapy and medical students You look up to the doctors
and you almost feel a bit intimidated by them and I don’t think that’s
right. That needs to be got rid of” (I.7PT).

The need to “get rid” of stereotypes was highlighted as being a major reason for
introducing shared learning across all professions. Based on a combination of
observations of the occupational therapy and physiotherapy students in the faculty
and clinical experience in general, shared learning was believed to be one of the
best ways of dispersing the myths and misunderstandings that professionals held

about each other.
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6.5 Shared Learning in an Academic Environment

6.5.1 Negative Learning Experiences

6.5.1.i Negative Effects

Reflecting on their experience of shared learning in the first and second year
assisted in the recall of examples: joint lectures and things like that perhaps and
maybe workshops like some of the ones we had in the first year and clinical
placement as well sometimes’ (1:40T). Unfortunately the majority held negative
experiences of this learning and the following quote typifies the comments that
were made: ‘7o be honest I think IPE has fallen on stony ground and this gets
worse as the programme progresses’ (1:20T). Although some good examples were

discussed, the negative experiences surfaced more readily:

‘Il haven't done any inter-professional thing that hasn’t been terrible so
far. Everyone says the same old things over and over every time we have
anything inter-professional and we all slate each other and it doesn’t get

anyone anywhere’ (G1:2M)

They were adamant that: ‘If shared learning is poor it’s bad because it has a bad
effect on you’ (GI:3N). Having a bad start was highly influential for some as they
now felt that: ‘anything inter-professional is negative, it’s self-perpetuating if you
have had a bad experience the first time’ (G1:2M). Routine things, such as time and
venues, caused a level of resentment that under normal circumstances might have
been unimportant. For example, occupational therapy and physiotherapy
participants were frustrated with the venues: ‘When we always have to go to the
medical school, it felt like the medics were the important ones and we 're just
sharing their lecture’ (130T). They were not convinced that holding groups in each

other’s departments was a good idea:

‘The people I've spoken to haven't really found them of any benefit and
everyone'’s really resented having to go up to Boldrewood (Medical
School building) to do something that they know they re not going to

gain much from anyway. I cant remember anything from any of the things
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that were talked about, apart from everyone complaining that they didn’t

want to be there’ (I. 9PT).

Many participants resented having to travel to other departments to work with a
group of strangers. They remembered that the whole experience, including the
place, people and content, had been totally alien to them, which had been
particularly overwhelming in the first year when they were not even familiar with

their own programmes.

6.5.1.ii Relevance
Participants supported the concept of shared learning in an academic setting, but
were frustrated that the content had not been highly relevant. Shared learning

experiences were subsequently described as being ‘terrible’ or ‘pointless’.

Medical participants had great difficulty in seeing the relevance in the early stages
of their course as they were not able to link the content with their current course
work: ‘The questions were difficult to do, they weren’t anything that we could have
done from our lecture experience’ (GI:1M). A general information overload also
appeared to be a large hurdle for them: ‘Ifyou get given so much information
sometimes that you can only store so much. If you know it is going to be relevant
you are more likely to be willing to learn it or turn up’ (1:14M). However, the biggest

problem for them was a lack of appreciation of the clinical relevance:

‘Because we don’t have the clinical experience we can’t see the
relevance properly so I'm not entirely sure that it does have a place in
the first couple of years. A lot of it is repetition, which is good in some
cases, but it can be ‘we already know this why are we here’? Once

you’ve got that in your mind it’s seen as a chore’ (I:15M).

This issue, which at first glance appears of particular relevance to medical
participant, was discussed in detail by all participants. Sometimes the ‘real’
experiences of shared learning didn’t reflect the theoretical definitions and
expectations: 7 think sometimes it’s quite disjointed and everyone goes off at a

tangent whereas we could all be working together and it would be far better for the
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patient in the long run if you pull together’ (1:20T). The “disjointed’ nature of the
discussion stemmed from lack of knowledge and experience and resulted in an

uncomfortable shared ignorance amongst all the students.

It was not possible to suggest ways of increasing the relevance for anyone with a
lack of clinical exposure: ‘It’s just always going to turn out that way I suppose, that
some people won't see the relevance of it, wont feel they get much out of it’ (I.115M).
However, it was felt crucial to find some way of convincing all students of the

relevance rather than simply insisting that they attend.

6.5.1.iii Practical Aspects

Having practical activities incorporated into sessions at an early stage had proved to
be traumatic: ‘7 was told to show how to hand wash for 15 minutes, it was so
embarrassing, it was like a humiliation, because 1'd been on the ward and none of
the others had’ (GI:3N). Being singled out in this way had resulted in embarrassment
for nurses, as they felt this negatively emphasised the divide between those who had

had clinical experience and those who hadn’t.

This aspect was also problematic for medical participants: ‘7he questions weren’t
aimed at us, they were aimed a people (nurses) with experience on the ward’
(GL:1M). It became clear that any student with limited clinical experience, but
particularly medical students, felt overwhelmed by this lack of clinical experience
when compared to other professionals. This simply exaggerated differences, did
very little to dispel any professional myths and misunderstandings and resulted in
them adopting a disinterested and passive role. It was assumed that had new
practical skills been learnt together, students would have been on an equal footing

and the experience might not have been so difficult.

6.5.1.iv Timing
Early on in the conversation in group discussion and individual interviews
participants quickly keyed into the issue of shared learning being a potential

waste of time:
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‘People turned up just because it’s an obligation not because they want
to. That's not just medical students because I’ve got contact with a few
student nurses and the response is - shall I bother going to this? And it’s

like no, it’s a waste of time’ (I1:15M).

Nurse and medical participants felt coerced into first and second year shared
learning events and they resented the poor timing of the events: ‘/ think in the first
year it was a real forced thing, this is you're inter-professional thing and you will
get along’ (GI:3N). With no prior clinical experience to rely upon medical
participants felt inadequate and as the time tabled sessions actually interrupted the
nurses first clinical placement this was viewed as being very disruptive.

The weight of factual learning faced by medical participants in the first and second
year and a lack of working practice were key issues. They had had less opportunity
than other participants to integrate the experience into ‘real’ working practice and
had not developed or refined these elements further. Whilst other professionals
empathised with the medical students about the lack of opportunity for contact with
patients: ‘They (medical students) don't do any and they need to. It’s not fair on
them and it’s not fair on us really’ (GI:3N), most felt that this lack of clinical
experience needed to be dealt with early in the learning process before it was too

late to make a difference.

However, one participant expressed reservations about whether first or second years

actually were able to take shared learning seriously:

‘I don’t think it has been successful in my experience. Many of the
sessions, especially in the first and second year, have been discussion
and a bit task orientated. Most students haven't followed those and it

seems to have broken down into arguments’ (1:15M).

Such a response might be due to the nature of the medical programme and the
timing of their contribution, but equally, medical participants were more prepared to
be critical and discuss negative experiences of shared learning in both the university

and the workplace. This could be viewed as stereotypical behaviour (critical and
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arrogant) or, as a more open and honest interpretation of their experience along the

way.

Early experience placed students together at a time when they felt most vulnerable
and were experiencing the most diversity in their clinical experience. Immaturity
and lack of experience widened the abyss, perpetuated misunderstandings and
hardened attitudes at the time, however, this pessimistic attitude changed
completely when the timing was right: 'By the time you're a third year, you realise
that you can’t know everything and you don’t mind admitting that’ (1.10P). A
suggestion that experienced students had a role to play in helping novice students
was voiced: ‘You have to explain to them and you have to rationalise and justify
your own practice. You also feel really good inside, I have helped the first years
and I know how it felt. I've made someone’s practice a little bit easier’ (GL:3N).
Participants felt most equipped to make best use of the time, to deal with problems

and to assist other students in the third year (appendix 19).

6.5.1.v Compulsory Attendance

Whether shared learning should be made a compulsory part of the curriculum
provoked an interesting debate as each school interpreted and implemented policies
quite differently. Some had forced students to attend, whereas others had

encouraged attendance but had not actively followed up students who didn’t attend.

There did not appear to be any mid point as shared learning was either compulsory
or it wasn’t. On one hand the view was: ‘If they re not compulsory attendance, they
don’t really carry importance’ (1.10T). Whereas the opposite view was: If it was
compulsory you'd get a lot of people going, well they’d have to, but the people that
went wouldn’t necessarily be motivated’ (140T). Overall it was considered more

productive to work with those who were motivated to be there:

‘If the people didn’t want to be there, there isn’t that much work done.
You don’t have to get anything out of a session, you can sit there and
block everything out even if you find it interesting, If you don’t really

want to be there you'll just block it out more’ (1.50T).

96



Chapter 6 Results of Analysis

This is an interesting insight into how those who are determined not to see the
relevance or to participate manage to negate the experience despite the efforts of

others.

Negative attitudes were very difficult to deal with in the first year, as were the
incidences of individuals who sabotaged the experience for all group members:
‘All it takes is one student to lower the mood of everybody else in the group and
one cross word said’ (1:15M). This experience reflected badly on the profession the
individual represented, as it reinforced preconceived ideas and labelled shared

learning as an experience to be avoided in the future.

This extreme vulnerablility suggests that whilst non-compulsory attendance is the
preferable long term ideal, in reality, inexperienced students need structure and
direction in the early stages of the process. There was a hope that as they gained
clinical experience, they would see the relevance of shared learning and become

increasingly motivated about their involvement in the process:

‘You might well get a better response if you make things compulsory.
Those who saw no relevance in it avoided social sciences, but had they
continued to come to the lectures they might eventually have clicked that
there is relevance. It may be that we have to be treated like children until

it gets through to everyone that it’s important’ (1:20T).

As course work became increasingly demanding participants described how they
struggled with prioritising: /¢ s putting that in balance with everything else that
you've got to learn, so I'm not quite sure where the balance lies’ (1:40T). This
pressure resulted in strong opinions and different approaches: ‘Most people did turn
up for the first couple of years but this year I haven’t been to any and that’s a bit of
a shame’ (1:15M). There needed to be dialogue between students and staff in order

for them to make better-informed decisions about what to attend:

“The whole point of higher education is that you can’t be forced fo turn

up. I think that the best thing to do is if you make it clear to people what
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they’re going to get out of it, why it’s relevant to them. People are more

likely to turn up because they can see the benefit of it’ (.11P).

This was particularly pertinent for those on the podiatry programme whom, unlike
most other health care students, were expected to attend all academic and practical
sessions. This left them without choice or opportunity to prioritise their own work, a

scenario that was highly resented by the predominantly mature students on the

programme.

Participants who did not have strong opinions either way referred the responsibility
back to the lecturers: ‘/ think the course really needs to decide what is important
and what is ‘unmissable’ in terms of professional education’ (.10T). Different
expectations about attendance could be extremely detrimental: ‘TPE wasn’t
compulsory for any of the others and that just in itself makes a problem as it
immediately makes you feel like, why have we bothered, they haven’t* (GL:2M). The
one area of clear concensus was that whatever the decision, it should apply equally

to all students across the faculty.

6.5.2 Positive Learning Experiences

6.5.2.i Talking and Listening

There was acknowledgement that when shared learning worked well it was of
benefit to all members of the team: ‘It stops the them and us thing, that segregation
between professional groups.It should make us more of a team’ (GI:3N). Or as one
participant concluded: This can be useful for you later on because you know which
type of person to call upon for advice or for actual assistance when you're taking

care of people. The sum total is greater than the individual parts’ (1:10P).

Positive memories about the potential benefits of shared learning emerged slowly
and specific examples were used to illustrate their feelings: 7 enjoyed having a
captive audience to tell them what we actually do. I found it really good talking to
other people about what they do and to help me understand everyone else’s role’
(1:0T). Occupational therapy and physiotherapy participants talked more about the
positive and less about the negative aspects than any other professional group. They

were clear about everyone’s role and appreciated that professionals were all
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dependent on each other. They gained strength from having professional identities
challenged and valued having time to overcome some of the invasive stereotypes

that were present from the onset.

The importance of having time in the academic programme to actively listen to
others was emphasised by other professional groups: ‘I always though it was good
listening to the nurses who might have been on placement and had much more
practical experience than we had at that stage and listen to what they had seen and
what they learnt’ (1.13M). A seemingly simple act of listening helped to develop the
necessary appreciation of complex professional roles and provide scope to: ‘look at
how your profession is positioned in perspective to the other healthcare professions

(I:11P), a valuable connection between theory and practice was established.

6.5.2.ii Linking Theory and Practice

Participants complained that they found academic learning hard as it often felt
divorced from practice. Working in an effective clinical team was a very important
positive part of the learning experience, particularly if the focus was helpful in
linking theory with practice. For this reason, half-day clinical workshops carried out
in Elderly Care, Palliative Care and Paediatrics were highly rated by participants as
an excellent shared learning experience. Practitioners and educators worked
together to facilitate students who attended when they were seconded on placement
to either of the clinical areas identified above. However students who had been
seconded to different clinical specialities or, who were carrying out an academic
module, such as, paediatrics were also given opportunity to attend as an optional

extra.

Medical participants gained this compulsory experience as third years during
attachment to clinical firms. Podiatrists had access to the Elderly Care workshop,
which was compulsory for the whole second year cohort. Whereas for occupational
therapists and physiotherapists attendance was optional and first, second and third

years students were able to take up the experience depending on their interests.

The workshops were deemed credible because the learning was focussed on real life

case studies. Those who attended the clinical workshops expressed very positive
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feelings about the experience, which was unanimously regarded as being highly
relevant mainly due to the fact that: ‘the workshop was brilliant because it was built
around a case. You were finding out about roles and had a greater understanding’
(1:13M). Although there was a mixture of compulsory and optional attendance, all
students found that besides being fun, the experience was a challenging, thought

provoking learning experience.

‘Before it actually happened we were sort of dragging our heels a bit, but
once we’d gone and it was a very good experience, I think we are much
more receptive to multidisciplinary stuff. If someone said ‘oh you've got
one next week’, then [ would go to it because I think you learn quite a lot’

(L:12M).

Motivation to take part and learn was generally high as they saw the relevance of
the task, which was equally challenging for all participants whether novice or
expert: ‘It really is a situation where you have all professionals working together,
each has an equal contribution to make. They didn’t tell us who would do what, we
discussed it as a group and presented what we thought’ (1:10P). Despite the clinical
specialities being outside of participants direct clinical experience in some cases, at
no time did they mention stereotypes, threats or boundaries when describing their

experiences.

6.6 Shared Learning in the Workplace

As might be expected across a number of programmes the duration and nature of
clinical experience was broad and participants shared many memorable examples. The
most important information gleaned from the interviews was that a balance between
university and workplace learning was preferable and that learning about professional
roles and teamwork didn’t become relevant until clinical experience began. A
participant pointed out that: ‘7 know one medic I spoke to said that it is very academic
in the first and second year and suddenly it’s completely different in the third year’

(I:14M), and suggested that it was important to avoid this rapid change of focus.
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The majority were convinced that they needed to work together early on in training
in order to appreciate the interdependency that developed between professionals.
Firstly, to realise that whilst each profession was important they could not function
alone and secondly, to learn how to confidently handle this interdependency,
without feeling undermined or loosing their professional identity. And finally, how
to pull this knowledge together and to communication with each other so that the
most appropriate professional input and the best package of care be given to

patients.

Aspects such as: clinical experience, links between clinical and academic
experience, client centred approaches, teamwork, overlaps in practice, working
relationships and how to deal with resistance to change as being crucial elements of
their learning in the workplace. A detailed account of these elements can be found

in appendix 21.

6.7 A New Shared Learning Curriculum

6.7.1 Learning Priorities

Having been given a symbolic blank sheet of paper on which to develop a new-
shared learning curriculum and, after an initial uncertainty about what to propose,
participants explored how their needs might be fulfilled. Receptivity, familiarity and

clinical experience evolved as priorities from a student point of view.

6.7.2 Receptiveness to Shared learning

Participants had difficulty, as do educators, in deciding on the most pertinent time
to introduce shared learning. Responses to the question about receptivity and
appropriate timing of shared learning fell into two concepts: the ideal time when
shared learning should be available as opposed to when students were most

receptive and felt able to make realistic use of the experience.

6.7.2.i Ideology
An awareness of the need for collaborative working appeared to influence initial
responses, as the majority discussed the issues as if shared learning was inevitable.

Initial responses promoted consideration of the ideal situation: ‘You might as well
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do it from the beginning because that’s how it’s going to be when you leave and do

things’ (1.6PT) and also:

‘In a way [ think it would be better to start from the beginning of the
course because if you're supposed to work as a team it’s more natural if
you start the approach from the beginning instead of maybe introducing

the concept halfway through when it might seem a bit more alien’ (140T).

There was a common understanding, particularly amongst occupational therapists
and physiotherapists that this was real life and should be approached at the earliest
possible opportunity. With hindsight, it was recognised that an early start might
have increased their ability to make use of the experience: ‘! think that if it had been
something we’d done from the beginning we would have been more receptive to it
now. As you go through, your professions divide and the divide gets wider and
wider’ (I7PT). The perceived ‘divide’ was the outcome of uni-professional training
that might have been avoided had shared learning been incorporated into the

programme.

There was a belief that despite the difficulties with shared learning, it was worth
taking this risk in the hope that the experience itself would be useful: ‘7 think that if
we 're working together from day one, maybe you might be more receptive and more
aware of the reasons for it when you 're in the third year’ (1:8PT). All professional
groups agreed that familiarity with the process of learning together would have

enhanced working practice.

Whilst most participants felt that ideally an early start was preferable, some had
reservations about the content of the shared learning, particularly if this took place
prior to clinical experience (appendix 19). The ideal situation would be for shared
learning to develop alongside clinical work, as this would enable them to see the
relevance of the experience. It was important to have constant reminders about the
relevance of the shared learning activities as this shaped motivation and attitudes

towards collaborative care.
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6.7.2.ii Reality

Feeling at ease with professional roles influenced attitudes towards shared learning:

If we did inter-professional education now (3™ year) I think it would be
a lot more beneficial. We don’t have so much of the prejudice against
medics as we had in the first year because now we have met a lot and
worked with a lot of medics who are really good. So we are a lot more

receptive’ (GI:3N).

This maturing attitude towards members of the team was discussed with all
participants and appeared to underpin the claim that they were most receptive in the
third year. This was primarily because they could more easily appreciate the

relevance of the issues covered:

I think that in the first year, you have less idea as to other people’s
roles, in the second year you start to get more of an understanding of it.
By the third year, you have a nice view from all the experience that
you’ve had of what other professionals do and I think you need that

experience before you can accept joint learning’ (I.3PT).

This participant believed that her previous experience ensured shared learning
would be more successful and leaving this experience until the third year would not
be too late. This acts as a counter-balance to the fear expressed by participants, and
educators alike, that it would be too late to introduce shared learning in the third
year. Her words, ‘to accept joint learning” may hold the key to an important part of
the process that is missing in previous years. There was a firmly held belief
amongst the participants that third years were more able to accept shared learning as
being relevant to working practice as a result of their experience in clinical teams. A
depth of experience and commitment to working together provided a diverse and

safe backdrop against which shared learning would thrive.

Clinical experience assisted participants to appreciate the need for collaboration:
‘Now we want to learn, we want to know about this, we want fo learn about

everyone’s role. We now realise that we need the support as well’ (GI:3N). Nurses
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indicated that their immature attitude towards other professions had gradually
changed and mellowed as a result of clinical experience. The third year was viewed
as being the best time for medical participants because this corresponded with the
onset of intensive clinical work: ‘I think the third year, because in the first and
second year you're so strung up and worried about things. You haven’t really met
patients and you're still trying to get to grips with the pre-clinical stuff” (:12M). This
comment reflects the dilemma faced by all participants that until they had direct
responsibility for patients other course work took priority. This participant went on
the say: ‘It isn’t that we shouldn’t do it then (1°-2" year), it’s just that we would be
much more receptive fo it now’ (1.12M), which relates directly to the picture

presented by all participants, the ideal versus the reality.

6.7.3 Professional Shadowing

As well as becoming familiar with other professionals in an academic environment
an important step was gaining clinical experience together: ‘I think there’s a hunger
Jor the shared clinical contact’ (1:10T). All professional groups indicated that
clinical experiences were the most important driving force behind their motivation
to learn with each other and about each other. Part of the reason why clinical
experience was considered essential was that it created the opportunity for
shadowing other professionals as well as working with them. Medical participants
identified that: ‘We spend the day in the life of a nurse and occupational therapist,
you tag a long with them whatever’ (G1:2M), and recognised the advantages of
shadowing each other: ‘7 think that it is quite nice to see what they do rather than
being told what they can do’ (1.14M). However this type of shadowing was not
reciprocated: ‘you never spend a day with a medic’ (GI:3N) and had professionals

spent a day shadowing a doctor, they would understand the medical role better.

Each participant gave an account of what he or she had learnt from shadowing other
professionals, and how it had been a meaningful experience. Although they
appreciated some of the organisational issues about carrying out this type of activity
from an academic or a clinical base, it was considered important enough to merit
further development as the benefits were felt to out weigh any operational

challenges.
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6.8 Developing a Theory-Practice Link
6.8.1 Identifying Priorities
The first priority of shared learning was the creation of a link between theory and

practice:

It needs to start in university when we are learning about everything to
make any positive influence on the workplace. If you come out cold, only
knowing about what you do, it’s very hard to bridge the gap between
professions, theory and practice. If you have already got that linkage and
that understanding with each other, then those bridges are much easier

to build. (1:20T).

Having been encouraged to think independently of each other during separate
interviews, the ideas generated were surprisingly similar in nature and focus. A
range of suggestions for shared learning were proposed and followed up during

discussion:

‘Communication, teamwork and how multidisciplinary teams work

together’ (I.7PT).

o ‘Cell biology/micro-biology wasn’t specific it was just very general

genetics, methods of inquiry and statistics for research’ (GI:1P).

o ‘Joint sessions on communication together or some factors like

manual handling’ (GI:3N).

o ‘Particularly stroke because that’s such a multi-disciplinary area’

(112M)

o 'The research conference day - those sorts of events are very good’

(1:40T).

o ‘Health policy is something we all need to know’ (I:8P).
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The topics selected were believed to be either common to all programmes, (science
subjects), or practical, generic skills (manual handling). The more taxing aspects
related to developing an appreciation of each other’s roles and professional
relationships (teambuilding activities). Nevertheless, participants were most
passionate about ideas that had been generated whilst they were on placement in the

workplace (complex case studies and discharge planning).

6.8.2 Developing Communication Skills

6.8.2.i Communication Networks

There was a wish to: ‘Learn about the interactive skills that we all need as health
care professionals’ (1:11P). Communicating effectively within teams in order: 7o
learn to liaise with people, when to refer patients to those people and discuss with
those people to see if they can help with a different perspective that the one that you
come in with’ (1:6PT). Being confident enough to question other members of the
team was a recognised way of gaining information: ‘There s no reason why medics
can’t jump in and ask us’ (GI:3N), but most importantly this was seen as a two-way

exchange:

Although communication skills were highly valued, there were different views about
what should be done with first year students. Despite the lack of experience and
knowledge, the option of incorporating communication skills for first years was
considered to be relevant by all participants. They were keen to take advantage of
any opportunity to develop a wider range of skills in order to avoid poor team
communication, though finding the right time to suit everyone was very difficult as
each individual had thier own development needs. As all students were vulnerable
and would find shared learning challenging it was envisaged that good group

facilitation would be essential in the early stages.

6.8.2.ii Complex Team Communication

There was a belief that: ‘People get embarrassed, but once you've done a little bit of
work in a clinical field you realise how difficult it is for people to communicate’
(1:10P), which means: ‘We could all benefit from ongoing communications skills’

(1:20T). The suggestion was to start at a basic skills level with a gradual move onto
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higher order skills, for example, how to cope when communication goes wrong

between professionals and/or between practitioner and patient.

Part of this challenge appeared to be linked to dealing with the ‘grey’ areas such as:
‘Ethical issues, things that lend themselves quite well to clinical scenarios where it
is easy to work out your roles and where the grey areas and overlaps are’ (1.507T).
These aspects were not necessarily discussed in the workplace because it was

difficult to cope with professional issues when there were time constraints and

everyone had a duty to patients.

1t is also important to talk about perhaps the grey areas that we don’t
talk about because you practice working in a team for the good of the
patient on placement, but you don’t necessarily talk about the stuff except
within your school, and it’s often useful to have ideas from other people

who have been taught different things, or just other people’ (1.50T).

When asked for an example this participant suggested that discussing complicated
cases that didn’t fit into the typical textbook plan would be relevant. Also, when to
treat/when not to treat patients was an essential part of any professional repertoire,
but it was difficult to explore ethical issues within busy clinical teams. Such

dilemmas needed to be explored theoretically to broaden student’s knowledge and

developing coping strategies in an academic setting was preferred.

6.8.2.iii Mixed Communication Methods

Effective communication could be sub-divided depending on whether individuals or
teams were involved. Having the ability to listen, explain complicated information
and interact socially were the communication skills predominantly required in direct
patient contact. When referring to team communications this encompassed all of the

above-mentioned skills with the additional need for written communication skills.

Developing written skills was approached differently by each professional group,
for example: podiatry participants, who worked independently within community
clinics, with a lot of direct contact with patients, focussed on: 7¢’s all very well

being able to verbalise yourself, but we all need to know how to write a reasonable
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letter as well’ (1.11P). Whereas medical participants were concerned that: ‘7hey
(educators) are all very keen on emphasising that we have to spend as much time
with patients as we can, taking histories, examining them and then going and
reading about what they 're in hospital for’ (1:13M), and felt that emphasis was

placed on the reading and writing to the detriment of direct communication skills.

Although there were different perspectives on the skills that were required, the
issues were raised repeatedly. Communication skills were high on everyone’s
agenda, indicating that there would have little difficulty in secing the relevance of
learning these skills together and a positive attitude would undoubtedly increase the

likelihood of success.

6.8.3 Science-Based Subjects

6.8.3.i Biological Sciences

The concept of learning science-based subjects together was acknowledged, as it
seemed the most sensible thing to do, primarily because: ‘7 would imagine that
other professions need that underpinning knowledge’ (1.9PT) and, ‘When we do cell
biology/micro-biology that wasn’t specific it was just very general genetics’ (GL:1P).
The focus in this case was sharing a common need for facts and information to

underpin an extensive knowledge base.

In particular, learning biological sciences together seemed to be a logical step and
one participant explained the reality of learning the subject in shared living
accommodation: 'Si/ly things like in the first year, two of my flat mates were a
physiotherapist and a medic, so you used to quiz each other on anatomy when we
were first trying to learn it and it really helped’ (1:13M). Thus, emphasising that
students' carried out shared learning quite naturally, despite a lack of formal

integration across professional curricula.

6.8.3 ii Psychosocial Sciences

Occupational therapy, physiotherapy and nurse participants discussed whether other

subjects, such as behavioural and social sciences were significant:
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e ‘Basic communication or psychological effects of something that
everybody would come across where you would all learn something’

(GI:3N).

o ‘Behavioural sciences, because all the professions have to deal with

behavioural aspects of patients and clients in the same way’ (I.3PT).

e ‘They need to apply themselves to many social sciences because they
are so entrenched in facts and figures that they can’t see the wider

picture’ (1:20T).

The final comment referred to programmes that focused strongly on biological
sciences to the apparent detriment of psychological aspects. A nurse shared her
perception of the different emphasis that appeared to be placed on what was learnt:
‘I know that we get less bio-health than the medics do and the allied health and the
medics get less on communication and psychology. Some of those are really key
areas and maybe it should be more intermingled that way’ (GI:3N). This touched on
the contentious issue of “how much and to what depth’ subjects were explored and
exposed differences of opinion about this. However, participants did not believe
that having different opinions was good enough reason to outweigh the need for
integration. There was agreement that a balance between ‘hard’ and ‘soft” sciences

would improve the content of every programme.

6.8.3.iii Clinical Sciences

Reasons why specific clinical subjects could be learnt together were identified, not
simply as a way of learning the facts, but also as a way of learning about each other
and the rehabilitation process: ‘Neuroscience, that is something were taught a lot
about and that would be excellent chance to see how the occupational therapists
and physiotherapists actually work with them’ (1:13M). The theme of learning

together and learning about each other underpinned many observations:

I think particularly stroke because that’s such a multidisciplinary area

really. Realising that huge input in stroke rehabilitation really helped me
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