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ABSTRACT 
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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 Aamework 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-pro&ssional 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' imphes that there are exciting possibilities on 

ofler 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 powerfiil drive 

towards developing and integrating shared learning experiences into all professional 

education programmes: 'Education commissioners should actively explore 

1 



Ch^ter 1 Introduction 

opportunities to commission, multi-disciplinaiy 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, Pirrie 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 diHiculties 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 Kingston 1995, Barr 

1996, Barr et al 1999). This is perhaps A^y 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). 
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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 fbre&ont 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 pro&ssional students (1999/2000 and 2000/2001). Participants &om 6ve 

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 I 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 

Background 

I qualified as an occupational therapist in 1979 and initially woiked 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 justiGed 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 
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simply taken up the recreational activities that nurses did not have time or energy to 

take on. One sta@" 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. 

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. 

1.32.fv Supervision Experience 

In order to understand and respect each other's professional stance it was important 

to learn about each other at the earhest 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 enabhng them to 

become an ef&ctive team member was a high priority. 
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U2.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. 

1.32.vi Current Experience 

The belief that teamwork was crucial to practice first developed when I 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. 

13.3. 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 identiGed a number 

of reasons why this is signiGcant to me. 

Personal 

As a therapist in a mental health setting, I became very skilled at hstening 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 hsten to students is underpiimed 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. 

1.3J.U Professional 

The Faculty produces a substantial number of newly qualified practitioners each 

year and is at the fbreGont 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. I 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. 

7 
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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 ejgerience 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. 

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 

vyay of gaining credibility for those people who espouse to the beneGts 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 ef&ctiveness of the learning. 

The audience accepted this critical view and were overly concerned with evaluating 

experiences inamediately 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. 

8 
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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. Identi^ng 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 Defmitions 

Health care managers, practitioners and educators use 'multi-professional, 

multi-disciplinary, inter-professional, inter-disciplinaiy' 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-discipliimry 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 Wiere 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 

defmitions 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 v îien 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 responsibihties, 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 6om pre-quali^ing 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 pro&ssion 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 v\diere 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 eflwts 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 signiGcant 

articles re&rred 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 &om 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 behef 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 6om 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 
13 
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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 conmion 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 Au-ther 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 
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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 m^or 

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 pro&ssional 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 fimd 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 fhistrated by systems unwilling or reluctant to change 

17 



Chapter 2 Political and Professional Issues 

(McGfab et al 1997, Kennard 2002). There is a joint responsibility for newly 

qualified and experienced pro6ssionals, 'to work together to leani 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 inevitabihty 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 beneGts 

and cost effectiveness of such efforts. 

2.1.1.1 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 

A^o 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 Gnancial 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 

&om 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 

BHgh 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 fhiitful 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 

fim' (Campion-Smith et al 1999 pi 3). 

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 f^ilitators (Reeves et al 

2002). "For many years educationahsts 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 pl6), 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 

himianity 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 &om 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 httle 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' (pi 74). 

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 ai (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, Wien 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 t^ching 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 diSerent, 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 swe 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 pro6ssional 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^.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 

6ve 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 difGcult 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 (Raflerty et al 1996). 

The opportunity of learning how to cope with disease, disability and a range of 

diSIcult 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 Wien 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 ̂ propriate 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 of̂  or in a way that compromised professional identity, though this was not 

substantiated. The f ^ t 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 oAen 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' (pi52). 

Although the results were informative, the list of stereotypes identified may not 

provide wide enoug)i 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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3.1 Developing a Shared Learning Curriculum 

3.1.1 Educational Approach 

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 it in 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 ±at 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 

&ustration 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 '&om 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 6om 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, Kau6nan 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 6ve 

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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traming college and were isolated 6om 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 6om 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, Mountfbrd 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 Wiat 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 eSective 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 v̂ dien 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 afBrms 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 'soft 

cgM/re' of medical education,' (Bubna-Kasteliz 1999), naturally becomes a focus of 

IPE. This could be considered a httle 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 Wiether it is relevant to students, 

A\diich results in costly mistakes and worsens the reputation of shared learning. 

3.3 Perceptions of Shared Learning 

3J.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 difBcult to estabhsh 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 imi-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 6om difkrent professions and accepting 

them as f^ihtators 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 diGRcult to maintain without committed 

funding and resources which afBrms 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 6om 

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) vAich 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 ) ^o 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 Wiich 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, Wiich 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) 

33.2 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 pl73). 

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' (pi74). An attendance rate of 30% 

at shared learning sessions (Salfbrd) 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 m^or 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) fbund 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 fbllow-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 DPE 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 pi75) 

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 dehvery 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 continmng 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 hterature 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 &om 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, &om 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 
learning and what do they see is the 
purpose? 

How would you define shared 
learning? 
What is the purpose? 

What has been students' experience 
of shared learning at university 
and/or in the clinical workplace?? 

What experiences have they had and 
what were the most memorable and 
why? 

What has been your experience of 
shared learning at university? 
What has been your experience of 
shared learning in the workplace? 
What made these experiences 
memorable? 
In what way, if at all, did these 
experience influence your perception 
and attitudes towards other 
professionals? 
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 
irwchicUiyg sbaitxi ksarniiygiaibotjis 
curriculum if they had a choice? 

What advice would they have for 
educators who had responsibility for 
planning future curricula? 

At what point, or level of your 
programme, did you f%l most 
receptive towards shared learning? 
If you could re-design your 
programme, what changes could be 
made to encourage shared learning? 
What aspects of the programme could 
be shared/leamt with other 
professionals? 
Who would this involve and why? 
Is 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 m^ority of interviews were 50 minutes long and fbcussed 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 &eely express their own views in relation to the topic. 

4.13 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 &om 5 to 15 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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f 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. 

4 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. 

4 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 identic 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 fî om 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 belief. 

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 6om 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 questioimaires 

was precisely why I decided not to use questioimaires 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) identi^ 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, Wiilst 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 6ee 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. 

4.2.4.1 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 

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

This type of discussion is particularly elective 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 

6agmentation 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. 

4.2.4.1: 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 6om the interaction 

within the group and the identification of groups norms and values can then 

be drawn fî om 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 &cilitator'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 6om 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). 

4J2.4.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 con&onted 

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 G-om 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 mate. 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 vWio 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 

own. 

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. 

4.33 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; 

# 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. 

# Tapes would be the property of̂  and kept safely by myself^ for the duration 

of the study, after which they would be destroyed. 

# Participants would have access to copies of the transcript prior to its use in 

the study, for the purposes of content veriGcation and to comment on initial 

coding and interpretation of the transcript. 

# Participants could withdraw &om the study at any time. 
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# Data would be used by myself in achieving a doctorate, and the subsequent 

dispersal of information would be through national and international 

conferences and pubhshed journal articles. 

# 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 checkhst 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 generahse 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. 

4.43 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 6bricating 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 veri^ 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 estabhshed 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 difkrent 
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phases of Geldwork' 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 speciGc student group and cannot be generahsed 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 Bacl%round 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 identic 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 appHcations 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 Interim 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 hstened 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 diGerentiate 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 

identiGcation, which describes the &equency 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 A^ether 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 NIJD*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 diSerences 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 what is 
the purpose? 

1. Definition 
2. Purpose 

None identified 

What has been your experience of shared learning 
at university? 

What made these expaiences memorable? 

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

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

3. Learning 
perception, 
receptive, 
relevance, 
positive/negative 
examples, 
general/content, 
self-directed, 
mentors 

What has been your e)q)enence of shared learning 
in the workplace? 

What made these experiences memorable? 

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

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

4. Working 
Practice 

patient/client 
centred, 
practical 
examples, 
placement, 
teamwork, 
relationships, 
overly / 
boundaries, 
roles/stereotypes 

If you could re-design your programme, what 
changes could be made to encourage shared 
learning? 

What aspects of the programme could be shared or 
learnt with other professionals? 

5. Content 
general, 
examples, 
communication, 
sciences, 
case studies, 
practical 

If you could re-design your programme, what 
changes could be made to encourage shared 
learning? 

What aspects of the programme could be shared or 
learnt with other professionals? 

6. Method 
clinical 
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; a//, fAeae 
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fowardk of/zer ?' was entitled; 

f mcffcg', with a sub-node called, '&greo%%j:'. This pathway was 

presented in the results under a section heading; aW Afz/dizf 

Towardk ofAer f with the subheading; /"gco»ceh/g(̂  Pgrc^^;o/w aW 

&greo%7ef'. 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. SpeciGc reference was made 

in the results v îien 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 Refleiivity 

All transcripts were screened to identify instances if̂  and when, 1 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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4. 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 e]q)lored in more detail during 

interviews to gain additional knowledge and understanding of the answers and 

to check interpretation. 

5. 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. 

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

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

3. 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. 

4. 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, I 

adopted a process of intensive reflection to ensure that any potential for bias 

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

5. The group discussions were used to identify relevant themes to foliow-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 6om discussion groups 

and interviews were collected at different stages in the study, during 2000-2001, 

allowing time to analyse data at regular intervals. 

6. 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 (Beimer 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 o8er 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 leamt 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 I documented my reflections at regular intervals during 

data collection and analysis as a way of promoting opermess 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 reflexivi^ 

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 identi^ areas where there was potential for 'going native' or 

becoming over concerned with stereotypes and professional issues prior to 

65 



Chapter 5 Reflexivity 

Starting the study (Hammersley and Atkinson 1997, Lupton 1997, Cofky 

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, (c) 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 v&ath 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 deGnitions 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: M/ere gfvg» a 

pfgcg w/zaf fAarec/ Zgammg wow/f/ j/ow pz/f fM/o yozfr ' 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: a/M 

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 (Cofley 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 6eely. 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 SpeciAc Issues 

On many occasions the process of reflecting back on situations provoked 

emotive examples during interviews and groups discussions. As I became 

famihar 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 fbcussed 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: 

4 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. 

4 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. 

4 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. 

4 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 rgecting such information we should 

simply acknowledge that it might be erroneous. 

5.2.2 Dealing with Conflict in a Group fopg 

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 con&onted 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 vviien I stated that I was 'fed-up' of hearing about 

timetables (appendix 11) and attempt to move the conversation onto other aspects. 

My &ustration with the argumentative disposition of the group raised its head a 

little later v îien I expressed some impatience with them: 'Tow go 

yor eve/" m fAe way. rg/gvaM/ zY M 

fAe eW Y ff?'(GI:lP). 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 beneGts, 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. 

The attempt to b r ^ 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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A /M/gAf oCAerf fgg /f? 

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 lustration 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. 

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). 

5.23 Intervention within a Group fapg recordlgc/ 

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. 

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 f^ilitate an exploration of the group 

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

6. /fow TMfgAf ofAgra: /M/gAf 

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. 

Unfortunately, the relationship difficulty between participants arose 6equently, 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 difRculties, 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 in 

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 behef they had something of value to 

offer the debate. From the outset, free speaking relationships with most participants 

were estabhshed. An example of how a relationship was gained with ^ e (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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5.3.1.1 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: are foymg Y /gf 

f/zaf f o/MgAow M/g Aavg fo fo c/gaZ wzfA fAg fArgaf ' 

(I:6PT). The participant and I had both observed this in practice and shared a 

common language about the issue. 

a. ^^gcfzoM 

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 I was not simply reacting in a 

stereotypical way against medical participants. 

6. feg /f? 

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. 

c. /Kzvg 

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 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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а. 

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 6om all medical participants and not predominantly 6om this particular 

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

б. fee ff? 

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 fbcussed on the topic without over reacting to the participant's 

stereo^ical 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. 

I would determine the time deadline at the beginning of the interview to help 

maintain the focus of the discussion. I 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 checkhst 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 diflerent. 

5.3.2 Intervention within a Group 

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 clariGed whether it was fact or f^tasy/ 

M were ' (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: 'Avzowmg fAaf /MfgAf g/ve yow 

yoM Aow fo /wove fAg/M, Y /zorve /or a Mz/rafg. /ze/p?' 

(I:13M) I checked the perception that practical experience might give medical 

students increased conGdence when dealing with nurses, there was positive 

confirmation of this perception by all medical participants. 

a. (̂̂ gcfzoTz 

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. 

6. ff? 

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. 

The relationship between doctors and nurses held a fascination for me. It was 

familiar territory and I could separate myself 6om the issues, Wiich 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: 7 ' m z M f e / p r g f w/zaf are 

rafAer f A w z A o w / f ' (GI: IP), 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, % yow fAmA Amg m W w A / c A 

yoz/ /More fowardk fogg/Agr.?' (G13N), or," yoM 'vg 

yar M 6g a6/g fo mga/z 

' (I7.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 vyith 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 
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leaming events into their remaining academic programme. The main reason 

for taking part in the study was to share e)q)eriences and to of&r 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 negativi^ 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 vulnerabili^ 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 6iend 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 Wiole 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 Gnal reflection. 

Unusual comments, direct, indirect and muddled questions were closely examined 

to ascertain how this ejected 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 6om the main purpose. 

This was successful with a 6w 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 I am describing the facts as they are rather than as I 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 pi 18). 
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RESULTS OF ANALYSIS 

6.1 KEY TO RESULTS SECTION 

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 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 Percention/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 worlq)lace? What made 
these experiences manorable? 

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 
changes could be made to encourage shared 
learning? 

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

6.8.1 Identifying Priorities 
6.8.2 Developing Communication 

Skills 
6.8.3 Science-Based Subjects 
6.8.4 Case Studies 

6.9 Organisation of the Programme 
If you could re-design your programme, what 
changes could be made to encourage shared 
learning? 

Who would this involve and why? 

6.9.1 Timetable 
6.9.2 Student Responsibility 
6 .9 .3 Staff Responsibility 

6.10 Method of Learning 
What aspects of the progranmie could be shared 
and/or leamt with other professionals? 

Who would this involve and why? 

6.10.1 Learning in Groups 

6.2 Defmition of Shared Learning 

From the analysis of the interviews it was clear that participants shared a common 

interest about 'Commg fogefAer /gammg fogefAer fqpzcj:' (I: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: 

'ATfW ay <z fea/M, â Aarmg oz/r OWM aW ow owM 

v/gw' (i:50T). Learning about how other professions approach a problem was 

identiGed 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 

deGnitions: /eammg w evg/yowe fogef/ze/", 

/ear/zz/zg a6oz/f eacA of/zer a; we// m ĵ Ẑ ẑ z/zg fogefAgr, zf f Aozz/(/ ZMferacfzvg 

yzfyf /ea/TzzMg^cff' (l: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 clari^ 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: 

# "// fAow f/zaf m Aea/fA fAere arg over/qpf m aw/ w/y we 

ZearMmg wg M/e a / / /zavg a r o / e fo ' (I:20T). 

» '7b gacA a 6zY caM fogef/zer 

j'oj/oz/ ca/z waAre /Y 6eZYgryor f / z a r ' (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: '6zg 

wzf/z eve/yoMg m foggf/zgr' (GI ZN̂p, 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 v / e w ;Y a /of more vyg are 

f/ze momeM/. fy7z;/,yf zf 'f goo<̂  f wzfAzM f/ze z/Mh;erĵ z(k' fo /zarve f/zaf, 

Aqpe/W/)/ af f/ze eW q/̂ f/ze dky we Ye a// gomg fo g'zza/^ awf worÂ  wzf/z 

eac/z of/zer a/zyw(^ aw ̂ rq/efa ẑo/za/f. TTze Zo/zg fezTzz jpm wz// 6e 

6e%r ZMferacfzoTZ w/ze/z we gzW^' (I:11P). 

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

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

services: 

'Eve/ŷ Az/zg fAafcommg OM /z/ze ̂ o/zz f/ze goverTzzzze/zf M fo (&) vczf/z 

zM/er^rq/eff zozzaZ W0Z"ÂZMg. iS/zarzzzg z/̂ rzzzafzozz, zf zf f/ze way we zzzz/̂ f 

go z/̂ we wa/zf aw ej^cfzve /zeaM ̂ ervzce. &? Zz/zÂ z/zg zf z/z wzY/z /egWafzo/z 

aW ĵ oyz/zg feozzzwor̂  z\9 ef j'e/zfzaZ M f/ze way we Mve fo go. Am;e zzo 

of/zer c/zozce, fo we zzzĉ  of we// gef oz/r j:orfe(f oz/f a/z(/ (fo z/̂ ' (I: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: V ^ o w 

f/zaf zf foz/Tzdk /zte a c/zcAe, 6zzf zf &)ef /ze^ z/̂  fo worA: z/z a fea/zz zzz a c/z»zca/ 

ezzvzro/z/?zezẑ '(I:I5M), but despite initial reservations about using clicMs, went on to 

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

Physiotherapy participants had a sohisticated attitude about: %zzzg of/zer peqp/e 'j: 

eu^erze/zce oW ^ow/e(%e fo oak/ fo_yozzr ^Tzow/efî e 6a^e f/zof f/ze zzeucf fz/zzej/oz/ 

cozzze f/zaf fzfzzafz07z};0z/ zzzzg/zf 6e a6/e fo z/zcozporafg wAaf f/z^ 've /ear/z^ zzzfo 
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yoz/r ' fI:7PT), and appreciated the potential strengths of the situation more 

than any other professional group: 'ff 

yow V fAoz/gAf aAoz/f' (I:3PT). They were not threatened by: '^owfMg 

w/zafj/oz/r owM are aW wAe/z zYf }/oz/r ̂ Zace fo aW/or 

fo/MeoMg fo mfgrvgMg' (1:6PT). Perhaps education in a joint school with 

occupational therapists, or active experiences of rehabilitation t^ms 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 verbahsing 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 gef a 

fea/M, Aow are g o m g fo wAe/z acfwa/Zy Zeove gef a ( I : 6 P T ) . 

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: '7/ 

77/ce / o /Ae growK/mg /Aa/ wg co/i foge/Agr ' (GI: IP), 

and concern about the absence of shared learning in the curriculum: \ 

o/ia zo/z?' (I:50T). The stakes were perceived to be very 

high: 

7 f/zz/z^ gygyyo/zg fAgrg a W fAz/zA;̂  zf vyozz/f/ 6g raa/Zy /zzcg fo /zavg 

goocf rg/â zoMf/zzpf Agcamg j/oz/ Ayzow /zof /zavg a goo^/ 

rgWzom/zy wzY/z f/zg f/zg zf /eadk fo a /of aMZ/yzoâ zz)/. 
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/ fo 6e o/% fAg ofAer .y/c/e q/̂ fAe ŷ MCg aW 7 ca» fee ; Y 6 o f / z 

pomAy q/"v/ew aMcf / f/zf/z^ evgyyoMg rea/^ 6 e » ^ ^ f f 6z^ ff /zaf 

gof fo 6e db»e f o c a r ^ Z / K ' (GI:2\f). 

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 t%m 

over a period of time was the best way of resolving the issues. This view was 

shared by others, though with some concerns that: pgqp/g Mof 

Wz/e o/z fAz/zĝ  /pz/f va/z/g o/z' (l: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: ave/z gomg z»/o 

w/zaf 'f ro/gf arg, 6ẑ f 7 f/zzAzÂ  /̂zey woz//<̂  /zm;g fo (f,^/zg zf/or 

f/zgzwg/vgf ' (l: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: 'Toz/ /zorvg a AwwcA q/^gqp/g w/zo 

coTMg foggfAgr aW vg/y ̂ zfzcA^ fAe ffgrgo(xpgf ggf/zMg /̂zrow/fz aroz/yẑ ^ 'j; 

6^a77g /zow z f a c k y W ^ a /zgw gg/zgrafzo/z' (1:101). 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: '7%grg 'j: aygg/mg f/zaf f/z^/ 

(7zga/̂ /zcwg Y /zAe /Mĝ fzcf a/z<̂  f/zaf j^frazg/zfmfoy. Tozz go z»fo 

7Mg<izcmg, f/zgy^rgyoz/ /wztyf 6g arrogaMf. <90 wg ca/z 6g Â/z<̂  aW /ovg(y, 6z/f̂  f/zey 

arg /zorrzA/g fo_yoz/' (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: 

were vg/y ro/gf A e m g e v e / y o M e . /wzc/ a 

ve/y arrogaMf "7 Y fee f/ze f/zw 

yomf we 're gomg fo 6g fAe Ay wg 

'rg Mof way a//rff j/gar 7Mg(/fC wAo waa: jpga/rmg fo 

wiy, fo / f/zWyoM 'vg gof fo ggf f/zgfM gar/y./' (I:20T). 

Nurses did admit to perpetuating negative perceptions: '7b 6gyazr wg wgrg 

ffrazg/z/ f/zaf mĝ /zc;; arg arroĝ aM^ f o wg /zac/ a go af fAg/»' ((3:3N), 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: 

7 Aavg a /of q/]̂ zg/z66 w/zo arg ̂ 0A» of/zgr j?rq/gj:fzoAiy. 7 /zovg rngf f/zg/» 

f/zroz/g/z of/zgr aW &)ZMg of/zgr f/zmgĵ . 7 /zorvg mavgr /zaK/ a proA/gm 

wzYA a Aarrzgr 6gcaziggyoz/ arg a ;Mg(6c aw/ f/z^ are a /zwĵ g. TTzaf waâ  

fAg OMg f/zzMg f/zaf 7ybz/w/ ĝ zfzfg ffra/zgg f/zaf^gqp/g ca/Tzg wzfA 

prgcoMcgMh/g f̂/c/gay. Bz/f w/zgMyoz/ mggf f/zg7?z 0z/ffz6^ q/̂ f/zg ŷzfwafzo/z 

f/zgy &)7Z Y fggTM fo /zavg z/' (I: MM). 
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A mature physiotherapy participant had imagined that: co/MZMg 

fcAooZ or co/Zege wow/dyz Y Aave fAaf /̂ re-coMceM/vgcZ ' (I:9PT), 

therefore was highly surprised by the experience: 'On j:ome f/zg 

p A y f w o z / Z ^ y »of /zave fo wzYA fAe occz^paffowa/ 

Mof /fAe fAaf MOW. 7 zf fAe o/^^r ge»erafzo/z, fAe ay fo»' 

(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^.1 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: f/ze/zraff year we f/zz)ẑ  f/za^ mgf̂ zcf f/zz»Â  are crop, fo we 

rzg/zf af _yoz/ Mow A^reyoz/ ca/z gef af wy' (GI:3N). Some stereotypes were very 

unpopular and difficult to shake off as can be seen in the following example:' Tbz/ 

are a yzz/rfe foyzzyf c/ewz a/ẑ y a^fz^ / f/zz/ẑ  fAaf akcfori^ Âoẑ /̂ f 6e foM 

f/zaf jparzgM^ Tzeedk a foz/e^ f/zaf f/zgy are aZ/oweĉ  fo f/ze/M. TTzey Y /zove fo 

come aw/ gef a /zz/râ e' (GI: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: 

'7%^ (̂ rq/eĵ gzo/za/iy) /zove a a f̂ereofypzca/ vzew q/"a/z occzg^afzo/za/ 

^Aerqpzff ay Aez/zg j;o/Meo7ze w A o y z ^ y f / fAz/ẑ yoM /Kzve fo awqy 

af f/zaf awf we 're yziiyf r̂q̂ jfj'fOTzaZ a; eve/yoMe e/j-e zf a/zaf /zowe 

gof a /?rq/effzo/zaZ ro/e fo /zove fo recogyz^e fAaf f/zeâ e 

ffereo^^^f a6oz/f eacA of/zer are /zof correct' (I:20T) 

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

responsibility could be found underneath the more obvious stereotypes: 

7 f/zzTzÂ  f/ze /zzecfzc.; feAẐZ fo ow/z f/ze /̂ afzeMff, aW f/zay z/f w/zaf fo (fo 

wzf/zoz/f rea//y zzWerĵ âWzMg w/zaf f/ze of/zer /)rq/eĵ j'zo/za/f are afbmg a/W 

/)er/zapĵ  ẑ ŵryMZMZMg f/ze/M f/zg/zf/y. TTze zyzec/zca//?rq/̂ ĵ a:zoM zf ĵ ee/z 
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CAg/M a/kfyow are re^owfA/gybr 

/wĝ AoJiy. / <jb fAmA: zf ĵ gg/z 6y /̂Ag gg/zgra/ ̂ z/6/zc aW 

/?grAap;9 fAg okĉ orâ  fAaf M/ff/?zafg(y fAgy'// 6g fAg o»gf wAo Am;g ̂ Ag 

6/a;Mg af ^Ag/r (foor ^awyfAmg gogĵ  wrong' (I:20T). 

Whilst Ais occupational ±erapist appreciated the level of responsibility doctors 

had, she was Austrated 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: 'PFg Y Aavg /»wcA crg<̂ /̂  m fAg vrAo/g rga/m zMgcfzczMg. / 

fAaf 'a: Agcaztyg a /of q/^ofzgM/^ wo/z Y faAg oz/r ac/wzcg Agcazivg fAg 

wAo/g fAaf a/facAg(f fo oz/r prq/gffzoM m /xzŷ zcz/Zar' (I SP). Another 

podiatrist felt that negative stereotypes were often perpetuated by the profession 

itself: 7 fAm^ fAaf zf 'f fo a ZacA: co/^f/g/zcg a; fo oz^ ro/gj; org wzfArn 

fAg /^rq/gffzom^. a grgaf /gvg/Zgz", /̂ozz ggf fo fgg a /)grfo/z a ; (%poĵ g<af fo a 

ĵ fgrgofypzcaZ vzgw wAzcA q^g/z/z/fgrĵ  6̂ ow/z' (1:1 IP), 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 (I: UP) 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. 

6.4J.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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7 me 6ecaz^g 7 fAe g/gcfrocarc/fOgroTW. 

Tficweve/", 6ecawa:g fAey were f/zzr̂ /yewĵ  aW f/zey yztŷ  co/Me f/z6y 

»o^ reaZ/y AMow /zow fo <jb af a//. / f/zowg/zf /f wof z/T^fr f W 

cow/^f MOf f fay a ; we//, 6z;f /zove fo (/ea/ wzf/z f/zof a W f/zere are / /Ae^ 

fo 6 e f/zmgy fAaf f / z ^ cwzMof &). are goz»g fo cafcA z/z a 

yearf are Mof f/zey a W zf over' (GI:3N). 

No enjoyment was gained &om the situation, even Aough it was an easy 

opportunity to undermine the medical students. A medical participant describes a 

similar 6ehng of unease and discomfort in a different situation: 

7(fz(f/z Y z/Mdera^faW f/ze wzz/brm co/oz/r c(x/e aM^/wAzcA »z/rfef were 

fgMfor a/z(/ were go/Mg fo Ag/p}/oz/. /ybz^^f zf rea//)/ fo 

z/Tzderj'faW wAaf f/ze MWfef acfz^//y cfzdi were fAey oa^^mg a zMec/zca/ 

jffz& êwf fo faA% A/oodk w/ze/z 7 /zaa&z Y 6eeM ef ĵ ec/ m zf, »o o»e coz//(f fe// 

TMe wAef/zer / ' v e &)Me zf rzg/z/ or /zof, 6z/f yoz/ A ẑow a g'Z/a/^eff Mz/râ e 

acfZA]//x zf» Y a//owe6/ fo &» zY. Ybz/ (/oM Y zm^^erffawf af f/ze Aegz/zwrng q/" 

f/ze f /zWj/ear a W z f a / / g'z/zYe co/z/wLyzTZg' (I: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. 

6.4J.m Myths and Misunderstandings 

The views of professionals about each other were complex; 

'Ty/z Y zf /zm/zy /zow /zz/râ e:; a/wa^f Aave /7ro6/e/Mf wzY/z /wef/zcf a/z«^ vzce 

verj^a, 6z/f occz^afzoAza/ f /zgrf^MfaW/?/;y^zof/zerapMf/zave jpecz/zc 

ro/ej:, f/zey 're MO/ /rea^^z/zg OAz eac/z of/zera^ foe& TTzey ^az/z fogefAer a»(;f 

/zave a C0/?Z/M07Z ̂ z/yzJlaf^/o/z' (GI: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 6)r 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; aW r/va/Ay, wAfcA / 

Y rga/ f fg ' (GI:3N). Other professional groups believed that the reason for the 

occupational therapy and physiotherapy cohesiveness was: Zoadk 

foggfAer' (I SP), the implication being that doing things together also 

promotes understanding of each other's roles. 

However, the reali^ for the occupational therapy and physiotherapy participants 

was very different: f/zare \ f/zw 

6efwge/z Z/zowg/z Mo^/zmg ' (I:9PT). 

Concern was expressed about a negative side effect of being perceived as a 

cohesive group was that they were 'dicky', which was not correct in their opinion: 

feop/g f/zaf /f^j^/of/zgrapMAy aW occi^affowa/ arg c/zc^ f/zaf wg 

Y fgW fo wfY/z of/zgr& / (foM Y f/zmA; wg arg gvgr gh'gyz f/zg opporfz/wzYy fo TMUc' 

(I TPT). They saw the pitfalls of being seen to work closely together, but had a wider 

perspective: 

7̂  fgg/TZf f/zaf w/zg/z yoz/ go oz// OM p/acgmg/zf f/zgrg 'f a 6zg (fzvzcfg 

6gfM/ggM zof/zgr<^ OTZÂ  /Mg(fzca/ ĵ ẐÂgM/f Ybz/ ZooA: z(p fo f/zg 

aWyoz/ ygg/ a 6fY Ay f/zg/M aW / <̂ 7z Y f/zz/ẑ  

ng^. TTkzZ' Mgg^ fo 6g gof̂  /"/(/ (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 

6.5.1.1 Negative Effects 

Reflecting on their experience of shared learning in the first and second year 

assisted in the recall of examples: aW aW 

f/zg o/zef M/g m f/ze aW cZmfcoZ 

we// ' (l:40T). Unfortunately the m^ority held negative 

experiences of this learning and the following quote typifies the comments that 

were made: '7b / K K O M groww/ 

ay f/ze /̂ rogrwMmg / ? r o g r e f ' (l:20T). Although some good examples were 

discussed, the negative experiences surfaced more readily: 

7 /zm;gM Y (̂ oyzg OMy ;o/za/ f/zz/zg f/zaf /zow/z Y feyrzA/e fo 

Eve/yoMg f/za .ya/Me fAmgĵ  ovar oW over gvg?y fz;?ig we /zorva 

a/^AzMg jzoAza/ a/zaf ive a// gacA ofAer a/zf/ z/ okgĵ fz Y gef̂  

aA^o/zg anyw/zgrg' (GI:2M) 

They were adamant that: V/̂ f/zargf̂  /gar/zz/zg M /^oor zf Agcaẑ yg ẑ  Aizy a 

gj^cf OM j/oM' (Gi:3]si). Having a bad start was highly influential for some as they 

now felt that: 'w^fAmg zMfgr-prq/gĵ AyzoMa/ zf Mggafh/g, zY fg^^^gfpgfMafzMg 

/zavg /z<W a gji^r/g/zcg ̂ Ag/zr̂ f fz/Mg' (GI: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 &ustrated with the venues: ')f%gM wg /zarvg fo go fo f/zg 

TMĝ fzca/ ̂ cAoo/̂  z f / z A g fAg mgcfzcâ  wgrg fAg zTT ôrfanz' o/zg^ aW wg 'rg 

ĵ /zarzMg f/zgzr /gcfz/rg' (I:30T). They were not convinced that holding groups in each 

other's departments was a good idea: 

'TTzg /)gc^/g /'vg ôA%» fo /zorygM Y r g a / ^ x f / z g m q / ^ 6 g M ^ f 

gvg/yoMg rga/̂ x rgĵ g/z/ĝ f /KZvzMg fo go wp fo ^o/c^eM/oo(f 

&Aoo/ 6Mz76/mg) fo 6k fo/MgfAz/zg fAaf f/z^ ^ow f/z^ Yg Mof gomg fo 

gazM /MMc/ẑ OTM a/zywc /̂. / rg/Mg/?z6gr aT f̂/zzMgĵ o/M ayry q/̂ f/zg f/zmgâ  
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f/zaf were ĵ o/M eve/yoMg co7? /̂az»fMg f/zaf Y 

fo 6g fAere' (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 difBculty 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: 'TTze w/ere f/zey M/greM Y we cow/c/ Aavg 

owr /ecA/re agper/gMce' (GI lM) A general information overload also 

appeared to be a large hurdle for them.- gh;gM /MwcA 

ca» 07i/y f^org TMZ/c/z. M gowg fo 6g rg/gva/zf 

/̂oz/ arg /Morg //A:g/y fo 6g /gam or fz/m zzp' (l:l4Ad). However, the biggest 

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

'Bgcaziyg x/g 6&)/z Y / ^ g fAg c/f»zca/ &î grzg/zcg wg ca» Y ̂ gg f/zg 

/"g/gwayzcg propgr/y .yo / g M f z r g ( y j:z/rg f/za^ zf c/oĝ y /zavg a /)/acg z/z 

fAg/zr^f coz(p/g q/ygarf. zf M r^gfzfzoM, w/zzcA w goo(f z» â omg 

cafg^, 6zzf zf ca/z 6g 'w/g a^rgac^ Ayzow f/zzf wAy arg wg /zgrgO^cg 

j/oz/ 'vg goz" Âaz" myozzr ̂ z/zf/ zY fgg/z ay a c/zorg' (1:15M). 

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 /̂Az/zÂ  fo/»gfz/?zeĵ  zf 'j; ẑ/zfg (fẑ ozMfg /̂ awf gvg/yoMg gogâ  af a 

faAzgg/ẑ  wAgfga^ wg cozz/c/ a// 6g wor^z/zg fogg /̂zgr aw/ zf 6g Ag^r ybr f/zg 
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m fAg ZoMg n/M pz/// fogef/ze/"' (l:20T). The 'diqointed' 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: gof/zg fo fw/?: fAaf 

jpgqp/g WOM Y fgg f/zg /"g/gVAMCg ff, ygg/ gg^ /MMc/z OMf ff' (1:15M). 

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.m Practical Aspects 

Having practical activities incorporated into sessions at an early stage had proved to 

be traumatic: 7 fo Aow AaW 7 J /wmwfgf, zY woL; 

g/»6a/yayfmg, wizy //^g a AwTM/Z/af/o/?, 6gcaz/:fg 7 W ̂ gg/z /Ag /%o/zg 

fAg ofAgrâ  (Gl: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: '2%g gz/gfffo»f wgygM Y 

azmg(f af z ,̂ wgrg az/Mĝ f a j7gqp/g wzf/z gu^gy/g/zcg o/z f/zg 

(GI:1M). It became clear that any student with limited clinical experience, but 

particularly medical students, felt overwhelmed by this lack of clinical experience 

\^en 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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z/pyziyf /Y 'f aM 06/fgaff0M Mof Agcâ yg wo/zf 

fo. MofTTzecfzca/ ffWewAy Aecaztyg /'ve gof co/zfocf wzf/z a 

j'fz&fgMf Mz/Tfgf a/zaf f/ze rgj^owe w - â /za// 7 6of/zer goz/zg f/zM? v4w/ zf 

Zẑ  7Z0, zf 'f a icoffe q/̂ fz/zzg' (1:15M). 

Nurse and medical participants felt coerced into first and second year shared 

learning events and they resented the poor timing of the events: 7 //zzwÂ  m fAe/zr^f 

}/ear zY way a rea/^rcec/ f/zzMg, f/zw wyoz/'re ZMfgr-frq/efĵ zozza/ f/zmg aW_yozz wz// 

gef a/o/zg' (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: (1?zg(fzca/ ̂ ŷ zẑ fg/zf̂  &)/z Y Jb aW fAey /zagf/ fo. /zof^azr o/z 

oW zY Tzof ̂ zr zzâ  reaZ/y' (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: 

7 db/z Y f/zz/zÂ  zf Aaj" Aeeyz fzzccef^/ z/z zzzy f/zg 

fgffzo/zf, g^gczaZ/y z/z /̂zg /z/vf a/ẑ f fgcoW)/gar, /zarvg 6gg» (/̂ cẑ ŷ zo/z 

a/Z(i a 6zf fay A: orzgMfa/g f̂. ĵ fzz<jg»Ay Aavg/z Y /b/Zowgc/ f/zo^g aW z/ 

.ygg/TẐ  fo Aavg AroAgyz z/zfo argz/mg/zZ '̂ (I: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: fAe yow Ye a fAWyear, yow rea/we 

fAaf Y Azzow Y /n/w/ f/zaf' (1:1 OP). A 

suggestion that experienced students had a role to play in helping novice students 

was voiced: /zorve fo fo fAe/M Aave fo raffowf/ffg aW 

yowr owM 7b w a/yo /ee/ //mve 

a W / Aow fYyg/f. / ' ve a /zff/e eay/er' (GI.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; yf/zey Ye Mof 

Y car/y ' (I: lOT) Whereas the opposite view was: y zf wag 

W a /of gomg, we// W Aarve fo, f/ze j7eqp/e f/zaf 

weyzf wow/c&z Y »ecef 6e (l:40T). Overall it was considered more 

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

yf/ze /)eqp/e Y wawf fo 6e f/zere, f/zgre MM Y fAaf mz/c/z doMe. 

yioM Y Aorve /o gef o/zyf/zzMg oz/f a f eff fo/z, )/ow coM f zf f/zere aW 

6/ocÂ  eve/yf/zz/zg oz/f eve/z z/̂ yoz//z/zî  zY ZAZfereĵ frng, 7/yoz/ &»7Z Y rea//y 

waM/ fo 6e f/zere ̂ /oẑ '//yzwf 6/ocÂ  zf oz/f /More' (I:50T). 
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This is an interesting insight into how those who are determined not to see the 

relevance or to particifa^te manage to negate the experience despite the efkrts of 

others. 

Negative attitudes were very difGcult to deal with in the 6rst year, as were the 

incidences of individuals who sabotaged the experience for all group members: 

o/ze fa/cf (I: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 fiiture. 

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: 

'ToM m/g/zf we// gef a Ae/fer /"gjpoMfg ZTzaAg fAmgy co/y^/fofy. 

w/zo /zo rg/eva»ce z/z zY avozf^f^ focza/ 6zzf /zâ f f/zey 

coTzfzMZ/ef/ fo come fo /Ae /ecfzzref f/zey /Mzg/zf eveMfZAz/Zy Aave c/zc^(/ f&zf 

f/zere M re/eva/zce. 7/ zMoy 6e f/zaf we /zarve fo 6e /zAe cAz/ĉ e/z z//zfz/ 

zY geAy f/zrozzg/z fo eve/yo/ze f/zaf zY z/y^rfa/zf' (I:20T). 

As course work became increasingly demanding participants described how they 

struggled with prioritising: 'f pzzffz/zg f/zaf zm 6a/o»ce wzfA eveyŷ /zz/zg e/fe f/zaf 

/̂ozz've gof fo /earn, /'m Tzô  gzzẑ e fzzre wAere ̂ /ze 6a/a»ce /zej;' (I:40T). This 

pressure resulted in strong opinions and different approaches: /?eqp/e fz/nz 

zzp ybr fAe coz(p/e q/j/earj^ f/zzf yew / /zave/z Y 6ee/z a/zy OTẐf a 6zf 

a shame' (I:15M). There needed to be dialogue between students and staff in order 

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

'TTze wAo/e poz/zf q/̂ /zzg/zer e(/z/cafzozz w f/zaf yozz Y 6e ybrce^f fo fzzrw 

z^. 7 f/zzM^ f/zaf /̂ze Aejrf f/zmg fo w ̂ oz / zMa^ zf c/ear fo j?eqp/e wAaf 
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're /A zY re/gva/zf fo /Ae/M. f eop/e we /more 

/ z^ (y fo fz/m Aecaifyg f / z ^ ca» ^ee f/ze Ae/z^^ q/'/f' (1:1 IP). 

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: V f/zzwÂ  f/ze fo (feczJe )4//zaf w 

ayz(/ w/zâ  zf ' z/z ferzm e^/z^fzow' (I:10T). Different 

expectations about attendance could be extremely detrimental: 7PE lyaf/z Y 

c0/?^z//ĵ 07yybr q/̂ /̂ze of/zerf aW f/zafyztyf ZTZ a zf 

zm/Meĉ za/ê x yoz//eg/ /z^, /zorve we ^of/zerea^ f/zey Am/gyz V' (GI: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 

6.5.2.1 Talking and Listening 

There was acknowledgement that when shared learning worked well it was of 

benefit to all members of the team: f/ze /̂zêM aW Z69 f/zz/zg, f/zaf ̂ egrgga/zofz 

6ghvgg/z/̂ rq̂ ĵ â zoAza/ groz^&Z^ fAoz/Z(f /wzAe ẑy zMore q/̂ a feam' (GI:3N). Or as one 

participant concluded: 'TTzw ca/z zt?^/ybryoz/ /afgr AecazAyê yoz/ Ayzow w/zzcA 

z)ye q/^rfOM fo ca// z^o/z/or aafrzce oracfzA^/ (M ŷwfa/zcg wAe/zyozz 're fo^/zg 

care q/^eqp/e. TTze f z//» foW M greater f/zwz f/ze zWh;z<̂ z/a/ ' (I: lOP). 

Positive memories about the potential benefits of shared learning emerged slowly 

and specific examples were used to illustrate their feehngs: 7 e/yqyecf Aorvrng a 

cxyfzve azÂ zeMce fo fe/Z Âem wAaf we acfzA /̂̂  do. /ybz/W zf rea/()/ goo f̂ faZ ẑ/zg 

ô Aer ̂ eqp/e a6oz/f w/zaf /ze^ me z/WeryfaW eve/yo/ze e/jfe m/e' 

(LOT). 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 6om 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: 7 fAowgA if 

/fffe/zmg fo f/ze wAo mzgAf Aove p/ace/Mg/zZ aW /mwcA /More 

f/za/z we of f/zaf oW fo w/Aaf fAey Aac/ fggM aW 

wAaf fAey /eamf' (I:I3M). A seemingly simple act of listening helped to develop the 

necessary appreciation of complex professional roles and provide scope to: af 

Aowj/oz/r w m perapgcfh/g fo f/ze ofAer /zga/f/zcwe 

(1:1 IP), a valuable connection between theory and practice was established. 

6.5J%.ii Linking Theory and Practice 

Participants complained that they found academic learning hard as it often &lt 

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 fbcussed 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: YAe way fY wa; 

arowKf a carafe. Tow M/erey?Wmg ro/gf a greofer 

(I: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. 

zf acfwaZ/y we werg q / " o u r /zge/f a Aff, 

once we W gone oW /f waf a ve/y g.̂ ĝ er/gMce, 7 we are mwcA 

/More rec^^fve fo jŷ fo/Tzeo/ze 'oAj/oz/ 've go/ 

owe weeA^f/ze/z 7 wow/̂ y go fo zf Aecaẑ ye 7 f/zz/zA:yoz/ /earn ĝ z/zfe a /of' 

(I:12\i). 

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: '7f /"ea/Zy w a f/rzA3//o/z w/zereyoz/ Aove a///vq/effzo/za/a^ worAzzzg fogef/zer, 

eac/z Aaj; a/z eQ̂z/aZ co/z/rzAzẑ zo/z fo //za^e. TTzey (/z<^ Y fe// ẑ y w/zo woz//(/ w/zaf, we 

(Zwcz/j'fef^ zf aK a groz^p a/z(f/preâ eMfeÂ  w/zaf we f/zoz/g/zZ' (I: lOP). Despite the clinical 

speciahties 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 A/zow o/ze z?ze(fzc 7 ̂ o ^ /o faz(/ f/zaf zf zâ  ve/y aca(^/»zc 

z/z f/ze aW fgcoWyear aW fZAjlak»/x zfco/?^Zefe(y ̂ /z^re/zf ZTZ f/ze f/zzr^fyear' 

(I: MM), and suggested that it was important to avoid this rapid change of focus. 
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The m^ority 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, hnks 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, aAer 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 Receptivenew 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. 

6.7.2.1 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: 'ToM mzg/zf ay vve// 
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^ggm/zmg 6gcaz^e fAa/ 'f Aow /f gof»g fo 6e wAgM jxoM /gavg aW c/o 

fAmgf' (l:6PT) and also: 

'/« a way 7 fA/MA: /Y 6g Aĝ fgr ^o7» Âg ^gg/wzmg q/̂ fAg 

cowTĵ g Agcaztyg 'rg f z^ofgtf fo wor^ ay a fgam zf Morg /zâ z/raZ ^ 

yoM ffa/Y fAg o^roacAyro/M Âg Aggm/zmg ZMffga<̂  /M^6g ZMfrô A/cz/zg 

fAg coMc^f Aa^(^ /AroMgA wAg/z zY m^Af fggzM a Ziẑ  zworg a/zg/z' (l:40T). 

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: V fAz/zÂ  fAaf ̂ zY AW Agg/z 

ĵozMĝAzMg wg W afoMĝ ozM fAg 6ggz»»z»g wg wozz/ff Aovg 6eg» ZMorg rgc^fh'g fo zf 

MOW. j/oz/ go fArozzgA, yoz/y /̂ rq/gĵ â zow (fzvzijg aW Âg (/zvzffe gg ĵ- wz(^r aW 

wẑ fgr' (I TPT) 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 difRculties with shared learning, it was worth 

taking this risk in the hope that the experience itself would be useful: V fAz/zÂ  fAaf z/̂  

wg 'rg worArzMg ^oggfAgryrom Jlory o/zg, zzzaryAg ̂ /oz/ /?zzgAf 6g morg rgc^fzvg aW /zzorg 

owarg q/̂ fAg rgayom^/or zf wAgTzyozz 'yg z/z fAg fAWygar' (I: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: 

y w g j'zoMa/ Mow 7 fY woz/W 6g 

a W more Y /zm;g /Mz/cA fAg /^r^Wfce 

<3.9 we m f/ze/frf/yew 6ecaz/ge Mcw we Aove TMef a /of aW 

worAeî  wzf/z cz /of q/̂ /Met/fCf wAo are rea/Z^ goo<i 5'o we are a /of /wore 

rec^fh;e' (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: 

7 f/zaf m f A e y e a r , /̂ow Aave /ea'ĵ  /(fea aĵ  fo of/zer/)eqp/e 

ro/eâ , m f/ze ĵ ecofzaf̂ /earyoM â farf fo gef /More q/̂ a» zg%<̂ erĵ faWmg q/̂  zY. 

^ f/ze f/zWyear, /̂oz/ /zave a Mzce vzew^o/M a// f/ze experzeMce f/zaf 

yoM've Aa(/ q/̂  w/zaf of/zer /)rq/eĵ a:zo»a/ĵ  <̂ o aW 7 f/zmÂ /̂OM /zeec/ f/zaf 

eĵ erzeyzce 6^re}/OM ca» acc^f yomf /ear/zmg' (I:3PT). 

This participant beheved 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: 

'A/bw we wa/zf fo /earw, we wa»f fo ̂ ow a6oMf f/zẑ , we waMf fo /ear» a6oM/ 

everyone 'f ro/e. ^ »ow rea/zfg f/zaf we /zeec/ f/ze ĵ ẑ pŷ orf aw; we//' (GI:3N). Nurses 

103 



Chapter 6 Results of Analysis 

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: 7 fAe fAWj/ear, Aecaztyg m aW 

f g c o W y o z / 're fo f a W worrfW f T o w Am/gM Y rea/Zy 

aWj/OM 're ff;// fo gef fo grya^ wffA f/zg pre-c/fMzca/ (I: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: Vf MM Y fAaf we Y /Y f/zew we Ae 

/Mz/cA /More rec^^h/e ro Mow' (I: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." 7 fAmA fAere '& a Aimger 

yor fAe fAarec/ c /mfca/ ' (I lOT). 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 

identiSed that: ^^ew/ fAe f/ze /z/̂  a Tzzfrjfe occẑ pafzoMaZ f/zerapwf, 

fog a /o/zg wzfA f/ze/M w/zafever' (GI:2M), and recognised the advantages of 

shadowing each other: 7 f/zm^ f/zaf̂  zY w g'z/zfe M/ce fo fee w/zaf raf/zer f/za/z 

6ezMg fo&Z w/zaf f/z^/ ca/z (/o' (I: MM). However this type of shadowing was not 

reciprocated: /zever ^ e W a akry wzf/z a /we^/zc' (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 6om 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 Grst priority of shared learning was the creation of a link between theory and 

practice: 

/TKzAg a/zy ff/ve z/̂ weMcg o» fAe wor^/acg. come co/(^ OM^ 

AMOWfMg a6oz/f 'f vg/y 6g^egM 

^rq/gf /Ago/y aW/^mcf/ce. .yyow Aavg a/rga<^ gof f/zaf ZmAagg aW 

fAaf z/7Kfgrj:faM</mg wzf/z gocA ô Agr, fAan fAoâ g org /MMcA go&fgr 

fo Az/zM (I:20T). 

Having been encouraged to think independently of each oAer 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; 

# 'Co/wMZ/MZcafzo/z, rgwmvorÂ  aW /zow zMzz/̂ zfAfĉ /zMwy fgazMf 

foggfAgy' (I:7PT). 

# 'Cg// Azo/ogyzMzcro-Azo/ogy Y apgc^c zf wayyz^ vgyy gg/zgra/ 

gg/zgfzcj^, ^f /zo<iy zM ẑ/ZTy ^Wzf^zc;;ybz" rgj^gwc/z' fGI lP). 

» VbzMf fgfj^zom o» cozzz/MzzzzzcafzoM foggfAgr or fOA»g /zAg 

7Ma/z W /za/zdZzMg' (GI:3]Sl). 

# 'farfzczz/ar/y f^o^g 6gcaz/;yg fzzc/z a ZTZzz/̂ z-cfẑ cy/zMazy arga' 

(I12M) 

» '7%g rgjfgarc/z co/^rgMcg 6&zy - f/zofg q/"gvg/z/f arg vg/y goo(f' 

(I:40T). 

# ' / /ga/f/zpo/zcy za' j^o/»gf/zz»g wg a / / Mgĝ f fo Azzow' (I:8P). 

105 



Chapter 6 Results of Analysis 

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 

6.82.1 Communication Networks 

There was a wish to: fA;///; fAaf w/g a// /zea/fA 

ewe fOMaZiy' (1:1 IP). Communicating effectively within teams in order: Yo 

/gam fo /zaMg w/fA paf/gMA; fo w/fA 

peqp/e fo fge ^ c a M a owe 

coma m wzf/z' (i:6PT) Being confident enough to question other members of the 

team was a recognised way of gaining information: 'TTzere 'j- Mo vvAy 

Yy m ' (Gl:3lsl), 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. 

6.82.ii Complex Team Communication 

There was a belief that: f gop/e gg/ g/M6arrayfg(^ oMce 'vg ĉ Tzg a //!Y/g AzY 

m a c / m z c a Z r g a / w g /zow zf w p g q p / e fo co/»/»w»zcafg' 

(I:10P), which means: 'ffg a// ^gyz^f^oz/z OMgomg co/M/MZ/Mzcafzow ĵÂz/Zâ ' 

(I: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: 

M emy fo OMf yoz/r ro/gj! wAerg fAg grey argay org' (I:50T). 

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. 

7/ M fo Âg grey argay wg Y 

fa/A; Agcaz^gyoz/ /^mcf/cg wor^mg m a fga/M ybr f/zg gooc/ q/̂  f/zg 

OM j)/acg/MgMf, 6wf yoM (foM V »gcgafarz(y f/zg 

w/f/zm yoz/r ĵ cAoo/, aW zY q^g/z fo /zavg ^07?z of/zgr j9gop/g 

w//zo Aavg 6gg» fazzg/zf f/zmgf, oryẑ yf of/zgr/7gqp/g' (I SOT). 

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 comphcated 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, fbcussed on: a// vg/y wg/Z 

6gz/zg a6Zg fo vgr6a/Mg yozzrfg^ 6z/f wg a// 7zgg(/ fo A/zow /zow fo wrzYg a rgaj:o/za6/g 

107 



Chapter 6 Results of Analysis 

/effer ay M/eZ/' (1:1 IP). Whereas medical participants were concerned that: '7%^ 

are a// vg/y Aeg/z OM w/g /zm/g fo :^g/7(/ a; /M«cA ff/Mg 

wg caM, Awfor/gĵ , gxammmg /̂Ag/w aW fAg» gomg 

yga /̂mg aAoz// wAaf /Aey Yg m ybr' (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 difRculty in seeing 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 J.i Biological Sciences 

The concept of learning science-based subjects together was acknowledged, as it 

seemed the most sensible thing to do, primarily because: V wow/f/ fmagmg fAaf 

o f A g r f o w »gg(/ Awow/g ĵ̂ g' (I:9PT) and, 'fF%g» wg cfo cg/Z 

6fo/og}ymfc/'o-6Wogy fAaf Y jpgcf/?c zY way yztyf vg/y gg/igra/ ggMgf/cjf' (GI: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: m c A g y g a r , hvo /Zaf yMafgj" wgrg a 

aM6;̂  a /Mg(/fc, foyoz/ %tyg(/ fo gacA ofAgy OM awafowK w/zg/z wg 

wgrg/frff //ymg fo /ga/Tz zf zf rga/^ /zg/pg(f' (I:13M). Thus, emphasising that 

students' carried out shared learning quite naturally, despite a lack of formal 

integration across professional curricula. 

6.8J H Psychosocial Sciences 

Occupational therapy, physiotherapy and nurse participants discussed whether other 

subjects, such as behavioural and social sciences were significant: 
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# co/M/MM/zfcafzoM or j9.^cAo/ogfca/ j-o/yigfAz/zg f/zaf 

gvg/yAo^^ co/Mg acroM wAere yow wou/c/ a// /gar/z fowefA/Mg' 

(GI:3N). 

# "BeAavfoz/ra/ jrc/eMcgj', Aecaz^e a// f/zg /?rq/efa /̂o/iy Am/g fo c/go/ w/f/z 

6g/zm/;owa/ a^gcfa' q/jpafzgMAy a W c/zg/zf^ m f/zg w a y ' (I:3PT). 

# '7%gy Mgg<̂  fo (%p(y f/zg/Mj'g/vgj' /mzMy f ocW ĵ c/gMcgf 6gcaẑ yg /̂ Agy 

arg ĵ o gMfrg/zcAĝ y m^c^j' aW/zgi/ygf fAaf f/zey ca» Y j'gg ̂ Ag wzfjg/" 

pzcfZfTg' (I: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 leamt: 

7 A?zo)f f/zaf wg ggf /ĝ ĵ  6zo-/zga/fA /̂za/z f/zg mg /̂zcj' &) aW f/zg a//zg<̂  /zga/f/z aw/ f/zg 

TMgî zcj' ggf /gĵ ar OM co/»mz/MzcafzoM aWpfycAo/ogx- 'Ŝo/Mg q/"f/zoĵ g arg rgaZ/y 

argaâ  aW ?̂zay6g zY ĵ /zozz/̂ f 6g morg mfg/TTzmg/gaf ̂ /zâ  ' (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. 

Clinical Sciences 

Reasons why specific clinical subjects could be leamt 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: 'A/gz/roĵ czgwcg, f/za^ w j:o/Mgf/zz»g wg 'rg faz/g/z/̂  a /of 

aAoz/f ayz6/f/za/ woz//(/ 6g gzcg//g»f cAawcg fo j-gg /zoiy f/zg occz^pafzoyza/ f/zgr<3pz^ 

aWzof/zgrapMf:y acfz/a/Zy M//f/z fAgm' (1:13M). The theme of learning 

together and learning about each other underpinned many observations: 

7 f/zzM^ j^arfzcWar/y j'̂ oAg Aggaẑ gg f/zaf 'a? j'z/cA a TTzzz/fẑ /zfĉ /zMaTy arga 

rga//^/. .Rga/MZMg f/zaf /zMgg z/̂ wf m ĵ ôAg rgAâ z/zYâ /OTZ rgaZ/y Ag/pg(/ /Tzg 
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fo fAe / ? r o c g f c o / M m g m fo paf/gMf gomg Aoywe aw/ 

o» q^er we//' (1:12M). 

Dealing with overlaps in practice and difGcult clinical conditions at the 

earliest possible time was the preferred option: VAere M aya/r (/egrgg q/" 

over m f 'f, /(Aez/ZMafof̂ //)ro6/e77w. Tow cow/̂ / /oo^ af 

jy-ŷ ŷMzc f7/»gf a w / c o / ? ^ / f c a f f o w fAô e coW/fzoMf ' (1:1 IP). 

The understanding was that integrating some subjects wouldn't require much 

reorganisation: 'A^cw/ar fA%/eW, Mewro/ogfca/ cow/̂ / Ae f/zfegra/e /̂ 

wfY/zoŵ  rea/^ cAa^gmg 7MO(/w/gf ve/y /MwcA. TPE coz//̂ / 6e q/̂ //ze 

ybr /MOff ex:a/?iy' (I:10T). Participants were convinced that learning clinical 

sciences together would be highly relevant and productive. 

6.8.4 Case Studies 

The importance of making learning patient-centred through the use of case studies 

was highlighted: 'ZooÂ mg af caye M o/ie zy?zporfa»/ //zmgf' 

(I IOT) and, 'Gzve a cage fce/iar/o a / % / o n exaTMf/zaf/oM, fAe» we coM M$e 

/Aaf ' (I:12M). Participants were very definite about the reasons why case 

studies should be used: 

# "Ay yor / caM gee a//»og^ eve/y cage c/mzca//y mvo/veg /eogf fwo 

me/MAerg fAe fea/», fwo c/^reMf^ ^//gcy/meg /Mm/fMWZM. 5'o o6vfOMg/y f/ze 

/More «3fzgc(p/z/zeg zY (/oeg ZTZvo/ve fAe Aeffer f/ze /̂ zcfz/re we gef q/^rq/eggzo/za/ 

zMfegrafzo/z' (1:15M). 

# %ZÂ e7zfg wz// /zove Aee/i m go/we gorf q/"cage co/^re/zce gomewAere' 

(GI:3N). 

# 'ToM coz^f/ a// /zove f/ze ga/»e cage gce/zarzo, go yoz/ wrzfe zf̂ ro/M (/ẑ r̂e/zf 

/̂ ergpecfzveg, Az/fyoz/'re a/go gz^oge^/ fo ArzTzg z» f/ze ô Aer /?rq/eggzoMg, Azow 

}/oz/ f/zmA f/zey woz//̂ / f/ea/ wzf/z zY aw/ w/zaf fAe/r ro/eg woz//̂ / 6e' (I:7PT). 

» ZooArzfzg â  a cage -yozz ca/z gfarf fo /oo^ â  f/ze over/^yg aw/ gee f/ze /̂ ergo/z 

ag a wAo/e. TTzmÂ  a6oz/f eac/z o/Zzer 'g /?/-q/eggzoMa/ /?o/7zf q/̂ vzew' (I: lOP). 
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* 7'm a 6 / g c a f e ffW/ef fAoz/gA, fo 7 6e o» AfgA Aor^e' 

(I:50T). 

Clearly they were in favour of using case studies, as this would broaden their 

knowledge base and assist them to respect and understand each other's point of 

view. Case scenarios were perceived as being important learning opportunities in 

their own right, with the added bonus that they were highly relevant to practice: 

(W fAey are g/ve/z f/ze m(fî e»(̂ AZce fo care /̂ â zeTZ/:; ^ 

w/zeM f/zey fo f/zm^ a6oz/f zf.jy^eop/e we gzveM z/^rmafzoTz 

f/zey 're acfz/a//y fo 6e a6/e ztye w/ze/z f/zey go OM cZmzcaZ 

/7/ace/Me/zf, fo/f fzf z(p /zf̂ eM a 6zY /wore. 7/̂ zY coz/W /zove 

z/?^acf o/z ̂ Aezr /'racfzce 7 f/zzMÂ  fAzf wozz/f/ 6e /Mofh'afzMg of we//' (I:6PT). 

And also: 

'Tozf rea/zfe wAaf yoz/ were exyecfz/zg of/zer j^eqp/e z/z fAe fea/TZ awf 

j/ow W rea/zfe w/zaf f/z^ were ea^ecfmg q/̂ oz^ TTzaf waf ĝ z/z/e gooc/ 

Aecaztye zf macfeyoz/ f/zẑ Â /or o/zce raf/zer f/za/z feemg aW acc^fz/zg 

w/zaf f/zex do. Ybzf aĉ zza//y f/zz»A; a6oz^ w/zaf̂  f/zey fAz»^ a6ozff w/zaf _yozz 

are &*z7zg zM f̂eâ /' (I:14M). 

Participants were convinced that, next to direct clinical experience, case 

studies were the single most important way of promoting good practice in the 

clinical team and for students to make appropriate links between theory and 

practice. 

6.8.4.: Experiences of Case Study 

Strong feelings were evident when participants reflected on experiences of using 

case studies. The m^ority remembered e]q)eriences gained in clinically based inter-

professional workshops that had been held in Elderly Care, Palliative Care and 

Paediatrics. These workshops were memorable: "Becaẑ e we coM/(/ fee w/^ we /zacf 

fo &) cerfazAZ f/zmgf, w/^ we /zaĉ  /o ca// z^/z f/ze /ze/p q/̂ ô Aerf fo Âz/zgf, fo zf 

waf a A;zwf q/̂ c/z/zzca/ j?zcfzzre z« a grozzp worAf/zqp' (I:15M). Besides this realisation. 
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the practical nature of the workshops focussed attention on the importance of 

teamwork: '1% /e/f TMora a fowardk we 

a aW fAe/? gave /f waf a fga;M wor^mg 

foge^Aerybr go(%/ a ̂ oAg/zf' (I. 50T). The use of case studies heightened 

awareness of patient needs and increased motivation to work as a team member to 

resolve situations. 

6.8.4 ji Real versus Hypothetical Cases 

Whether case studies should be 'real' or 'hypothetical' patients was uncertain, with 

many promoting the real thing: 

W cayg w/zere fAere wm: a rea/ aWyow gef fo worA; wffA 

a eAcgrcMe 6g grwffe ay e%c;f̂ mg ay w/Aere 

/̂ow meef aw/ fo fAe / f/zz/ẑ  /f m wAe» / way 

&)mg f/ze A^orgreen wor&%Aop f/zaf f/ze ̂ fzenf w fAe ceMfre 

evg/yf/zmg' (I:12M). 

The complexity of the 'real' thing appeared to be preferred mainly because it 

provided the best preparation for coping with the realities in healthcare: 'Real 

7 f/zzM^ are became »o pof/gM/f' acfmzZ/x/zf f&cf 6oo^ aWyoM 

/earn f/ze fgf f/zmgf /̂ /zaf /z(%pgM m c/mzca/ f/fwofrnw. fbz/ go oz/f o» /?/ace7Meyzf 

oMcf zY Mof ZzA:e f/zaf awfyoz/ f/zz»^ /zaMg OM, w/zâ  zf goz/zg OM?' (I:9PT). This was a 

commonly shared view; however, the hypoAetical scenario also held some 

attraction as it offered flexible learning without fear of injuring patients in any way: 

'Ybz/ COM faz/or /%x)^/zefzca/ ĵ zYzzofzoMf fo /»gef evgyyAof/x 'f z/z f/ze 

groz^. Tozz <jb» Y^ee/ Mece^farz/y f/zaf yoz^ acfzo%y cozzMyeopw(fzfg 

foz»e6o<^. /f /̂zeore^zca/ _yoz/ ca/z come z^ wzYA zdleay aW ^f /z^ Ye 

/^er/zf^^ Mof ^Ae acc^fe^f zf <jbe.y7z V zMaffer ZMMc/z. f f e ' v e gof f/ze 

per/ecf cyyorfzz/zzfy fo pz/f f/zaf zMfo ̂ mcfzce evez? z/̂  zf 'f o/z(y f/zeorefzca/ 

/77'acfzcg'(I:llP). 

A compromise was offered in the form of either using paid actors, or students 

themselves, to take on patient roles. This was seen as opportunity to gain a 
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broader appreciation of issues 6-om both a professional and a patient point of 

view: 

rea/ aw/ (Y Aarvg go^ a 

fAgre, evg» ̂ ' r e /?refeWmg fo 6e a /%z/zeMA f ecy/e caM /TgrfOMa/zfe fY 

aW rg/afg fo Ae^er. 7/ W(iy a rea/ opeMer a W m e ff waf g'w/fe 

z/MporfaMf' (I:6PT). 

Also for; 

'0»e /TgrfOM prefgAK/ fo 6e fAe /?affe7i/ aW Âe» eve/yone fAgfr 

fAaw ĵ eemg /zow a// (/ea/ w/fA /A /f g/vef fAe/M f/za 

vfgw aW fggmg Aow woz/Zc//eeZ ^fAg/ were f/zg /?affg»/, fo 

ff m ô /̂zg ĵ af/gMAy /pgr^pgcf/vg' (l:7PT). 

Being faced with a living person, even if not a real patient, was considered to have 

su^cient impact on learning to be a worthwhile venture. A case study could be 

based on direct contact with a patient, a written case study based on a real or 

hypothetical case, whatever the situation case studies were unanimously supported. 

They also expressed the wish to be involved in compiling cases from their 

experience for use with first and second years. 

6.8.4.m Graded use of Case Studies 

Case studies should be carefully graded according to the level of training reached 

which was primarily why participants believed that they could assist in developing 

appropriate teaching material. For instance the case would be introduced at a very 

basic level for Arst years because: 7 f/zW m f A g y g a r j/oz/ 'vg gof ofAer f/zmgy 

o/z^ow /Mf/z(/ /&g /ga/Tzmg /̂zg /zz/7?za/z ' (l:3PT). A lack of hands 

on experience in early stages also limits confidence in handling the material: 

Wf f/zg vg/y 6gg/M/zmg, wg 'rg MOf gozfzg Ayzow /zow fo a /z/ffo/y or 

a/z gJca/MZAzaffOM, fo ca/z Y rgo/Zy rgvo/vg woz/»<̂  f/zaf. Ybz/ Y 

Mgcgj-ĵ Wf/y A/zow Aow fo faAg fAg z/̂ r/Mafzo/z yoz/r^g^ 6z/f //^fomg6o<^ 

gzvgĵ  z^ a cawg â cg/ẑ i/'zo aW/f»6/zMgf o/z gxzfTTZZAzaf̂zoyz, f/zg/z wg caM z/yg 
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j-o zf wowM Am/e fo 6g a^rg-ayj^gff/MgMf ccwe' (I:12M). 

This worked best when students had opportunity to apply knowledge in a 

clinical setting and by the time they reached the third year: .S'o/Me /Mga/y 

efAfca/ g o a ' (I: SOT), as they were searching for, and 

could handle, more of a challenge. One participant suggested: a 

fgcoW a W j / g a r a : foggfAer a w / o « r cojrg fiWf&y fo f/ze aacA 

ofAgr' (I IOT). As this idea was shared in the first interview it was possible to 

check its popularity during the remaining groups and interviewees. The idea of 

working across levels was discussed with other participants who accepted and 

developed the idea very positively without any doubt about its potential for 

success. 

6.8.4.iv Practical uses of Case Studies 

Many suggestions were shared about how to make use of case studies to explore 

professional roles and develop effective team working strategies: 

'ToM /zavg a pafzeMf f/zaf gvg/yoMe g/yoy ff wow 

c/mfcaZ aW re/gvaMf fo /Aa coMrjfgyoM arg (fomg. M)»g i^prgcfafg;; 

Âg ofAgyj: arg (fomg; wg fgg wAaf wg yfOMf fo ^gg oW Mof/zmg g/fg. 

^zf way ZM ĝgrafgc/ mfo j;o/MgfAmg cZzMZca/ /zA:g or cayg aW /zow 

(fo cowra^gf ggf f/zgm frazMgJ^ zf woz /̂̂ f / zg^ a W (GI:2M). 

Participants referred to experiences they had had with complex cases: 'C^ffzc 

Fz6mĵ w /Mzg/zf 6g a goo f̂ gx%z/ŷ /g a cofg w/zgrg a// (/(̂ r̂gyzf argoû  /zavg wz z/^zzf' 

(I:13M), or practical ways of dealing with difficult situations and stereotypes: 

"Pz/f zf z/zfo a j^gg/zarzo /zAg ^fo/Mgo/zg gf o/z fAgyZoor, Aow arg yow 

gozTzg fo ggf f/zg paAg/zf z ^ f A g w A o M goz/zg fo Ag/^? f/zg 

/Mg(/zca/ ffz/(^7zff Y f o y j/ozz'rg f/zg /p^fzof/zgrfapz^, yoz/ ggf f/zam z(p 

q^f/zgyZoor, rafAgf fAa/z j^zffz/zg aroz/yzc/ W^z/zg a6oz/f f/za z^/ga/' (I:7PT). 

Exciting and provoking learning experiences were also suggested: 
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zg) a fAree-Zzow f/of, awf (/yvf(/g Mfo ŝ/Ma/Z g r o z g ; f A g 

/zoMr iZM Aowrybr /^r^araf/OM. 7%gM TwaAe z^pyow fwo argwTMe/zff 

aw/ co7»g 6acÂ  aW 6arf/g ;Y ow/̂ . / fAgyg are fo /onger 

6z/f we were worAzMg fogefAer aW zf way ygg/ fea/wwor^ /f 

yz/ff jpgg<& fY a// z^' (I:50T). 

In their experience positive and challenging use of case studies fired enthusiasm and 

increased learning as it was more memorable: 

7 /MggM ff /prgf^y a/?zazmg f/za/ / ca/z rg/zzeTyzAgr f/ze Zayf 

ygar. / /ooAec/ of f/zz/zgf yro/M a /zz ĵ'g vzew wzfA ayacz/z/̂ ofor 

wAo ofAef/- w/zaf <jb_yoz/ fAz/zA f/ze »zzrj:e woz//(/ &»? 5%e f/zg/z faze/ w/zaf 

f/ze fAoz/g/zf aW evgyyoMg g/zfg(/ af fAe 7%e 07z/y regref wof f/zaf 

we coẑ W» Y /zave /oo^cf of a// /̂Ae prq/gĵ â zo/ty. /f worAeff 6eca«& ê zf 

wof/z YyziYf f/zgorgfzcaZ./' (I:8P). 

The creative use of case studies was unanimously supported as was the suggestion 

that third year students should contribute to developing realistic examples based on 

their experiences. 

6.8.4.V Discharge Planning 

Having already suggested that case studies were relevant because: 

wozf/c/ /Kzve 6ggM ZM fo/Mg fOTf a ca^e co/^rg/zce fozMew/zere' (GI:3N), participants 

were struck by the idea of setting up learning experiences which offered the chance 

to practice the art of discharge planning: a cowe coT^re/zcg o/zyoz/r ĵ afze/zA 

Agcaztyg f/zafa^o/zzef/zmg we 're goz/zg fo co/Mg acrofa: Zafer o/z' (I:12M). Once more 

the relevance of the activity to 'real' clinical practice underpinned this reasoning; 

'T^ere 'f a Az/ge g/?^/zafzf OM f̂ /ze ro/e c/zfc/zarge p/aMMZMg aw/ zff 

ĵ o/MefAzMg fAaf 'f gz/zYe /z<zr(/ fo co-orf/z/za^o/" j!o/MefZ7»g.9 wzfA a/Z fAe of/zer 

prq/effzo/zaZ aw//br fAezw fo z/Mc/er̂ faw/ w^ereyozz 'ra coz/zmg^om aw/ 

}'ozf fo zmderffaW wAere f/z^ 're cozzzzTZĝ o/M. ̂ ozzzef/zzMg /z^ fAaf zzzzg/zf 

6e gzzzfe zz:y^/' (l:40T). 
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The aim was to: 'Draw a / M a / z a g e / M g M f f / z o f /7eqp/e Ara/w 

fAfA7A:mg raf/zgf yW 6emg fo' (I:3PT). Discharge plaiming generated a lot 

of enthusiasm, particularly as the professional and team working skills required 

were so exacting and relevant:'/ (/o/f Y AMow f/zg q/̂ a goof/ 

ww/fZ W ' (Gl :3N). The opportunity of practising discharge 

planning in this way was considered essential as: 

'7%e af/M q / ^ M a/wqyf fo ggf fo j;oo» 

(zy aW fo do fAaf )/oz/ Meef/ fo 6e a6/e fo ztyg 

neecf fo Aove O r re/errak anaf /(A%. yi// q/"Mis neecf fo Aove aw 

af̂ reczaf/OM q/"Aow fo c/o ̂ /zaf' (1:13M). 

It was an area that participants felt able to advise about as it clearly reflected their 

experiences of clinical work: /zâ f a groz^ q / ^ d b m g fAe caye 

con/erence amf f/ze /zraf }/ear& wafcAzng zf wowM 6e g«zfe goocf' (GI.3N). They 

envisaged a role for themselves in facihtating others, particularly Grst years, Aough 

there were questions about what would work for second years: 

7'/»/zor ^z/re w/zaf woz/M fge. 7%^ /MzgM f zf f/zgrg fqymg - o/z 7 

a// a6oz/f f/zw or, '0/z 7 wayzf fo f/zey we &)ZMg f/za^ wro»g' (GI:3]SI). A 

comment that suggests that second year nurses would find this experience more 

difficult due to the stage of learning that had been reached. 

This nursing perspective was not necessarily shared by other professions; 7 fAz/zA: z/̂  

/earn ^ogg//zer, .90 fo/Tze q/̂ f/ze akw/zzAzg came m f/ze aW fAey 

reaZzfgf/ f/za/ we were ̂ rq/gj^a^zona/f/zg fa/we af f/zg/M' (I:20T). Therefore, despite 

the nursing reservation about the second year, discharge planning was proposed as a 

potentially rewarding activity as it involved all team members in a process of 

learning about each other's roles, and from each other's divergent approaches to 

patient care. 
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6.9 Organisation of the Programme 

6.9.1 Timetable 

After establishing the theory - practice links as the first priority, participants 

considered the second priority which was for shared learning to be integrated into 

the programme on a regular and meaningful basis: wow/ff Aove fo/if mfo fAe 

^ lOT). To accommodate this constraint other aspects of the programme would need 

to be reorganised and/or removed: core 

Y Am;g a wzfA f/zaree/ /ga/Tzmg zf f a ; 

fo gef a / caw Y 6e (I TPT). 

Simply adding shared learning events to the existing schedule was not acceptable as 

this would increase the aheady onerous burden on students:' FoM ca» Y over 

peqp/g COM 6g worAg<̂  f/zaf wg (/oM Y Am;g fo /Morg Aoz/rf 7 

(joM Y caM ak ' (llOP) Although the idea of meeting a couple of times a 

term was proposed, the m^ority were in favour of meeting more often: 

/Ag/M rgg«/ar(y aW zf/vg atA/fCg aW/ggcAac^ wowW 7»aAg 

fAg/M /gg/ morg mfggrafgfZ 7/ ' f Y fY, a /MO(Â /g ffa/ff a/mf a// a 

f wdWgM mfggrafg^/ z» fo _yoz/r 6%/̂  o/zg fg/ẑ / /o 6g 

fggM (fi^rgyzf/)/, w/zĝ Agr wgrg ̂ z/̂  zzẑ o a f/of wAgrg a (/^rg/zf 

/MO<̂z//g ẑ ygf/ fo 6g or /zof' (I:6PT). 

Regular contact, over a period of time was preferred as it not only provided 

consistency in the academic setting but might also influence the development of 

relationships between professionals in the workplace. Meeting as often as every 

fortnight was proposed as a way of forging links between theory and practice: 

'6gcaz^^g zY Zf vg/y f^arafg aW ẑ  \ /zof zz/zfz/}/oz/ ggf oz/̂  z» c/z»zca/ f/zaf yozz acfzza//y 

yga/wg fAaf r/zgfg fAzMgĵ  go fogg^Aer' (l:9PT). The assumption being that effective 

clinical work depended upon the individual's ability to integrate all aspects of the 

learning experience. 

Starting shared learning at the beginning of programmes appeared to be acceptable: 
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j' wg are fo Aave f/zw OM feam worArmg, zf w /̂ roAaA/y va/«a6/g 

fo ffarf ff̂ o/M fAg AegmMmg' (I:40T), however there was very strong advise given 

about reducing the expectations of first year students: 

'DoM V m ygar ow/ f/zam fo gef OM 

wffA /Y OM /̂ Agfr owM Aecaz^e &)» V A»ow Aow fo, f/zey've MOf .yee/z 

fY. Gh;g fY fo fAg are rea//y zY. 

T/f/ro^A/cg f/zg/zrj^f ygarf f /ow/y a W 7Maf»faz» zY. wz7/ Awz/cf wp ^Agzy 

co/̂ f̂gMCg jpgaAzMg fo ̂ gqp/g f/z^ db» Y Anove' (GI:3N). 

Being leA to fend for themselves too much in the first year had not been a very 

positive experience. A side effect of such overburdening was that un-facilitated 

sessions became less of a priority: 7PE growp^ a f̂arfgc/ rgayo/zaA/y wg/Z af fAg 

6ggzM»mg, 6z/f /̂zgM ^gqp/g M/grg wẑ A »Mr;yz»g ̂ /z^f or /za<̂  wor^ fAaf 

(A/g z/z z/ (fz6/ (AvzW/g fomgM//zâ ' (I:13M). This resulted in decreased motivation levels 

and poor experiences of shared learning that did more damage to relationships than 

good. 

Fortunately, they felt better able to deal with the demands that shared learning 

placed on them in year three. Each professional group identified less pressurised 

times within their programmes vsiien these additional demands would have been 

less onerous: 'TTzg â gcoM f̂j/gar zâ  co/y^amfh/g/y /zgAfybr gxaTM-y, yoz/ ffzZ/ /zm/g fo 

gacA fyffg/M coz/rfg, Y /zm;g f/zg yTzq/br AorrzA/g gW q/^/ga/- gxa/?M 

/zA% z» f/zg/zrĵ f aW f/zW^/gar' (I:13M). An appreciation of how shared learning 

events would impact on other learning experiences at the time appeared to be 

necessary. The 'real' experience of the pressures faced by students was another 

reason why they felt that third years should have a voice in the decision making 

process. 

6.9.2 Student Responsibility 

6.9.2.: Professional Responsibility 

Shared learning was considered to be part of the future of professional education 

and participants had a positive attitude towards the role that they would have in any 

future development: 'FoM 'vg gof fo fo/»gw/zgrg a?z(/ (/j/ozf (/oM Y ^ c/za»gg 
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fAgM fY V/ Mgvgr ggf Ag^gr' (1:16PT). A podiatrist approached the 

discussion about shared learning with an air of certainty: frng gogj: zf wf// 

6gco/Mg TMorg commo/z. wf/Z /zof 6g fAw Mgw â Aarĝ / Zgammg f/zmg f 

/f wf/ / 6g aM fMfggra/ jparf q/̂ fAg ccwrarg' (l lOP). This f i l ing of inevitability 

was shared, as was the belief that they had already played a significant role, though 

this was more evident in practice (collaborative teamwork) than in academic 

education (IPE events). 

There was a genuine belief that giving students more responsibility would generate 

relevant activities that could be viewed in a positive way by other students. Drawing 

on personal experiences, either of real life patients, or composed hypothetical cases 

was identified a significant pathway for students to contribution to programmes. 

They recognised that the next challenge was to plan and implement timely, relevant 

and meaningful shared learning experiences for the current student population 

(Appendix 20). 

6.9.2.11 Personal Learning 

Being challenged to take responsibility for personal learning was deemed essential: 

'PFg a// Aavg aM area fAaf wg^g/ m aW wg Y wa/zf fo 

f<jg fAw. ^ 7 Aovg /̂ rgfg/Kf fo 6g fo/MgoMg g/fgybr/ryg 7 

coMg oz/f zoAzg aW fAaf 'f vg/y cAa//g»gmg, 6z/f o»cg 

}/oz/ 'vg &)Mg zf yoz/r zo/zg wzak»gdl 'vg a// gof 

f/zgm aW wg Y f/KZM vg/y q̂ g?z / f/zz»^ wg Am/g fo' 

(I:20T) 

The majority felt that the confidence to do this developed towards the end of their 

undergraduate training, when they had personally experienced the benefits of 

collaborative teamwork and shared learning. For all professions, except medicine, 

the third year was when they were motivated enough to contribute to the 

experiences of others. Medical participants identified that it wasn't until the end of 

their third year, or even into the fourth year, that they felt this level of confidence. 
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Discussion about individual experiences of teamwork and how this had shaped their 

attitudes and developed their skills was intriguing: 'Ybz/ fo Ae /or 

yow /zave /gwTi fo m a ay wg//. Tbi/ 're a/z 

Y /oofgyoz/r 6ecaw^e_yo« are q/̂  a ^ea/M' (I:20T). 

This awareness appeared to stem 6om previous experiences in both academic and 

clinical areas. 

6.92.in Self Directed Learning 

Shared learning experiences in the past were felt to have been directive and 

unsatisfying. Participants wished for shared learning to be more student led as they 

preferred to be proactive rather than passive recipients who were told what to do: 

'A^6e/or q/fAe fef̂ y/oRy fo 6e /ecZ 6y ̂ fZAjlg/zfj:, /?K^6eybr fAe/M fo Aave a 

cAo/ce ca/z 7%e/z f/ze o/ze re/eva/zf fo 

f/zem, zf TMore afWe/zf (fzrecfecf' (I: lOT). The concept of: yzWzMg owf w/zaf 

f̂z/(̂ e/zAy fo gef oz/f zY, z/^r/zg//ee/ are goz/zg fo 6e»^f^o/Mef/zz /zg 

fAe/z f/z^/ 7/ &) z f (Gi:2M) was offered as a solution to the problems of disinterest 

and lack of motivation experienced by some medical participants. 

Occupational Therapists and physiotherapists expressed an enthusiasm for 

increasing the element of self-directed learning.- 7 ' ^ â z/re fAaf ca/z 

eMo/TMoẑ  rê ôyẑ zAzZz/y z/"f/zey /zave fo' (l lOT). This could be for purely social 

reasons." 7 /?zeaM zfgooa^ o/z a ĵ ocza/ co7zfe%f Aecaẑ ye }/oz< ca» zY wzf/z 

/)eerf aW /zof ĵ ozMeo/ze w/zo w goz/zg fo 6e feac/zzMg}'ozz' (I:50T), but more 

importantly because confidence gained 6om clinical experience had opened up the 

possibility that they could do this if given the chance: 'f z/y^rfaM^ fo 6e 

c/za//eMge(Z a/moâ f <j<3z/x w/zafever /eve/ aW fo /zave â o/TzefAzzzg f/zaf yoz/ /zeef̂  fo 

/̂ZZTẐ  a6ozzf aW c/zew over. .y êve/yf/zzMg w fo/(/ f0}/0Z/, f/ze/zj/ozz 6eco7Me ve^y 

/)af ĵ zve aW f/zere 'f /zo /ear̂ zzAzg' (l:50T). They clearly did not enjoy being passive 

recipients. 

Whether occupational therapy and physiotherapy participants were confident in 

expressing their views because they held additional frustration as a result of the 

joint nature of their programmes, or whether they were simply more familiar with 
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voicing their opinion could be debated. Any contrast between their experience of 

shared learning within the School of Health Professions and that which they 

experienced in faculty inter-professional events was not discussed in detail with 

them at the time. During interviews their positive interest in shared learning in 

comparison to other professional groups had been acknowledged, however, the 

extent of their keenness to contribute was not discovered until the analysis stage 

when their desire to influence the learning situation became evident: 

# f/zowg/zZ goW w/zaf fAey affdw Y ZfAe zf, 

(I:40T). 

» V A/iow w/zaf gof 

f fzme aW f/z^ 're AouW fo /zm;e zcfeaf Aow f/zaf cowM 

c/zaMgec/ or y/zaK^ (I:50T). 

# "Mbrg /'gjpo/zĵ z6z/z(y yor (fê e/TMz/zmg ly/zaf f/z^ OM 

a^roprzafg Zea/Tzz/zg ĵ /fwafzo/z ybr fAg/?z (ITPT), 

# '77z^ Ye gazMZMg /̂zezr owM reapo/wzAz/zfy ybr wAaf f/z^/ 've gof Zea/vz 

ow we// af Aow f/zey are gozMg fo ca/Ty zf OM m f/ze/Wz/re' (I:6PT). 

Whether shared learning was as valuable as other aspects of the programme 

was questioned and there was recognition that sometimes when given 

responsibility students wouldn't necessarily prioritise in similar ways: 

fo/Azefz/Mef (/zfopypozMfmg f/za^ f/zere were/z Y a// f/ze /)ec^/e f/zere. eve/yo/ze 

ĵ eemê / fo /wf fz/c/z a tzW q/"ey/^/zag^ OM zf' (I:50T). If one professional group 

were seen as placing less emphasis on shared learning by not turning up for a 

timetabled session, this reinforced negative stereotypes and some participants 

felt very let down by their peers, which added to general feelings of frustration. 

Despite the needs of some to have more control, there were a few reservations about 

the extent to which student independence could be taken. This was mainly due to a 

lack of confidence in personal awareness and abihty to succeed: 7 f/zz/zA: (f^cz/Zf 
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m fAg /frff aWfgcoTK/jxgar Aecam'eyow &;» V recogMwe w TMOj;̂  g/^cfrve 

c^/ewTzmg w yoM /zave ea^gr/gMce q/̂ fAe wAoZe jpgcfnwz. 7 TMea/z ff'j- w/ff/z 

/̂ Ae 6gM^f q/̂  AzMdk/gAf fAaf /'/» forymg fAw' (1:15M). However, the inchnation to 

exert some informal level of control over personal learning and the learning of 

others was an asset that could be utilised more. 

Participants were positive about the role that might be adopted in the decision 

making and planning situation, and believed that: Aove 

fAaf A m ; e g o / z e fArowg/z zf f/zg7?zj;g/vej^' (I:40T). 

6.9J.iv Mentor Role 

Ovgrvzew 

A preoccupation with the stage of training reached permeated through all areas of 

the discussion. Participants were happy to work across levels: 'Aecaztyg/)gcy?/e afo 

/zfCeM fo f/ze f/zzWyear^, / /zffgAze^/ f/ze ' (I:30T), and were 

particularly keen for third year students to have some responsibility for assisting 

students in lower levels. 

Practical experience gave third year student views a credibility with other students 

which was extremely important as: '7%g are f/zg 

exygrze/zcg zf, f/ze ffqĵ Ayzow wAaf M aW fAe A?zow f&zf fAe 

w/zaf M 6ẑ f ẑ  f/ze fAzr(/};ea/' f̂ Wgyzfa f/zaf acfz/aZ/x go f/zrowgA zf 

aw/ /gar» wAaf /zeĝ / /o AMOW' (I: SOT). A certainty that third year students would 

have more chance of convincing less experienced students that seemingly irrelevant 

information would become more important in the long term was apparent: 'Became 

f/zaf̂  'f f/ze/z co/Tzmg^om /̂ /ze f /70z)zf vzew' (l:40T). They could also help 

students to understand that although it takes a long time for some things to make 

sense and become part of the big picture, it did all fall into place eventually. 

There was a generosity about the support participants were wilhng to give other 

students, and a number of existing support networks were identified, including a 

'buddy system' between first and second year occupational therapy and 
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physiotherapy students, and a 'super family system' within the school of nursing. 

Medical students also had a support network of their own: V f v w W / e 

ZwfgM fo w/zaf f/zQ/ /Kzve fo &) go 6y q/̂ /Moz/fA a 6zY' (I: MM), which 

perhaps reflects the informality of the mechanisms used by all students. 

Fortunately as: 7 oAz/y fo f/zWyearf 6gcaz^g / wow foo fo a 

Mz/râ e. / a y ^ / z g o/̂ /gr ĵ fz/dg/zZf aW fAex wgrg rgaZ/y »zcg 7 rg7Mg/»6gr Aow 

fo ̂ /zW)/ga/-f wAo /ooA%(/ a^gy /Mg' (GI:3N), these support networks 

were there on a needs led basis, whether or not this had been formally organised or 

not. 

The wish to support and educate by example was partly seen as a duty, but also as 

the way of gaining the respect that their experience deserved: 

'Toz/ coẑ W f/zWygarf a / z / ^} /ga r j ' z^. /f 6g goo^//or fAg 

yzrff ygar^ fo ĵ gg 6gcazv:yg f/zgy woz/Zĉ  /zavg Mo gJî grzgTZcg q/̂  zf, f/zgM f/zg 

yzrff^'garf /TzzgÂ  ĵ gg /zow f/zfr(/}'ga/'f rgapoW fo ̂ Ag fAzrtfj/gar /»g<̂ fcf 

vzcg vgrâ o. &) fAaf f&y cozz/(f fgg fAaf fAgrg M fomg mz/fzAzZ rg-^gcf 

f/zgyg' (GI:3N). 

This respect would be witnessed when those who were about to quali^ were asked 

to identify and discuss the issues that they considered important. 

It seemed that the camaraderie between students was beneGcial to everyone: V/z /Ag 

j/gar )/oz/yz^f^ggZ oz/f q/yoz/ Yg (fqpf/z a// q/̂ f/zg fzmg' (GI:3lsl), therefore you were 

appreciative of any assistance offered The feelings of inadequacy in the first year 

were memorable and as a result third years were highly sensitive to other students 

needs:' Foz/ ca/zyẑ ŷf jpof ĵ oywgo/zg m / A g c o z { p / g q/̂ w/ggÂ y Agcaztyg f/z^yz^af 

Am;g f/zaf/gar OM f/zg/r^cg. v4W}'oz/ ca/z rga/Zy owfoczafg wzf/z /̂zaf 6gcaziLyg}'oz/ 'vg 

6gg» ÂrozigA zf' (GI:3N). 
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Another positive consequence of helping first and second years was that: VM 

rea/Mg /zovy /zove /gamf' (GI:3N), which acted as a confidence 

booster. However, they did not wish for this situation to become too organised: y 

fY ' j : f Y ca/z j-z/re, Az/f ̂ ' r eywLyf ivafcAmg 6)/ 

fAe fz/ne we 'fe f/zWj/eara^, j/oz/ 're ẑ/zYe ztyetf fo zf' (GI:3I4), which might account for 

a reluctance to structure informal networks too much. 

6.9.3 Staff Responsibility 

6.9 J.: Professional Characteristics of an Effective Facilitator 

As the work in shared learning was not seen as professional specific the facilitator's 

area of expertise was not an issue: 

are a// wor̂ z/zg fo /̂ze fa/we az/Mj: f/ze/z zY Y /Ma^er w/zo/M 

f/zey&rcz/z^afor z& F o r //ze f/zare^/ /ear»Z7Zg groz^j^yow 're /oo^z/zg af ^Ae 

over/ap fM/ . ; w /prc^ff zo/zaZ f 6 e a6/e fo f/zaf' (1:20T). 

It was agreed that if the facilitator was good professional background was of little 

consequence: 

Wf M ) o r g r e e » zf (/z<^ Y /?zaffer w/zo yoz/r fz/for f / z ^ were a/ / 

.ye/zzor /^rq/effzo/za/j^ w/zzcA / f/zz/zA^ f/zaf good! PFe gof a /of /wore 

^ e d & a c ^ OM f o c W wor^ f/za» we <̂ ẑ  OM o/^f/zzYzg e/fe, f/ze waa: v e / y 

goocf aW/yziLyf f/zz»A^ zf /zza^fe f/ze /ear»z»g ea^erze/zce 6e/fer' (1:12M). 

However, the facihtator's enthusiasm and skills were deemed more significant 

by one occupational therapist: 

7've a/waryjf/ozz/z^/ f/zaf fAe z/«^zrz7zg o/zea^ fo 6e f/ze mo^/zz/e co-or^/z/zoforjf 

w/zo are g'z/zfe a^/za/Mzc z/z f/zezr ap^roacA. Zf oAvzoz^y fAaf f/zgy /zorve a 

A/zoWedlge 6e /z^zn fAezr f w ^ e c f a W f/zezr fopzc z/z^zref f/ze//z' 

(I:50T). 

The beneSts of having more than one professional facilitator were also highlighted: 

7f woz/Z<^ 6e goo(f /zof fo Aave f/ze ĵ az/ze /̂ ro/eâ â zoM eacA Ame. .Becaz^iye fAeM_yoz/ 
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/gam fo aW ca» jwf e;?̂ /z6WM OM 

f/zmgf' (i:50T). Having a 'rotating facilitator' was seen as enhancing the inter-

professional nature of the experience. 

6.9J.ii Reasons for having a Facilitator 

Participants appreciated the need for effective interaction and indicated that this 

should be facilitated by someone with experience, particularly in the early stages: 

'7%e or f/zozz/f//'r/TMarf/y 6g fAe 

wffA /May6e f O T M e o / i e o r gh/mg ' (l:70T). They were clear 

about the role of the f^ihtator being to keep the group to the task and to assist with 

problem solving if the need arose: ca/z fee ^Aere a ̂ o6/e/M w/fAm oMg 

f/zgy oz/f' (I:7PT). 

This included help to devise strategies for dealing with difGcult patients, as can be 

seen in the following example, which supports the use of role-play: 

wffA a/z arrogwzfpaf/enf. Ifg coz/M wafc/z /ecfz/rer^ (io zf af q/̂ a Zecfz/re 

aW fAg/z wg &) zY' (GI SISI). But also how to deal with peer pressure 

within the group: 

"Ebr/y OM ̂ /oz/ arg g'zzzfg gay;7y z/̂ z/g/zcg f̂ awf ^fomgoMg f o/MgfAz/zg 

zf 'f f gofzgr fo agygg w/fA /̂ Agfzz f/zaf fo (/zfagreg z/z fo /»g f o c W 

coMfacff /zr/Tz/y 6g/zgvg j^o/MgfAzMg.EspgczaZ/x ^ ^ / z ^ /zarvg gof morg 

gj^grzg/zcg f/za» ̂ /oẑ  /zm;g a/ẑ f z» f/zaf wary zf ca» ̂ rqpargafg f/zgzr opz»zo/z 

z/z j/oz/Tfg^ (1:15M). 

This comment provides some insight into how vulnerable students might be in 

group situations and a need to conform with professional peers might take 

precidence over any individual priorities. Anyone who had a different perception of 

other professions, or who wished to take a slightly more positive or negative 

attitude than their peers might choose not to voice this opinion. This would then 

result in an imbalance in the overall group conviction that may need to be 

counteracted by a good facilitator. Having a facilitator available as a trouble-shooter 

to deal with both clinical issues and group dynamics was a necessary safety net. 
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6.9 Juii Changing Role of a Facilitator 

Whilst it was clear that inexperienced students would need support from a 

facihtator, they also described how this role would change as this experience 

increased: 

'// /zm;e ro/e. 'f morg rni 

o6fen/affOMa/ ro/e a W f z / r e fAaf we are OM /fme ybr 

wg Ye 7%g ro/g pro6a6/y cAa/zga' (I:15M) 

The need for great flexibility in achieving a balance between direction, or 

allowing the group to take control of their learning was acknowledged: 

'Tow coz/Zc/ Aorve fomeoMg fo ggf fAe 6a// ro/Zmg c/ari;)/ 

MOf fo 6g foo fm;o/ve(/ o»ce fAgy 'va gof fAe fc/ga, 6gcaztyg Yg gammg 

fAg/r owM /'gjpo7Wf6//f()/ ybr w/zaf 'vg gof fo /gwM wg// Aow 

fAey Yg go/Mg fo ca /vy ff OM m f A g ^ z / r g ' (I:6PT) 

And; 

7f f/zg j^roA/gm q/^gz/zakMcg, ^^/oz/ w g a/ / mearg q/^wAa/yoz/r ro/g w m 

a fzfz/â /OAZ, fAgn f/zgrg w/z Y /Mz/c/z M g g g / ^ z f 'f a cofg a6oz/f w/zzc/z 

7ZO OMg ^ g w mz/c/z, zY cow/<i 6gco/?zg giz/zYg /zaraf z/̂ MOMg q/̂ ẑ :; wgrg awarg 

q/^f/zg ro/g ZM a ẑfZAZfzoM. 7 % ^ wgrg f/zgrgyz^gf fo (KA/zcg o W gz/zdg' 

(I: MM). 

A facilitator who was sensitive to learning needs and skilled in judging situations 

was needed. One participant suggested that the success of the shared learning events 

relied heavily upon the skills of the facilitator: 7 zY ^ o z / arg gomg fo 

/gcfzzrg zw, 6z/f ^ o z / cozz/(i co/zcgMfrafg o/z f/zg f/zmgĵ  f/zaf wg wozz/ck Y a6oz/f. 

Tbzz woz//a&z Ygg^ afzywAgrg of/zgnyzfg, Agcaztyg m fAg /zr^f coz^/g q^ygorj^ zffggw 

Of a cAorg' (I:15M). This perhaps reflects the key roles of a facilitator, which are 

primarily to encourage an appreciation of how shared learning is relevant to clinical 

practice, but also to maximise the involvement of participants by carefully judging 

their abilities and appreciating the context in which they are performing. To make 
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this judgement eGectively facilitators would need in depth knowledge of each 

professional programme so that they were aware of what students were currently 

learning. 

6.10 Method of Learning 

6.10.1 Learning in Groups 

6.10.1.1 Purpose of Groups 

Experiential learning in inter-professional groups was the preferred environment. 

This represented the reality of working with other professionals in work-based 

teams and provided opportunity to witness good teamwork, in both academic and 

clinical areas. Besides assuming that group learning was best suited to a shared 

learning scenario, participants keyed into how flexible group learning could be. 

Also how working with others might increase personal confidence in dealing with 

untoward incidents and developing a wider scope of practice: "A 'a" eoay ybr yztyf fo 

agam. ZTzerg a gve/y ay we// fo yoz/ Y/ee/ 

zfoWe /̂' (I:IIP), and most importantly: 'M%e»yozz go z/zfo f/ze 

)/oz/ 'rg wzf/z c/^rg/zf /avg/f ^we recog/zzf mg f/zaf 

ay a ĵ ẐÂ /zAy f/zaf ca/z fo z*y. 've a// gof foz/zĝ /zzAzg fo eac/z 

of/zer' (l:20T). Participants recognised the potential of group work as a method of 

promoting confidence and active involvement in team working 

6.10.1.11 Size of Group 

Nurses and occupational therapists had e)q)erience of group learning and voiced 

opinions about the size and constitution of groups confidently: 'Ybz/ d(̂ /zz^g(y 

fo ZM a/z gyzg'z/z/}/ Aayec/ /ga/?zzMg groz^p w/Aere ̂ /ozz ggZ' fo Ayzow^gqp/g. v46oz/f 70, 

zf 'f gz/zYg a Mzcg /zzzTM̂ er, zff OM. Tbzz coz//<^ Y Aavg zf ayiy /̂zaf, 

f/zâ  'f ybr cgrfaz/z' (GI:3N), and supported this with reasons why this size would be 

most successful: 

Vĵ yoz/ /zavg /arggr grozzpĵ  q/pgqp/g wz// âzf 6acÂ  aŵ ^ /zgcgfa^arz/y 

6g ̂ arfzczz/ar/y ZAZfgracfh/g or proacZ'h'g wzfA f/zgzr /gar/zzMg. T/̂ ozz ggẐ  

ĵ ozzzgozzg f/za^ '& a 6zY gz/zgfgr, f/zgy 'rg gz/zfg /zapy3y fo 6ac^ azzc/ o6&grvg 
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raf/zgr cAaf m fomefAmg fAaf f/zow/cf 6e TMore q/̂ a» acfzve 

Bz/f 've gof a .y/Ma/Zer groz^p TMoyAe owe or fwo /^eqp/e 

eac/z zoAza/ groz^p _yoz/ W Am/g fo faÂ e /xzrf aW ggf o» w/fYA zf a 

more ' (I:40T). 

As a result, the size of group was considered to contribute significantly to the 

success or failure of the learning. 

6.10.1.m Duration of Group 

The question of whether group membership should be static or rotated provoked an 

interesting debate about the optimal length of time a group should work together. 

Preferences appeared to revolve around personal rather than professional issues as 

could be seen from the differences of opinions held by physiotherapy participants 

who clearly could not agree on the best way forward. They identified definite 

benefits &om working in the same group." woz/Z(y /ze/̂  6roz/g/zf fogef/zer o» a 

regz/Zar ' (l:9PT) and also because: 'zf wozz/c/ zM̂ ereâ ẑ/zg fo /zow evg/yoMg 

cAa/zggf ^/zgfr ̂ grapecfh/e ay f/zezr coz/rfg gogj^ o/z' (I:3PT). 

However, this view was not shared wholeheartedly by all the physiotherapy 

participants: 'D^rg/zf groẑ pâ yẑ yf Agcaz^g ̂ /oz/ ggf (f^rg/zf /7grapgcfzvg& /'m »of a 

/'rz/Mg g%a/? /̂g q/^orf/zyj^zof/zgr^wf fo zf'f gooafyẑ ŷ  fo fgg Aow ofAgr /?gqp/g wor^' 

(I:6PT). Another physiotherapist was not able to make her mind up about the best 

way forward." 7 zTwagz/zg ẑ  woz//(/ 6g 6gf̂ gr fo c/za/zgg 6gcaz*yg f/zg/z}/oz/ ggf of/zgr 

/?g(^/g opzMzo/zĵ  6z/̂  f/zgTZ ĵ aryz/zg f/zaf 6y c/za/zgz7zg /Mg/TzAgrf f/zg groz^p yoz/ /ggZ 

/gfĵ  co7?^rfa6/g gac/z ̂ z/zzgyoz/ wgrg c/za»gg6/' (I TPT). This perhaps reflects the 

dilemma of whether the purpose is to gain depth or breadth of knowledge and 

relationships. 

Other professional groups had similar difBculties with this decision making 

process and the compromise of staying in the same group for one year was 

suggested: 

'M:^6g Âg fa/»g groz^ ovgr a /pgrzô f q/̂  fz/?zg m gac/z OM gogf 

f/zrozzg/z f/zgz/" frazMZMg 'rg a/fo gozMg fo dgvg/qp f/zezr AwoWĝ ĵ g aW 
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a/Kf fY 6e Mfce fo â gg fAe /Trogrê f/OM ayyow go a/o»g. MzyAe 

fAg Aggm/zmg/?eqp/g wow/c&z Y aacA ofAerro/gj:, 6z/f 

A o p ^ / / y 6y fAg gwf}/ow V <%prgc;afg /Azf a 6fY /Morg' (l:40T). 

This was believed to be Ae best way as relationships and understanding of roles 

could be developed over time in the knowledge that this would eventually be tested 

in a diSerent setting with different people in the future. 

6.10.1.iv Group Dynamics 

Membership of the same group was 6ne if the group worked well together, 

however, there was concern that being left in a poorly functioning group was not a 

good idea: 

"̂TTzgyg 'f c&ZMgg/" pz// /?gcy?/g foggf/zgr aW /gavg 

fAg/M m ̂ Ag fomg groẑ pâ , zf y f ^ g j;a7»g (zy ^oz / z^ m oz/r /argg 

grozĝ ĵ . )fg Y MgcgffanT^ <jgvg/(y a/zy 6gffgr ZM/g/'aĉ fOTZ aW 5'o 

/ m^afzoTZ /kz; a f f h ; g oz/fco7?zg' ((H:2M), 

Medical participants in particular felt that a lack of learning focus or difficult 

relationships in a group would be a waste of time, and were less keen to devote time 

in overcoming these problems. As the professional group with the least group 

experience they were concerned that members and medical students in particular, 

might be unfairly judged: 

wz// cozTZg acrof m a groz^ (Afcẑ yĵ zofz Of /̂zoz/g/z fo/Mg /̂ gcŷ /g arg» Y 

coM/7'f6z/fmg aW zY w/ZZ o»/y 6g a f/?za// /prqpor/zo/z o/}7gqp/g w/zo Y 

fAaf arg ac/zW(y /zof f< f̂7zg a/r̂ Y/zz/zg Agcazẑ g f/z^ cazz Y 6g 6of/zgrgd[ 

f/zg rgff 14'z//yziyf 6g gz/zgf, /?g()p/g' (1:15M). 

A lack of group experience lead to apprehension about group work and they were 

less confident about managing issues as they arose. They felt less able to contribute 

to the shared learning in these circumstances. 
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6.10.1.V Group Organisation 

Those who had more experience of group work expressed similar concerns, but 

were slightly more resourceful in their ideas about how the groups should be 

organised to overcome the limitations. Occupational therapists were particularly 

forthcoming in sharing their ideas about how to overcome what they perceived to be 

too much talk and no action: 

'reyjf&f oW fo pgqp/g, fAere Y w i y i n 

m fAe fa/we roo/M. Tbz/ /w/gMyztyf lyg/Z 

awf gef (Mfgracfrng, (^owmg 

mferacfh/g a W Armgj^ m euiyengMcg' (I.20T). 

Splitting into small sub-groups would ensure that everyone had opportunity to 

contribute to the discussion, however shy they might be in the larger group. 

'Tow coz/M Am/wfo/TM Âmgâ  aW fAew zY a// 

fo fAe groz^ m genera/. 7'vg /oz/W f/zoâ e fgffzo/zj: gz//fg z^a^ /̂ 

Aecaz/̂ yg ofAgr Armg fAmgy, we (/oM Y a// A?zow 

eve/yfAmg' (I:20T). 

Simply being put into a group to talk was not useful without a challenging case study 

or a task to complete. In addition, allowing time for preparation prior to, or within a 

group session, was suggested as a confidence building activity: 

"^oz/ gfvg f/ze cayg gh'gj' <%po/fz/Mf(y fo /zarve 

z(p aW o /̂zerj; /zof foo. f/ze ve/yyzr^f g/'oz^, j/oz/ TWZgM /zof /zave 

rea/zfef/ fAaf yoz/ â /zozz/̂ / /zave z(p a/ze/ f&zf ca/z /)z/f z(p Wrrzer.; a/zâ  

/na^gj/oz/yeeZ o 6zf PPTzereoi; o/zce _xoz/ gam j:o7?ze 

z/Wera f̂a/zf/mg q/̂  Aow f/ze groz^ j/oz/ 're a// af /̂ze /70z»f' 

(1:501). 

Structuring practical group work around lectures was suggested: /zave a 

/ec^zfre OM fAe fqpzc oW fax we've Wcfyoz/ a// fAzf, MOW, we wa/zf )/oz/ fo /?z// 
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fY ' (I TPT). Whatever the context, a mixture of information and practical 

tasks were promoted as being a significant way of allowing students to take control 

and link theory to practice effectively. 

6.10.1.V: Assessment of Group Work 

All participants considered whether shared learning should be assessed or not at 

some point in the interview and three aspects were identiGed that would need to be 

taken into account. Firstly that assessment was a focus point for students in that: 

' o L y f a W c o m e f / z e M eve/yfAmg g/ge down 

fAerg, g^gcW(y fAg /)rgfa^wg w OM' (GI:2M). The most commonly held view 

was that if students were required to pass something, they were much more likely to 

pay attention and try to learn it. 

However, not everyone agreed wholeheartedly that students were only driven by 

assessments: 7 Y 'j' zY Wwg 

fOTMgfAmg. Tow Y Mgcgĵ â arz/y go fo f/zg /gcfz/rg or fgjffzo/z w/zg/z yow arg goz/zg 

6g (lyfgĵ fgdi Tbz/ caAz cra/» af fAg g/zdi Tbz/ cwz gg^ f/zg Mofgj:yrom ĵ o/Mgo/zg g/j^g' 

(I: lOT). This observation throws an interesting light on the individuality of student 

response and reinforces the need for clearly defined learning outcomes when 

planning assessments. It also highlights the need for students to be actively involved 

in the decision making process as a way of increasing the likelihood of introducing 

a relevant assessment process. 

Secondly, they did not wish to add to the overall assessment burden and expressed a 

preference for informal presentation rather than formal unseen written exams. The 

advise was to keep the assessment informal, such as a written evaluation to show 

knowledge, understanding or performance, or: yz f̂ fo /,/-gfg/zf fo f/zgzr pggrf, zf 

abĝ yyz Y /zavg fo 6g fgrzoKg or â iyf/zzMg. / f/zz/zÂ  f/zaf ^j/oz//?z/f fAg^z/z g/gzMg»̂  

z/zfo zY gvg/yoTzg rgmg/?z6grf f/za^' (l:20T). They felt that an assessment with an 

element of personal and group reflection suited a shared learning experience. 

Finally, developing an assessment with the right combination of challenge, easy 

operation and credit rating would be a demanding and time consuming activity. 

While there was acknowledgement that assessment was essential, there were a 
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number of interpretations about what would best capture the inter-professional 

experience. Some participants were able to be creative in their ideas: 

a gfAzca/ we, yoz/ TMzgAf a ybr aW agaz/wf 

Or ggf jPgopZg /rve a we//-

ge/Ze<̂  groz(p cozz/̂ / 6g gooijl / TTZgwi jxoz/ fcare .yo/we ̂ gqp/g 

wAo Y fAaf ĵ orf q / ^ ( I : 5 0 T ) . 

But it was not possible to gain consensus about Ae most elective form of 

assessment. The only strongly held view was that to be fair and equable the 

assessment should hold the same credit rating across all programmes. 

6.11 Summary of Results 

Participants believed that shared learning was inevitable as collaborative working 

depended on whether professionals developed a respectful attitude and an 

appreciation of each other's skills. High expectations were placed on shared 

learning experience and concern was expressed about the absence of shared 

learning in the curriculum. All participants identified how high the stakes were 

perceived to be and agreed that familiarity with the process of learning together 

would have enhanced their working practice. 

There was some evidence that shared learning experiences added to preconceived 

ideas about stereotypes. Based on a combination of observations of other 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. Although participants supported the concept of 

shared learning in an academic setting, they were frustrated that the content had not 

been highly relevant. They found academic learning hard as it often felt divorced 

from practice and suggested that 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. 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. 
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Next to direct clinical experience, case studies were the single most important way 

of promoting good practice in the clinical team and for students to make appropriate 

links between theory and practice. Many suggestions were shared about how to 

make use of case either with direct contact with a patient, a written case study based 

on a real or hypothetical case. The method of choice for shared learning was to 

work in inter-prof%sional groups. Besides assumii^ that group learning was best 

suited to a shared learning scenario, participants keyed into how flexible group 

learning could be and recognised the potential of group work as a method of 

promoting confidence and active involvement in team working 

Shared learning was seen as part of the future development of professional 

education and practice and participants held a positive attitude to the role that 

students would have in any ongoing development. They recognised that the next 

challenge was to plan and implement timely, relevant and meaningful shared 

learning experiences for the current student population and were keen to share this 

responsibility and contribute to a new curriculum. 

133 



Chapter 7 Discussion and Conclusion 

i)is;c:tiss;iCKPf vUsiD 

7.1 Introduction 

This study has investigated how students developed complex professional skills at a 

time when new initiatives in IPE were being introduced into the curriculum. In 

many ways the fmdings correspond with those explored in the IPE literature, where 

students are asked to evaluate their shared learning experiences. However, instead 

of evaluating specific learning events, or one off experiences, as was the case in the 

following examples: Carpenter (1995a), Reeves et al (2002) and Ker et al (2003), in 

this study, participants' responses were drawn 6om a wider perspective. This 

perspective included experience that bad been acquired by participants over a three-

year period in both academic and clinical settings. 

Having reached the third year in their professional education, participants had many 

memorable experiences to share. A sound appreciation of the nuances of shared 

learning was supported by descriptive examples from everyday practice. 

Participants identified when, and why, they had been most receptive to shared 

learning and what would have increased the relevance of this experience. Their 

suggestions about how to overcome the inherent problems of shared learning 

ofkred realistic, manageable solutions. From the evidence it is possible to gain 

insight into the participants' vision of shared learning in the future and the role that 

they wished to take in this developmental process. 

7.2 Creating a New Shared Learning Curriculum 

7.2.1 Receptivity towards Shared Learning 

When Horsburg et al (2001) investigated the 'readiness' of first year students to 

participate in shared learning, they found the results to be inconclusive as student 

responses where not based on a full understanding of the issues. However, Parsell et 

al (1998) showed that Gnalist students had a fuller appreciation of the complexities 

of practice because they had clinical experience. In comparison the study reported 

here provides greater insight into student reasoning and practical evidence to 

support participants' opinions. Participants highlighted that the ideal time for shared 

learning to be introduced would be at the beginning of the programme. Even though 
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students were most receptive, and felt able to make realistic use of the experience, 

towards the end of their training. 

When questioning participants about the best time to start shared learning they 

identified similar issues to those identified by authors such as Barr (1994), 

Dombeck (1997), Harden (1998, 1998a) and Mires et al (2001). For example the 

danger of undertaking shared learning before students had sufficient knowledge to 

fulfil their professional role was reason enough to be threatened. However, 

participants in my study considered it essential to start shared learning early in order 

to have time to develop the professional relationships that would prepare them for 

the realities of the workplace. An early start, followed by regular and sustained 

experiences of shared learning, was deemed far more important than single events. 

Differences in the timing of clinical placement had a profound effect on how 

participants viewed shared learning, as many early negative stereotypes were 

replaced by more positive real li& experience of working together in clinical teams. 

For example, nurse participants established a nursing role very quickly due to 

experience on the ward being carried out within days of starting the programme. 

Whereas medical participants' clinical experience started in the third year and they 

were more likely to evaluate experiences prior to this as a waste of time. This meant 

that some professions had opportunity to resolve negative perceptions f ^ earlier 

than others and the longer they had to wait the harder it was to counteract poor 

experiences. 

Evidence to support this is found in the transcripts of occupational therapy and 

physiotherapy participants. Their programmes were partially integrated, Wiich 

might account for why they presented in a slightly more positive way than other 

professional groups. Learning together in a joint school had advantages, such as 

developing mutual respect about each other's skills and level of knowledge. This 

sustained experience increased insight and motivation towards participating in 

shared learning. This affirms the findings of Leaviss (2000), that prolonged and 

widespread opportunity for collaborative working was more effective than short-

term experiences. 
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Clinical experience was highly influential for all professional groups in the study, 

but despite divergent experiences, they all felt most receptive to accept shared 

learning in the third year. Experiences gained prior to this, whether positive or 

negative were important influencing factors. However, there was a significant shift 

in their willingness to work and learn together in year three because they could deal 

with the demands in a mature way. Participants suggested that all shared learning 

activities prior to this should be specifically designed to support this final outcome. 

7.2.2 Relevance 

Communication and team building were common subjects across all programmes 

in the Faculty. However, participants reported how such aspects were meaningless 

when learnt in a traditional, uni-professional way. The statement by Rogers and 

Freiberg (1994) that: 'No one should ever be asked to leam something in which the 

person sees no relevance' (pl71) was particularly pertinent to this study. Even 

though participants believed in the virtues of shared learning, it was apparent that 

they could not always see the point of the activities they had been asked to carry 

out. Shared learning had not been sufficiently well integrated into professional 

programmes and was often viewed negatively when compared to most learning 

opportunities. 

In a review of other shared learning programmes Davidson and Lucas (1995) found 

that poor experiences of IPE resulted in non-compliance and little commttment to 

shared learning. These findings were confirmed in this study as participants 

indicated that if given the option they would not attend as they gave low priority to 

what they perceive to be a 'soft or irrelevant option'. The logical solution to 

overcome this problem was to make attendance compulsory at the begiiming and to 

change this to optional attendance as students progressed through the development 

levels. However, it was also recognised that despite reinforcement of the positive 

virtues of shared learning, some students would remain detached by choice. An 

inability to appreciate the finer points of collaborative work was believed to hinder 

some student's involvement and nothing could be done, other than to hope for a 

change of attitude as they gained clinical experience. 
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Ovreteit (1996), Opie (2000) and Miller et al (2001) all point out that professionally 

relevant skills which are easily associated with teamwork and patient care, need to 

be incorporated into the programme in order for shared learning to be successful. 

These aspects were acknowledged by participants in this study, who indicated that 

interaction with other professionals assisted them to develop strategies for coping 

with complex clinical cases. In their opinion the most effective way of increasing 

the relevance of shared learning would be to involve third year students in 

developing and carrying out sessions with less experienced students. They believed 

that focusing on case studies; discharge planning and collaborative team working 

was an essential ingredient of the work. This is in contrast to the findings of Parsell 

et al (1998) where finalist students were unfamiliar with the implications of 

collaborative working, perhaps because shared learning experience had been too 

little and too late for them to consolodate knowledge and experience. 

7.23 Student Centred Approach 

It was possible to identify how participants viewed student centred approaches 

through the examples of learning that they shared. These positive experiences 

included aspects such as: identifying learning needs and finding ways to meet them, 

students carrying out tasks and leading group learning sets, experienced students 

developing learning materials and experiences for less experienced students, and 

finally, shadowing experienced practitioners and/or students during clinical 

experience. Their expectations and feelings about shared learning appeared to 

match the experiential approach that was advocated by Freiberg and Rogers (1994). 

The reality of managing the first, second and third year schedule presented some 

difficulties, but participants remained idealistic about the involvement that they 

could have in shared learning across developmental levels. As third years, being 

challenged to draw on their personal and professional experiences to help others 

was highly adventurous. They were keen to take responsibility for their own 

learning and felt it was their duty to help and protect less experienced students 

through an informal support/mentor network. All professional groups had examples 

of how such networks developed naturally, as part of everyday practice. 

That participants wished to be involved in planning IPE was apparent and this need 
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was driven by an appreciation of the climate of change within professional 

education. There is evidence in the transcripts that participants' had a sophisticated 

understanding of the fear held by some professionals that IPE might challenge 

cherished and longstanding practice. This could be witnessed in the examples of 

professional behaviour that were shared and by the coping strategies that were 

adopted in difficult situations. For example, participants described many instances 

where they had to deal with resistance to change and poor practice in the workplace. 

They also discussed situations when they by-passed difficult staff in order to get 

things done, stating that they preferred to work with the younger, more open 

minded practitioners. 

Participants believed they had a role to play in overcoming this fear of change and 

joint responsibility with experienced professionals, 'to work together to leam 

together' (Who 1988). This seemed to be an inevitable part of their future. There 

was enthusiasm about the prospect of being involved in this process, though this 

was accompanied by realistic concerns about how they might survive within teams 

that were reluctant to change. A highly optimistic stance towards deahng with 

obstacles was presented as they were convinced that as third years they had much to 

offer. They were aware of the implicit power of knowledge and experience and they 

ei^oyed having the freedom to express their views as this made the power more 

explicit. An emphasis on student-led, experiential learning can be found in other 

evaluative studies, such as. Reeves et al (2002) and Ker et al (2003), however 

respondent's views were not presented in as much detail as in this study. 

7.2.4 Method of Learning 

A preference for working in a group was apparent in the discussions. It was not 

surprising to find that working in small inter-professional groups represented the 

reality of working in clinical teams as this would have become a familiar situation 

whilst participants were on clinical placement. Awareness of group dynamics and 

working in a team has been widely reported in the literature by authors such as: 

Engel (1996), Walton (1997and Opie (2000). However, due to the diversity in 

programme arrangements, some professional groups in this study were likely to be 

better prepared to cope with group work than other's, which resulted in some 

participants being disadvantaged 6om the outset. Material developed for use in 
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groups needed to be very carefully introduced and adjusted to account for this, 6om 

basic at the outset and becoming increasingly difRcult in the later stages of the 

programme, so that all participants would be able to make appropriate use of the 

opportunities. 

Besides assuming that group work and shared learning were positively linked, 

participants keyed into the flexibility it offered. As might be anticipated those with 

group experience were vigorous in their support and felt that this was the way 

forward. However, those with less group experience had reservations about how to 

cope if the group dynamics were poor, or members uncooperative. Educators were 

expected to be highly skilled facilitators who could deal with such circumstances. It 

was anticipated that they would adapt to unpredictable learning needs in similar 

ways to those outlined by Hughes and Lucas (1997, Spencer and Jordan (1999, 

Dacre and Fox (2000), Ross and Southgate (2000). Participants in this study had a 

good enough appreciation of group dynamics to suggest that facilitators might 

rotate around the groups, as this would match the reahty of working with diSerent 

members of the clinical team. 

7.2.5 The use of Case Studies in Clinical Workshops 

Whilst Campion-Smith et al (1999) discuss how, 'participants report their 

involvement in such learning as reaffirming, energising and fun', in this study 

participants did not refer to the experience in this way, however memorable it was. 

They tended to use words such as, 'relevance, interactive, tasks, skills and abilities' 

to summarise shared learning and only when describing clinically-based workshops 

did they react enthusiastically, reporting that the experience had been 'excellent' or 

'brilliant'. This evidence suggests that shared learning was most successful for 

participants when it related to patient contact and was initiated by clinical teams in 

close collaboration with educators. 

Clinical workshops spanned both academic and clinical spheres, which enabled 

students to appreciate how theory underpins practice. A focus on hypothetical 

and/or real life case studies and team teaching promoted a positive air of clinical 

relevance, which in turn increased motivation to participate and learn. The 

workshop formulae was proffered as a solution to some of the inherent difficulties 
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of shared learning. Participants believed that if careAilly introduced, at an early 

stage, this type of experience could provide a springboard for inexperienced 

students to engage in the process without feeling threatened. 

Next to direct clinical experience, case studies were perceived to be the most 

important way of promoting good clinical practice and for students to make 

appropriate links between theory and practice. However, not only were participants 

supporting case studies, they went as &r as to suggest that these might be developed 

by students themselves. An eagerness to construct case studies, based on real 

patients, and to take part in sessions with Grst and second year students was 

apparent. 

Closely associated with case studies was the process of discharge planning, for 

A^ch there was strong support. Discharge planning was perceived to be a m^or 

pre-occupation of clinical teams and participants wished to acquire these advanced 

skills as early as possible. Their reasoning was very similar to Engel (1996) who 

suggested that: 'small groups of students 6om different professions would then be 

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

process of experiential learning was considered the best way to gain confidence and 

insight into the realities of patient care, so, incorporating case studies would be a 

productive way forward. This was not unexpected as evidence in other studies such 

as: Areskog (1995), Aspegren et al (1998), Wahlstrom and Sanden (1998), Reeves 

et al (2002) and Ker et al (2003), indicate that using patients as case studies was 

pivotal in the learning process. 

7.3 Recommendations 

73.1. Summary of Participants' Recommendations 

Participants were given free reign to offer ideas for the future development of 

teaching IPE. Several areas of consensus emerged. The participants recommended 

that: 

1. Experienced students become involved in the planning, decision making at 

Faculty level. This would involve them in the implementation of IPE 
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programmes for both their peers and for students at different levels of 

development. 

2. It was essential that there be equality of expectations and outcomes across all 

schools, in areas of schedule/timetable adaptations, compulsory/non-

compulsoiy attendance, assessment and credit rating. 

3. Shared learning should be carefully integrated into the existing uni-

professional programmes wherever possible so as to avoid overloading 

students with seemingly irrelevant extra curricular activities. 

4. A realistic number and range of professionals be made available to facilitate 

shared learning, such as: educators (rotating experts), students, practitioners 

and/or others with recognisable expertise in the speciality. 

5. Small mixed groups of students should meet regularly over a period of one 

academic year and that the membership could change the following year to 

ensure that experience of professional groups was varied. 

6. The main body of work, and most demanding activities, should be initiated 

in year three when students have had sufBcient clinical experience to 

appreciate the importance of IPE to practice. 

7. Case studies be devised and used extensively in shared learning for students 

at all levels of development. More experienced students needed to be 

involved in producing and using case scenarios (based on real and/or 

hypothetical cases) for, and with, less experienced students. 

8. Great emphasis needed to be placed on learning how to carry out discharge 

planning at all levels of training; this could be through observation, 

supervised or independent work within teams, in both academic and clinical 

areas. 
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9. Clinical experience should be used to increase students' motivation to learn 

with each other and about each other. They claimed to see more relevance, 

and be more motivated, if they could link theory directly with practice As a 

result, increased effort would be needed to develop collaborative workshops 

within a wider range of specialities. 

10. Students might be attached to clinical teams in pairs, or a type of 

professional shadowing could be introduced for all students whilst they were 

on placement Shadowing involved students working with more experienced 

students, or qualified members of staff This need not be professional 

specific as much would be learnt from shadowing other professionals. 

11. The 'informal' support/mentoring system that exists between each student 

cohort, should be developed across professions within clinical teams. This 

need not be limited to professionals supporting members of their own 

profession, as cross professional activities should be encouraged and 

sufficient time be allowed for this to be sustained on a fairly informal level. 

12. Innovative assessment rather than traditional written exams could be 

implemented, with a focus on developing team working skills and reflective 

practice. This might incorporate projects, presentations, discussion and 

reflective log/diaries and self-assessment. 

73.2. Evaluation of Recommendations 

These recommendations are based on participants' theoretical, clinical and social 

experience of IPE over a three year period. The shared personal experiences, in both 

academic and clinical situations, had clearly played a crucial role in the 

development of positive attitudes towards other professionals (Carpenter 1995a, 

1995b, Hayward et al 1996, Locke 1999, Leinster 2002). Even though in many 

situations their experiences had been difficult, this had not deterred them 6om 

believing that IPE was the way forward. This judgement was based on an 

appreciation that comprehensive client-centred care would be enhanced by good 

inter-professional teamwork and opportunity to learn together and about each other 
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should underpin all professional programmes (WHO 1988, CAIPE 1996, Leathard 

1997). 

Participants presented a confident and precise vision of what was needed in shared 

learning events and for the future of IPE. Their recommendations reflect a strong 

conviction that the workplace is the best place to l ^ m and implement IPE as 

apposed to academic settings (Nolan and Smith 1995, Horsburg et al 2001). They 

believed that IPE would be successful at every level of training if based in clinical 

settings because students would see the relevance of the learning activities. This 

was not surprising, nor was the preference for group work, case studies, or the 

demand for equahty across all schools (Leaviss 2000). They were well aware of the 

how important these aspects were having been subjected to similar experiences with 

variable levels of success. 

This well thought out and sensible approach also included a rational view of how 

best to assess mixed groups of students. Experience of complex clinical teamwork 

and multi-method assessment had persuaded them that flexible assessments were 

needed to measure outcomes in IPE. This knowledge, combined with an 

appreciation of current professional trends towards continuous professional 

development portfolios and reflective diaries, enabled them to visualise how such 

assessment methods might be used to monitor shared learning experiences (Rogers 

and Freiburg 1994, Eraut 1996). 

There was some indecision about when to introduce IPE, but they came to similar 

conclusions as have many educators (Harden 1998, 1998a, Mires et al 2001), that 

the early introduction of shared learning was preferable as long as the expectations 

were realistic and accompanied with adequate support networks. Explanations about 

the damage that could be done if experiences of IPE were poorly implemented were 

interesting, as were descriptions of the support/buddy network between students. 

However, the fervour and manner in which this support network was discussed and 

promoted was striking. The driving force behind this was the belief that third year 

students would be willing and able to take a proactive role in the learning of other 

students in both academic and clinical settings. 
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The level of understanding and insight that participants demonstrate is a clear 

indicator that they have a valuable role to play in IPE developments (Rogers and 

Freiburg 1994, Engel 1996). These comprehensive recommendations show that 

students are capable of involvement in the whole process, 6om outset in curricula 

planning through to outcomes where they, as part of the clinical team, assist 

students to improve patient care. 

7.4 Implications 

7.4.1 Implications for Educators 

There was agreement by all participants that facilitators who understand group 

dynamics and had experience of IPE were needed to construct and implement 

meaningful experiential learning. This presents a challenge to educators, who 

depend on their traditional background, to learn appropriate new skills and to keep 

abreast of student needs. Participants were unaware of these implications and 

simply wished to have a facilitator who manoeuvred them smoothly through the 

group process. They appreciated that facilitators needed to be skilful, but did not 

question how these skills would be acquired. The fact that this was likely to involve 

m^or changes in policy and procedure, with repercussions in areas of job 

responsibilities and staff development was not an area of concern for them. 

In highlighting the Matures of IPE, De Witt (1994) and Eraut (1996) suggest that 

adopting common goals and new ways of practice would result in the development 

of alternative communication networks with students. Participants in this study 

preferred to work with facilitators who were knowledgeable and sensitive to group 

needs, but who didn't take themselves too seriously. Educators need to think' from 

a wider perspective, to explore alternative solutions and to critique their 

professional baseline so that they are confident about new developments and less 

likely to be threatened by close scrutiny. 

Negotiating a joint philosophy and developing team teaching across professions 

might be a costly in&astructure to set up, but it would provide a setting for students 

to witness how practitioners and educators can develop working relationships 

despite professional differences. However, exerting control over the development 
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process is necessary, otherwise time might be wasted: 'on projects with little 

potential for bringing about worthwhile change' (Eraut 1996 p35) and educators 

need to take this responsibility very seriously. 

7.4.2 Implications for Students 

Participants in this study supported an experiential approach to learning that 

involved group work and problem solving in a similar way to the approach 

promoted by Rogers and Freiberg (1994). Successful involvement in experiential 

learning would be dependent on students developing confidence in a number of 

group related skills. If some programmes remained loyal to traditional approaches, 

students might experience difficulties in handling a combination of traditional and 

experiential learning simultaneously. They could find it hard to meet personal needs 

in this situation as is described in the s tu^ by Freeth and Nicol (1998), who 

outlined the disruptive impact of traditional learning styles on shared learning. 

With the introduction of shared learning across professions there was potential for 

student involvement in developing the curriculum content Participants in the study 

had opportunity to express their views freely and indicated willingness to take an 

active negotiating role about the content and assessment of shared learning. They 

expressed a wish to produce resource material and facilitate their peers in shared 

learning sessions. But as they have little previous experience of this, they may be 

unaware of the pressures this could place them under. They may find that their 

enthusiasm collapses under the strain in a similar way to other innovative ideas 

linked to IPE. This would mirror the experiences of the professionals who De Witt 

(1996) and Gordon et al (1996) identic as having failed to find a way of dealing 

with the complex issues that ahse. 

7.43 Implications for Clinical Teams 

It became apparent in the analysis that clinical experience was rated very highly and 

participants expected practitioners to be experts. This added to the pressure placed 

on clinical teams &om management and government directives such as. The NHS 

Plan (DOH 2000a), and educators who expected clinical teams to provide quality 

clinical experience. The examples shared by participants demonstrated that even 

though developments were in the early stages, changes in the curriculum had begun 
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to produce students with the confidence to question current practice. It could be 

assumed that as this confidence increased, practitioners would be expected to 

describe their clinical reasoning more exphcitly. 

Particii^ts in this study were aware of the fear of change within the professions as 

they shared examples of poor practice and resistance to change. However, lack of 

experience might mean that participants do not appreciate the full extent of its 

influence on practice. It is practitioners who have responsility for minimising 

negative effects of professional stereotypes and for assisting students to leam 

coping strategies. A review of team practices, as described by Eraut (1996) needs to 

be undertaken to ensure that the environment is suitable for the newly trained 

student who expects collaborative practice to be the norm. Students who have leamt 

how to collaborate in mixed groups will want to see this in practice and if this is not 

evident, they are likely to be critical of those involved. 

All participants in this study were questioned about the use of practitioners as 

facihtators in the classroom and only one felt that this might be beneficial. This is 

not surprising, as most participants had no memorable experience of practitioner's 

involvement in academic learning. The m^ority did not expect to be 6cilitated by 

practitioners in an academic setting, or by educators in a clinical setting, nor did 

they have any strong feelings for or against the usefulness of this. 

However collaboration between educators and practitioners and developments in 

IPE are likely to alter this practice. Successful local examples of shared learning 

have been initiated by clinical teams in collaboration with educators, as can be seen 

in the evaluations completed by Pomeroy and Phip 1994, Mountford (1999) and 

Donovan (1999). Participants in these studies respected the collaborative teamwork 

that they witnessed in these clinical workshops. Clincial teams may need to adapt 

quickly to this type of learning collaboration as it has set a precedent against which 

the quahty of future clinical workshops will be assessed. 
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7.5 Evaluation of Strengths and Limitations of the Study 
7.5.1 Strengths 

The research methods adopted in this study were carried out successfully. The 

combination of group discussions and interviews worked well as it provided 

opportunity for a greater number of students to be involved than if using interviews 

as the only method. Themes were explored in detail and it was possible to verify the 

results across both methods (Anderson 1997). As anticipated participants were 

comfortable when communicating in both interview and group situations. There 

was no evidence to indicate that either experience provoked any anxiety or concern 

in the participants (Coyle and Wright, 1996, Payne, 1998, Seale and Barnard, 1998). 

Having gained similar experience throughout their training, they were on famihar 

territory and appeared confident and relaxed. 

Sharing a common language with participants increased my understanding of the 

professional issues that were discussed and assisted in focussing on pertinent issues. 

As might be expected, with occupational therapists and physiotherapists, the bond 

was more secure, a fact that can be observed in the discourse. As a fellow therapist 

it was possible for me to quickly enter into the interprofessional situations that were 

offered as evidence (Evetts 1999). With the remaining professional groups, the 

shared language was most apparent when discussing client-centred approaches and 

teamworking issues. Whenever profession specific examples of procedures and 

approaches were not understood, I simply requested additional explanation of the 

nuances and meaning behind their comments. Participants were happy to do this 

and once more I was able to appreciate the messages being shared (Domeck 1997). 

At no point did any participant indicate that they felt misunderstood, or that the 

conversation had been mismanaged in any way. 

In most cases, the length of the interviews ensured that enough time was available 

to identi^ relevant clincial experiences and discuss the main issues thoroughly 

(Miller and Glassner 1997). It was evident that the detailed clinical examples were 

the most interesting and exciting aspect of the data collection process for me and the 

participants. Two interviews were slightly shorter than the m^ority due to prior 

commitments and time constraints. It was not possible to spend as much time 
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exploring scenarios from working practice with these participants. Discussing 

clinical examples provided evidence of the need for and outcomes of shared 

learning and when this was missing an opportunity to collect useful data was lost. 

During the longest interview I questioned my own management of the situation and 

this was subsequently evaluated in depth (chapter 5). It was found that the length of 

an interview did not necessarily indicate quality discourse as even though it was 

longer this interview covered f^ i l ia r issues without adding to the debate. 

As anticipated, evaluating third year students' experiences in such depth meant that 

the cumulative effects of shared learning could be explored and the resultant 

recommendations provided a significant insight into what future IPE priorities 

should be. 

7.5.2 Limitations 

As a self-selecting group, participants were clearly motivated to share personal 

experiences and this was identified as a potential limitation. The underlying reason 

why most participants volunteered to take part in the study was that they had a 

vision about how the implementation of IPE could be improved. They were full of 

positive ideas and their advice on curriculum planning was a key finding in the 

research. They were extremely vocal about their experiences and clear about what 

worked, what didn't and the reasons for this. This level of commitment, enthusiasm 

and intelligent advice outweighed the fact that they might not truly represent the 

whole cohort. 

They were aware of the profile of IPE within the Faculty, however, this did not 

deter them &om being highly critical of the outcomes. Had I been searching for a 

glowing report about the success of IPE events this response would have been 

dissapointing. Any perception that only positive feedback was acceptable was 

quickly dispelled in the light of my questions which focused on how things could be 

developed in the future rather than trying to gather praise for what had happened. 

This was fortunate as participants held the strong opinion that while the concept of 

IPE was worthwhile, the execution had been a waste of time as they hadn't learnt 

very much. 
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I identified early in the process that as a single-handed researcher there could be 

concern about how I dealt with personal agendas and preconcieved ideas, 

particularly as I was involved in the IPE programme. I considered using an external 

verifier as one way of reducing bias; however, I choose to scrutinize my own 

performance through a reflective process. This critical reflective approach ensured 

that I personally gained insight into my prejudices and the impact that this had on 

the study. Although I might have learnt things 6om involving another researcher, 

they would not have been as critical as I was about my own performance so this 

experience was equally as valuable in the long term (Barriball and While, 1994, 

Mason 1995). 

A potentially serious limitation might be the imbalance of power between 

interviewer (educator) and interviewee (student). However, I did not detect any 

subservient behaviour amongst the participants, nor did it appear that any of them 

felt I had undue power or influence over them (Armstrong 1997, Fox 1997, 

Peterson & Bunton 1997). There was a single incidence when group members 

referred to me having insider information about another professional group, but this 

was not followed through in the group discussion. Some participants may have felt 

obliged to help me, even though I did not pressurise them to participate. Though, a 

number of students, who initially volunteered to be interviewed, clearly understood 

that there would be no recrimination as they chose not to take part in the study 

(Barriball and While 1994). 

Although the majority of participants were aware that I was a member of staff, this 

was the extent of their knowledge about me. Occupational Therapy and 

Physiotherapy students knew me better which seemed to help rather than hinder the 

process. These participants were generally more positive about IPE, perhaps 

because they had more examples of joint training to draw upon. They seemed 

pleased to share this with me and it might be that they detected that I wished to hear 

this positive feedback. However, they were equally as critical of the Faculty IPE 

experiences as the other participants, and tended to only give examples of effective 

shared learning 6om their own programme as evidence of good practice. 

Collecting and analysing data at regular intervals proved to be a good idea as it kept 
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the results fresh. However, it did become apparent that similar information was 

being generated in group discussions and interviews. Whilst this veriGed the 

themes, it could also be seen as limiting the depth of the information gained (Miles 

and Huberman 1994). Even though saturation point had been reached it was 

possible to add an additional dimension to the analysis through the exploration of 

participants' clinical experiences. This was an unexpected bonus that contributed to 

the reality and depth of the study. 

The fact that 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, did not detract j&om the study. Locating volunteers rehed on my networking 

skills and depended on insider knowledge of the structure of the programmes 

(Miller and Glassner 1997, Cohen et al 2000). It was noticable that even with access 

to school schedules, I did not fully appreciate the pressures that students were 

experiencing. For instance, early in the data collection process I was too late to gain 

access to medical and nursing students prior to their final exams. With hindsight, 

trying to gain their cooperation when they were revising and feeling pressurised was 

not good timing. It was preferable for volunteers to be willing and able to 

contribute, rather than to resent having to make the commitment. This lesson was 

learnt and a quick change of plan had to be implemented to accommodate their 

needs. 

In comparison, an unforeseen positive side effect of the timing was that those who 

were on clinical placement were in touch with interpro&ssional working and readily 

focused on specific clinical experiences. Overall the depth and extent of the 

scenarios that all participants shared were f ^ more revealing than I had anticipated. 

During data collection this could be seen as a limitation as it was difGcult not to get 

side tracted into this interesting subject, to the detiment of the main task. However, 

this changed to a strength durii^ data analysis where the examples brought a &esh 

and exciting perspective to the debate. 

The identification of the original limitations played a useful part of the research 

process as it enabled me to direct energy towards regulating and/or neutralising the 

negative effects. It becomes apparent that this scrutiny has had a positive outcome 
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as while some had a slightly negative effect, most of the limitations did not detract 

from the study. 

7.6 Contribution of the Study to Shared Learning Evaluation 

A review of the literature identified that many professionals were experiencing 

difficulty in making the changes in professional education that were needed. 

Although there were examples of innovative practice in some areas, a lack of 

guidance and proper funding to support and maintain initiatives was identified in 

the work of Barr (1994), De Witt (1994), Leathard (1994) and Barr (1996). In all of 

the above, the aim of IPE was clearly outlined, but there was no supporting 

evidence as to v\diether shared learning was an elective way of achieving the 

purpose. The circular nature of the written debate was reflected in the staff 

committee rooms and the conferences that I attended, where professionals were 

confused about the way forward and struggled to identify a vision for the future. 

This study was conceived and completed prior to a recent critical review (Freeth et 

al 2002), which reported that many studies looked at the short term effect of shared 

learning and that such evidence gained from before and after studies had probably 

reached saturation point. A need for different research strategies and innovative 

ways of eliciting data in order to better understand the outcomes of IPE was 

identified. This affirmed the original intention of the study which was to contribute 

an alternative dimension to local and national research data. 

Instead of looking at isolated experiences of shared learning this study explored 

student experience in a wide range of settings, across both academic and clinical 

areas. It provides baseline information on the effects of changes on the student 

population, and explores how these experiences influence professional 

development. Whether identifying unexpected ideas or confirming general opinions 

the study sheds light on an important element of IPE, the recipient's version of the 

experience. The main contribution of the study is the identification of the students' 

ideal curriculum content and the role that they wish to adopt in the development 

process. 
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7.7 Recommendations for Future Research 

This study sets a precedent for asking students for their vision of IPE in the future, 

and their response provides a baseline &om which further studies could be 

developed. Having asked the questions, the remaining challenge is to find 

innovative ways of 'surveying' and 'observing' the outcomes of their shared 

learning experiences. 

7.7.1 Local Level 

a. A small team of researchers could develop an innovative approach to 

'surveying' larger numbers of students about their experiences, preferably 

without using before and after questionnaires, and definitely with the 

consent and involvement of patients. 

b. A follow up study of 'observing students' over a period of time could 

explore what the outcomes of shared learning were. This could be 

undertaken in both the university and the workplace, either with a trained 

observer, or in more innovative ways such as using video to record 

interactions between students and patients. Students could even be involved 

in collecting the data from each other and in analysing the outcome for 

themselves. Patient involvement would be an integral part of this process. 

c. The above mentioned (a - b) could either be separate or linked longitudinal 

studies, which progress somewhere nearer to answering the question; What 

type of shared learning results in what type of outcome? 

7.7.2 Institutional Level 

A larger research team, from a number of different sites, could be established to 

explore and compare the results of different approaches to shared learning. If 

students and patients were central to the study, this would put them in a strong 

position of influencing the national agenda. Establishing links with a number of 

specific clinical teams who work collaboratively would mean that clinical outcomes 

of shared learning could also be compared. 
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7.8 Conclusions 

This study explored the complex social world of undergraduate professional 

education. By studying the professional issues encountered during the development 

of the IPE it became apparent that this was a constantly changing situation. From a 

student point of view the success of IPE depended on whether the experience was 

timely and could be easily linked to clinical experience. It was evident that 

participants believed that educators often implemented shared learning without a 

true appreciation of the students' reaction to these experiences. 

Despite this lack of understanding educators were well meaning and aspired to 

assist students to learn to work together e@ectively (WHO 1988) and promoted 

student centred learning wherever possible. However, a lack of insight into the 

range of students' responses resulted in the use of inappropriate activities that 

generated negative feelings towards shared learning in the student population. 

This can be seen in the results, which indicate that initially participants held a 

totally anti-shared learning outlook. It was evident that early experience of negative 

stereotypes, either at university and/or the workplace, had impact on their 

appreciation of everyone's role within a chnical team. However, good experience in 

the workplace had helped re-shape a more positive outlook despite poor initial 

expectations. Being part of a truly collaborative clinical team resulted in a more 

productive and comfortable learning experience. 

This investigation endeavoured to explore student experiences as a way of 

determining the best way forward for IPE in the future. It is recognised that the 

results are only the tip of the iceberg in the overall development and integration of 

shared learning into the professional curriculum. However, the study showed that 

participants were able to evaluate the cumulative effects of shared learning 

experiences over a three-year time span. They responded positively to the challenge 

of creating a realistic framework for meaningful shared learning that could be used 

at all levels of student development. 

If as Engel (1996) suggests: 'The future health of the people of this planet depends 

on the expertise and dedication of those who teach in the basic, post-basic and 
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condnumg education of health professionals' (p3), then it is important that 

educators and students collaborate about this responsibility. There was a willingness 

to contribute to this process, to ensure that educators fulfilled the challenge of 

creating practitioners who could adapt to, and participate in, the anticipated 

avalanche of changes in the future. 
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Donovan E (1999) C/zf/6%oo6^Dfĵ a6z/z(yM9(fz//g, EWwafzoM oj^f^offrq/gcf 
7PPP. Southampton University Department of Child Health. 

EHC (199%) A6//fz-prq/ej'fzoMaZ gi^z/caffo/z/br /zeaZ/̂ A /̂ gr^owze/. Strasburg: 
European Health Committee. 

Engel C (1994) A Functional Anatomy of Teamwork, in Gof/zgTM êr-
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APPENDIX 1 

Table - Summary of Significant Studies/Sources 

Philosophy, Concepts and Models 

Areskog N.H (1988) The need fbr mutliprofessional health education in 
undergraduate studies. (Editorial) 22 251-252. 
Summary: Response to 'WHO target for Health for All by the year 2000', 
Description of their work and vision fbr the future. Identifies need fbr collaboration 
and planning. Claims there is no reason fbr further delay in getting this underway. 

Areskog N (1995) The Linkoping case; a transition from traditional to innovative 
medical school. TeacAer 17 4 371-376. 
Summary: Description of experiences at Linkoping Sweden. Concerned with 
organisational structures and features of medical education. Identifies negative and 
positive factors fbr successfiil implementation of innovations. 

De Witt C.B (1996) Some historical notes on interdisciplinary and interprofessional 
education in health care in the USA. Cwe 10 2 173-
187 

the origins and development of interdisciplinaiy care teams in the USA is 
traced and the successes explored. The concept of IPE is espoused as a means of 
providing comprehensive and continuous care. Significant implications and barriers 
to IPE are identified and discussed. 

Engel C (1996) Editorial 9 13. 
Puts what, why and how we need to do it in a nutshell. 

Wahlstrom O, Sanden I, Hammar M (1997) Multiprofessional education in the 
medical curriculum. 31 425-429. 
Summary: Description of development of training ward in Dept of Orthopaedics, 
Linkoping Sweden. Report on first experiences. Experienced students at end of 
training, with additional opportunity to learn together during modules. Staff familiar 
with supervising students. Difficulties in organisation and finding resources. 
OwfcoAMe." Very efficient way of improving teamwork. 

Harden R.M (1998a) Multi-professional Education: the magical mystery tour. 
(Editorial TlgacAer 20 5 3 97- 3 98. 
iS'zwiTMa/}'.- Explores some of the mysteries of IPE implementation and the three-
dimensional model. 

Parsell G and Bligh J (1998) Interprofessional Learning f 
74 89-95. 

Paper describes some of the ways of providing IPE and how these are 
being created. Caution is apparent befbre adopting new learning methods, which 
place extra demands on decreasing resources. 
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Evetts J (1999) Professionalisation and professionalism: issues for inter-
professional care. JbwTzaZ Care 13 2 119-128. 

Attempts to develop a general 6amework by exploring the concepts of 
profession, professionalisation and professionalism. The historical developments 
and debates about this are illustrated and discussed. Suggestions of how the 
concepts might be influence IPE are provided. It is argued that accountability and 
CPD are compatible with development of professionalism. 

Dacre J.E and Fox R. A (2000) How should we be teaching our undergraduate? 
Dffeafgf 59 662-667. 

Explores principles of adult learning, how to encourage and assess deep 
learning. 

Harden R.M (2002) Development in outcome-based education. feacAer 24 
2 177-120. 
5'z/m/Ma/}'.' Editorial identifying important factors about outcome-based education -
learning outcomes and current developments. 

Leinster S (2002) Medical education and the changing face of healthcare delivery. 
TlsacAer 24 1 13-15. 

With the ever-increasing breakdown of professional roles, performance 
cannot be predicted. There is a commonly held range of skills across all 
professionals and attitudes must adapt accordingly. A new approach to education is 
needed. It is important to put patients at the centre of new developments. 

Evaluations of IPE Experiences and Innovative Methods 

Pomeroy V and Philp I (1994) Healthcare Teams; an interdisciplinary workshop for 
undergraduates. Teac/zer 16 4 341-346. 

Evaluation of IPE workshops in Elderly Care for undergraduates. Used 
live patient interviews and group work over period of one day. A series of 8 
wor^hops, over period of 10 months and all 170 students who attended were 
questioned. 

Post evaluation questionnaire. Team evaluation — annual. 
Outcomes: Students were positive about experience, wanted more joint learning on 
placement. Key themes: Involve patient in decisions, professional roles, and 
teamwork. Some negative aspects about different perceptions and not enough time 
to alleviate misunderstandings. Increased knowledge base, not known if skills are 
transferable. 

Carpenter J (1995a) Interprofessional education for medical and nursing student: 
evaluation of a programme. Eafwcafor 29 265-272. 

Evaluation of a one-day programme for final year medical and fourth 
year nursing students. 39 students involved in evaluation. One-week compulsory 
programme which was not assessed. A number of professions were involved. 
Looked at perceptions and attitudes towards each other. 

Before and after questionnaires. 
Outcomes: Successful in meeting its objectives. Overall mixed evidence that attitudes had 
improved. It is inappropriate to claim that IPE can remove all barriers, but did demonstrate 
that attitudes can be changed and knowledge increased under the right conditions. 
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Carpenter J (1995b) Doctors and nurses: stereotypes and stereotype change in 
interprofessional education. Jbwma/ Cwe 92151-161. 

Follow up article to Carpenter (1995) 
Methods: Before and after questionnaires. 

Data about stereotypes held by medical and nursing students was 
demonstrated - considerable differentiation between them, with nurses seen as 
caring, dedicated and good communicators, doctors were confident, dedicated but 
arrogant. Evidence that IPE diminishes negative stereotypes over course of 
programme 

Gordon P.R, Carlson L, Chessman A, Kundrat M.L, Morahan P.S and Headrick L.A 
(1996) A Multisite Collaborative for the Development of Interdisciplinary 
Education in Continuous Improvement for Health Professions Students. 

71 9 973-978. 
Mission was to create an interdisciplinary teaching and learning 

environment for healthcare professionals. The collaborative consists of 4 teams 
across universities in USA, each site serving as a case study for the implementation 
oflPE. 
jWefAoey." Reports by each site after first two years of work. Qualitative and 
qualitative methods. 

Starting small was important. All expanded IPE in programmes. Many 
obstacles needed to be overcome. Students found it highly IPE relevant and wanted 
more. In future intend to follow up students to find long term outcomes. To include 
Self study with reflections of participants and interviewers. 

Hayward K, Terrell Powell L, McRoberts J (1996) Changes in students perceptions 
of interdisciplinary practice in the rural setting. Jbwma/ q/W/ZW Tyiea/fA Fall 315-
237. 

Evaluated students perceptions of inter-professional practice following a 
planned experience across a number of sites (10 academic sites in 5 states) 
Method: Before and After tests to determine their perceptions of IP practice. 
Completion of an identical test after learning was conduced to measure any changes 
to perceptions. 
Oz/fcomej!.' increased awareness of the roles of varied disciplines in patient care. 
Significant change in co-operation and resource sharing. Awareness will support 
team working and awareness of unique contribution of other individuals. 

Aspegren K, Blomqvist P and Borgstrom A (1998) Live patients and problem-based 
learning. Afkaf/ca/ TeacAg/- 20 5 417-420. 
Summary: How problem based learning approach and the use of real patient is used 
in general surgery is described. The satis6ction level of patients, teachers and 
students is reported. Groups of 8 students worked with a tutor, they are given tasks 
to complete in a group. Groups 2 hours twice a week. Integrated into programme. 

Questioimaires to students, teachers and patients immediately after 
experience. 
Oz/fco/Mg; All students said real patient worked best. Tutors said mixture of 
hypothetical and real worked well. Patients reported being happy to be involved as 
it was a good way to teach students. 
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Freeth D and Nicol M (1998) Learning clinical skills: an interprofessional approach. 
M/r&g EcA/cafioM 2b<^ 18,6 p 455-461. 

Evaluation of a pilot programme for final year medical and newly 
qualified nurses. Course comprised of 4 half days, delivered over 4 week, with team 
teaching. Worked on patient scenarios and problem solving. 

Questionnaire, interview and observation. 
It was found that participants enjoyed the experience and it increased 

knowledge and communication skills. Both facilitators & participants had markedly 
different teach/learning style that resulted from their traditional professional 
socialisation. 

Parsell G, Spalding R and Bligh J (1998) Shared gaols, shared learning: evaluation 
of a multiprofessional course for undergraduate students. Eofwcaf/oM. 32 
304-311. 

28 final year students from 7 professions attended a two-day pilot course. 
They explored professional roles, clinical problem solving using a theme-based 
approach. Both didactic and small group learning enabled them to identify 
teamwork and collaborative issues. 

Before and after questionnaires and a post course follow up 6 weeks 
afterwards. Contained 10 knowledge and attitude statements 

The course increased knowledge and understanding of each other. 
Developed more positive attitudes towards each other. Early and regular 
opportunities would be beneGcial on all programmes. Little evidence to show that 
changes will be carried over into working practice. 

Pirrie A, Wilson V, Harden RM and Elsegood J (1998) AMEE Guide No 12: 
Multiprofessional education: Part 2 - promoting cohesive practice in health care. 

2 year qualitative study of perceptions of MPE funded by DOH 
Interviews - course organisers, students in two contrasting clinical settings 

(general medical practice and A&E) 
Oiffcorngj!.- MPE is not easy or cheap. Resources are important, needs explicit 
objectives and reflection on outcomes. Success ultimately depends on commitment 
of staff 

Wahlstrom O and Sanden I (1998) Multiprofessional Training Ward at Linkoping 
University: Early Experience. ybrTyea/fA 112 225-231. 
Summary: Examines practical and organisational difficulties experienced on 8 
bedded training ward run by students. 
A/krAoc/.' Evaluation form at end of 2 week placement. Tutor evaluation at end of 
each term. 
Owfco/Mg; Valuable experience. Clarified professional roles and understanding 
about other professionals. Medical students expressed some frustration and this was 
influential on others. Tutors need support and training to undertake role effectively. 
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Donovan E (1999) Childhood Disability Module. EWwafzoM f/of frq/ecf /PPP. 

5'zwzma7}/.' An evaluation of an inter-professional community based module, 
involving practical experience, seminars and video for undergraduates. 

Validated attitude questionnaire all students, interviews (medical students 
and teachers) phone interviews (community tutors). Data analysis - SPSS. 
Oz/fco/Mg." Visits and practical work highly valued by students. 60% attendance by 
students at tutorials. Tutorial tutors found it difficult. Students needed more 
structure in tutorials. Video highly rated in context of seminar. Particularly 
successful if had very little IPE experience prior to seminar. Problems with 
consistency i.e. compulsory nature. Needs Very clear outcomes/objectives. Students 
receptive, but planning needed. 

Mountford B (1999) Undergraduate interprofessional education; the evaluation of a 
model. CoZ/ege q / " 7 7 i e r < z / : y a f/zarec/ /ga/Tzmg 

Evaluation of IP workshops carried out in Palliative Care. Three 
workshops, with 44 students from medicine, nursing, OT, PT and Social Work were 
interviewed in professional groups, within 2 days of workshops. After interviews 
students were given a questioimaire to supplement in writing what they had said. 

Interviews and follow up questioimaires. 
Experience was valued, increased knowledge and understanding. 

Stereotypes were also visible. Mixed experience of working in small groups. Strong 
support for this to be integrated into programme. Benefit from common teaching at 
the begiiming of their courses. 

Parsell G and Bligh J (1999) The development of a questionnaire to assess the 
readiness of health care students for interprofessional learning (RIPLS). A/gcf/ca/ 

33 95-100. 
Summary: It has not been possible to measure the effects of education on student's 
attitudes. Main aim was to develop a rating scale using desires outcomes of shared 
learning to assess readiness for such activities. 
Method: A questionnaire study off 120 undergraduate students in 8 professions. 
Outcome: Resulted in a 3 factor scale with 19 items with a 0,9 consistency factor. 
Team working, collaboration, professional identity and role were important factors. 
Scale may be used to explore differences in perceptions and attitudes towards IPE. 
Need to evaluate scale with larger population. 

Wiles R, Payne S, Bamitt R, Wheeler A, and Swan R (1999) A comparision of 
different types of pre-registration education for occupational therapists and 
physiotherapist and its relevance for first post performance. Ff/za/ fo DOTi/i 
HeaZfA re&earcA UhzY, &/zooZ Occzzpafzona/ TTzeropy anf/ f/zy&zof/zerqpy. 

Summary: Aimed to identify effects of joint pre-registration course on knowledge 
and skills and compare quality with those educated by other ways. 6 months post 
qualification. 
jWê /zo6/.' Questionnaires and interviews of four groups of students and newly 
qualified therapists educated on joint pre-registration courses, newly qualified 
educated on other styles of course, supervisors and employers of NQ therapists 
CWco/MgfSupport for shared learning 6om all respondents. Joint course was felt to 
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enhance team-working skills. Employers and supervisors felt they new nothing or 
very little about joint courses and were concerned not to compromise professions. 
No evidence that this had happened. There was less hostility between OT/PT if 
trained on joint courses. Questioning attitude of NQ was not always seen as a good 
thing. Teamwork and haison skills were considered vital, as were, time 
management skills, skills in evidence-based practice and reflective practice, an 
ability to work independently and knowledge about modem health care provision. 

Leaviss J (2000) Exploring the perceived effect of an undergraduate educational 
intervention. AWzca/ 34 483-486. 
Summary: Examined the effect ofIPE course on work practice of NQ professionals. 
Method: Views of former students who took part in a pilot course were collected 
using semi-structured interview schedule and analysed using Nudist 
Oz/fco/Mgf; Two main themes- role knowledge and attitudes - increased by pilot 
workshop, raised awareness and skills. This counteracted negative attitudes that 
had developed during their education. These were partly encouraged by tutors. 
Workshop had had little to affect these attitudes. However, changes occurred once 
NQ started to work. Specific learning goals needed, prolonged and widespread IPE 
needed to have real impact. 

Wilson T and Mires G.J (2000) A comparison of performance by medical and 
midwifery student in multiproAssional teaching. 34 744-746. 

Aim to teach medical and midwifery students together in a 2 week 
intensive course. Set out to test whether staff time could be saved by using shared 
resources. Using computer-assisted learning session focussing on how to interpret a 
cardiotocograph. Half of each group were given an extra teaching session prior to 
the main session. 

Before and aAer tests. 
Results: Shared resources could be used and time was wasted on unnecessary 
additional tuition. 

Horsburg M, Lamdin R and Williamson E (2001) Multiprofessional learning: the 
attitudes of medical, nursing and pharmacy students to shared learning. 

35 876-883. 
Aim to explore the attitudes of first year, medics, nursing and pharmacy 

students towards IPE at course commencement. 
The questionnaire (Readiness for Interprofessional Learning Scale) 

developed at the University of Liverpool, was administered to 770 students. 
Most students reported positive attitudes towards shard learning. Most 

students believed it was important to enhance communication and team working 
skills through shared learning, though medical students were more hesitant and felt 
they needed to acquire more knowledge and skills than other professional groups 
prior to the experience. Developing effective team working is an appropriate focus 
for first years though the timing of when to start is not resolved. 

Mires G, Williams F, Harden R and Hovyie P (2001) The benefits of a 
multiprofessional education programme can be sustained. Teac/zer 23 3 
300- 304. 

Evaluation of whether increased awareness of professional roles could 
be sustained and whether attitudinal changes were appropriate. Involved medical 
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students. Phase one 2-week multi-professional programme on topic of labour. Phase 
3 same group 4-week clinical attachments. 
AdGaVboKf/vAJMitiKie qpieslicwinauuRSTPMis ccwnpletexl btdxore and adAer pdiasKzIZiirKi 
following phase 3. Looked at roles and responsibilities of two professions. 3 
sections, 21 clinical tasks and 7 aspects of care. 

Confirmed that the change in awareness in medical students was 
sustained. Confirms that more than one exposure to EPE is needed to enhance and 
refine awareness of professional responsibilities. Early benefits of IPE and repeated 
experiences supported. 

Reeves S, Freeth D, McCorie P and Perry D (2002) 'It teaches you what to expect 
in future ...': interprofessional learning on a training ward for medical, nursing, 
occupational therapy and physiotherapy students. 36 337-344. 

Evaluation of inter-professional training ward. Senior pre-qualifying 
students, under supervision, to plan and deliver inter-professional care to 
orthopaedic and Rheumatology patients. Student teams were supported by 
facilitators, who led reflective and problem solving sessions. 

Multi-method - students, facilitators and patients. Methods included 
before and after questionnaires, interviews and observations. Data collected in 3 
phases, before, during and after. 

; Highly valued the experiential learning. Difficulties adopting 
autonomous learning styles. HigjWy demanding on facilitators leading to bum out. 
Patient satisfaction collected but need to develop this further. 

Ker J, Mole L and Bradley P (2003) Early introduction to interprofessional 
learning: a simulated ward environment. 37 248-255. 

Aim to develop a simulated ward environment for medical (5*̂ )̂ and 
nursing (3̂ )̂ students, in a skills centre. Total of 59 students. 2 hour long teaching 
session. Repeated over a 2 week period. 12 simulated patient scripts were developed 
based on real cases. Actors were coached and trained prior to session. 

Observers charted progress. Evaluations were taken &om participants. 
Outcome: Gave them first experience of independent practice in a safe environment. 
It was a powerful learning experience for students. Medical students had high 
expectations of nursing students. Demonstrated enormous potential for clinical 
learning in a safe and realistic environment. Students at all levels could take part, 
thus they can repeat the exercise. 

Reviews of Effectiveness of IPE Experiences and Innovative 
MeAods 

Hart E and Fletcher J (1999) Learning how to change: a selective analysis of 
literature and experience of how teams learn and organisation change. Journal of 

Core 13 1 53-63. 
Highlights the important of understanding how teams learn to change 

and what change means to professional effectiveness. Four key texts are analysed 
and common themes are elaborated. Examples drawn from student experience 
demonstrate how theory can be used to illuminate and enhance practice. It is better 
to use limited theory in a critical way rather that to use no theory at all. 
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Owens C, Goble R, and Gray D P (1999) Involvement in multiprofessional 
continuing education: a local survey of 24 healthcare professions. Vbwrwz/ 

Cwg 13 1 277-288. 
Survey in one health authority to determine how much going on at 

postgraduate level. Individuals surveyed and attitudes towards IPE measured. 
Oz/fco/Mg." Considerable interest in at all levels, %'s of respondents involved 
over 12/52 period. Some professions excluded from MPE. Demand for more 
particularly in counselling and communication skills 

Zwarestein M, Atkins J, Barr H, Hammick M, Koppel I and Reeves S (1999) A 
systematic review of interprofessional education, Care 
13 4,417-424. 

Reports on process and outcomes of review of evidence base for 
effectiveness of IPE using Cochrane System. 39/44 articles reviewed 
Outcome: no rigorous evidence exists. Contribution of different approaches is 
important in long term 

Ross F and Southgate F (2000) Learning together in medical and nursing training: 
aspirations and activity. 34 739-743. 

Reflection on trends and tension in key policy directions. Mapping of 
current initiatives in pre-qualifying education. 

National in&rmation gathering exercise. Direct contacting all medical 
schools (25) and department of nursing and midwifery (37) in geographical 
proximity. Sought to find out what current or planned, shared learning activities 
were being undertaken. 1996/1997 - seminars organised to discuss issues. 
OwfcoTMgf.' Some examples of shared learning were available - 3 examples of active 
programmes, 2 lapsed pilots, advanced plans (4) and planned initiatives (11). 
Powerful leadership and commitment in organisational change were needed. 
Mechanisms for credit rating and appropriate assessment were needed. 

Freeth D. Hammick M, Koppel I, Reeves S and Barr H (2002) A critical review of 
evaluations of interprofessional education. Occaffo/za/ faperM). 2, jLeaz-Mmgawf 
Zeac/zfMg jVeAforA; yor f mcfzcg. London. 

A systematic critical review of studies completed by a multidisciplinary 
team. Found that studies were predominately about postgraduate teaching. Only 
30% were pre-registration. The quality of the studies was variable. Nursing and 
medicine were the most commonly represented professions. Higher quality studies 
were dominated by before and after studies, however demonstrating cause and 
effect remains a problem. Few studies addressed longevity of any changes detected 
and more prospective and longitudinal studies are required. Quantitative and hmited 
interpretation dominated, more critical and multi-method studies are needed. 
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APPENDIX 2 

INTHERMiyW CnJES11{M\X:B]&CK]JGnr 

Shared learning in Health Care Professional Education: An 
evaluation of Third year students' shared learning experiences. 

1. How would you deGne shared learning? 

2. What has been your experience of shared learning at university 
and/or in the clinical workplace? 

3. What made these e)q)eriences memorable? 

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

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

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

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

8. If you could re-design your programme, what changes could be 
made to encourage shared learning? 

9. What aspects of the programme could be shared/leamt with other 
professionals? Who would this involve and why? 

lO.Is there anything else you wish to comment on? 
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APPENDIX 3 

CONSENT FORM 

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

There is a strong drive towards implementing shared learning in health 
care professional education. The faculty is committed to developing 
inter-professional education across the three schools. An evaluation of 
student experiences and opinions about shared learning forms an 
important baseline &om which to develop the curriculum in the future. 

Do you understand the purpose of the study? yes/no 

Do you understand that the information is to be used within 
the university, the faculty and for personal research? yes/no 

Do you understand that the information is to be disseminated 
in reports, journals and at national/international conferences? yes/no 

Do you understand that you are 6ee to withdraw from the 
study at any time and without giving reason? yes/no 

Do you agree to take part in the study and for your interview 

to be audiotaped? yes/no 

Signed: 

Date: 

Name in block letter 

Signature (researcher): 

Date: 
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APPENDIX 4 

Example of Transcript - Manual Coding 

I want to ask you a few questions on interprofessional shared learning, so if you 
could tell me want you think shared learning is, because there might be difierent 
versions of what people think it is, so in your experience what would shared 
learning be? 

/ t/iink some of our courses are shared learning where we share common subjects 
between physiotherapists and occupational therapists, but we've also had the 
opportunity to talk with nurses and doctors on our course on special days where 
we can give each other information about our own professions and try and work 
together. That's been my experience of it. It's not a vast amount of experience. 

So what do you think the purpose of it is? 

/ think it's to show that in health in particular that there are many overlaps in the p 
work that we do and we can understand why we should be working together for i li-
the benefit of the patient and if we have this shared learning then we can CC. 
appreciate that we all have a role to play. / think that's the main benefit because 
at the moment 1 think sometimes it's quite disjointed and everybody goes off at a 
tangent where as we could all be working together and it would be far better for 
the patient in the long run fwe pull together and shared learning, 1 would hope CO 
would bring that about 

So you think it's about being able to benefit patient centred, patient orientated? 

Yes definitely. 1 think everything has to be patient centred. I don't think any one]' 
profession shouldfeel they own the patient, 1 think we should all be working for j C C 
the benefit of the patient 

Have you come across where people do think they own the patient or have got a 
dominant role? 

£ 

1 think the medics tend to own the patients and they kind ofsc^ to everyone, this is 
what you 'II do without really understanding what the other professions are doing 
andperhaps imdermining them slightly, believing that they know best and they 
probably do know best in one particular area, but other areas can work with them 
together, so they 're not their patient I think in some ways as well like in law, f 
the medic profession is seen to be responsible for them when you 're responsib le 
for personal methods, 1 do think it's seen by the general public and perhaps the . ̂  ^ 
doctors feel that ultimately they 'II be the ones that have the blamed at their door if 
anything goes wrong. But maybe it's as a result of that that Ifeel medics believe 
they own patients. They feel the buck stops at them. 

Sometimes it does doesn't it? 

Yes it does. 
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APPENDIX 5 

Example of Transcript-Interview 11 Podiatrist 

I would like to start by first asking you how you would define shared learning? 

come fogef/zer fo /earnybr wift; or iy^n?MffOM, go wo /̂cf 6e acroM fAe 6oard^ 
fAg /gammg af f/ze /eve/, /Ae ŷame core e/eme»/& 7 ^om fAaf, 
f/ze/z ^ecW^f ĵ A ẑef ca» 6e q,̂ ^o/M f/zaf. 7 f/zm^ f/zere 'f /)Off z6/y Aiey z/7zz/f 
f/zaf we a// yzeec/ ̂ o /zove /zeo/f/zcare /̂ rq/eĵ j-zo/za/ĵ . 

So what do you think the purpose of learning it altogeAer would be? 

7 //zz/zA zf woz//<̂  ̂ om a Facz//(y pomf q/̂ vzew, zf woz//<7 z/Mzfe z^ a /of more f/za/z we 
are af fAe mome/zf aW fAaf woz//(/ 6e, wAz/yf zY 'f goo(/ f7? wzfAm fAe L//zh;erĵ z(y fo 
/zorve f/zaA /zqp^//y af f/ze e/ẑ / q/̂ fAe (7ay we 're a// goz/zg fo yzza/^ aW wor^ wzfA 
eac/z ofAer a/zywqy ay /)rq/ef.9zo%9 fo, a /o/zg ferm forf qTAeffer z/zferac/zoM w/zg» we 
gzza/z^ zdea//x. 

So you seem to have some really good ideas about what this core thing is, A\%at do 
you think are the core subjects that you could learn together? 

7 f/zz»^ fOTTze q/̂  fAe ̂ /zyf zo/ogy oapecfĵ  we coz//(7 aw/ cerfazVz/y OM f/ze mzcro6zo/ogy 
o^ecff q/̂ f/zzMgf 6ecaz/&e we a// come m af a Aaŵe/zMe aW fAa/ Mee<& fo 6e 6z/z// z(p 
6 ^ r e per/z^j^ we go o/z fo (/h/erâ ẑ ẑ/zg fo ozzr ̂ ecza/wf_^e/dk, we a// »ee</ f&zf 
6aye/zAze fAere. Zz^ewwe ogaz/z, we /zave a Aea/f/z /?rq/efj^zow mo(/z//e aW f/zaf zf 
jromef/zmg rea/^, zff ve/y eâ â eyzce ĵ /zozz/̂ / 6e (&)»e acroff f/ze Aoar̂ / 6ecaz/fe wzf/zzM 
f/zaf mo(/zf/e we /oo^ af Azof̂ /ztyf /)0(/zaf7y, we /ooÂ  af /zow ̂ o(/za^ w ̂ ofzAo/ze(7 z/z 
/?er^ecf^zve fo f/ze of/zer Aea/f/zcare ̂ rq/e&yzo/zf. 7f a ve/y ĵ or/ q/̂ A/mAaerê / 
vzexyozTzf z/̂ we re Mof zMferac/zfzg wzf/z fAoâ e groz^f f/zaf we've gof̂  aroz/w/ z^ a// fAe 
fzme. 7 Z/zz/zÂ  fAaf wozz/̂ / 6e rea//y goo^/ Aecaztye z» a way /70fe»fza//y, ^we (/o/z Y af 
eac/z ofAer, we 're faAzMg oz/r z/zfeyprefa/zoM q/"w/zaf f/ze of/zer^rq/ef:9zow are eac/z 
fzme fo zf 'f Tzof/̂ rogreĵ ẑ/zg aMywAere, zf 'f yz/â f goz/zg rozzW azzf/ roz/W z» czrc/ef. 

Do you think it stops your own professional development if you can't get someone 
else's views? 

v46Wzzfe/y. are a// (/l^eWe/zf ẑ po/z eac/z of/zer ayz(/ o/ze /?rq/gfâ zoM zâ  07z/y goz/zg 
fo grow z/yoz/ gef a greaf^er rqpporf wzfA fAe of/zerâ  a»(//7/zty f/ze j^cf f/zaf we 're a// 
mea»f fo 6e worAz/zg fowar(6 worA ẑ/zg/br /̂ afzeMf̂ y or peqp/e a<y qpy^ofe /̂ fo yzv̂ f w/zaf 
we (/b aW ^we ca/z worÂ  6e^er foge^Aer, f/ze» af f/ze ew/ q/^f^e fAe ̂ afze/zf /zâ  
gof fo 6e fAe o?ze f/zaz' Ae/z /̂a:, aW f/zaf coz//(/ 6e ziâ . 

So you're saying yourself you want a better service so that when you use it 
personally it's better? 
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Ygf, a mfggrafec/ ybr fAe ztygrâ  6z/f a/fo af a fon, we fewf Co 
/zm;e r̂ M/affOM q/̂ ĵ eemg oẑ .;g/vg.y fAg fw6(/fcâ fOM /wĝ f/ĉ  6%̂  7 

wg ca» acf«a/(y ^rga^ owf jro/w fAaf aW 6m7(/ a 6g#gr ro^yorf w/fA fAg/w a?^qy, 
Âg» wf// f/T^rovg a Az/TK̂ gc/ ff/Mgf fAg /frq/g ĵ̂ /oM, fo Aqp^ /^ AoCA fAmgĵ  

ĵ Aow/̂ / cowg fogg^Agr. 

So are you saying that the profession will get confidence if they have to work out 
with other professionals what the boundaries are and what the overlaps are and what 
the strength are? 

Tgj:, / fAm^ a /o^ q/̂ /Ag fz/Mg Awfor/caZ/y m foc/g(y, Y mgaM fAg ^Aoo/, 
^oefiaAy Aaâ  vfgwgc/ ag fAg i/Makr&ig, 6%/f / fAmÂ  fAaf w (/own fo a /act q/̂  
coŷ <jgMcg ay fo wAaf ow acfwaZ ro/gf arg w/fAm /Ag /oMf, / fAmt ^wg 
caM ggf coÂ <jlgM/ }y/fA wAaf wg r^yg^gMf, ̂ AgM vyg'// Am/g a 6g^gr ro^orf a/zyway. 

^^/gf, C07^<^»Cg. 

Have you done a lot of shared learning on your course? 

jVb, mmimzaZ. 

Was it memorable? 

7%g OMg ff/»g wAg» wg weMf fo A/borgrggM, Âaf way goo(( 7 g/yqye(/ fAaf. 

Why was it good? 
/f way M/cg fgg fo/Mg q̂ ^Ag ofAgr/'rq/gf^fo/M, 6z/f a/fo zf way »zcg foyẑ yf /Mggf 
fAgM a.y /?gqp/g, yoz/ Â zow, 6gcaztyg_yo« Aavg a q/̂ a Zaz/gA aw/ zf wag db/zg zn ayz 
informal way, so it was good. 

So you liked the informality? 

yg& 

Do you think that the experiences should be informal? 

/ fAz/zÂ  zY (%?g/zd!y wAaf j/ozz Yg covgrmg /"ga/Ẑ /, zf 6%)gMa[y OM Âg fqpzc 6z/̂  
fo/Mgfz/Mgf, gjpgczaZ/y wAg/z ̂ /oz/ Yg aZZ af fAe ĵ a/Mg /gvg/, /zAe af A/borgrgg/z, MOMg q/̂  
m Aa(/ Tzgcgf ĵ arz/y (/o/zg fAaf 6 ^ r g or Aaaf 6gg/z p/acg(/ z/z fAaf fzfz/afzo/z aW fAaf a 
grgaf /gyg/Zgy a/g/W6 ,̂ z/yoz/ 'rg a/Z af fAaf 6â g/zMg ^gqpZg (fo» Y^gZ 
z/zfz/zzzdkrfĝ Z Agcaẑ yg o/zg groz^ /M/gAf A/zow a 6zY TMorg or wAafgvgr. 

Interestingly enough, they were first year occupational therapists, second year 
podiatrists, third year medics all in together and yet you felt it was a level playing 
field? 

Tgĵ  z/z aj" 7Mz/cA ay wg aâ  groz^f, wg W Mgvgr /zzgf z(p 6 ^ r g aw/ zf waf a/Z aAoz/f 
g;î Zorz/zg wAâ  fAô g grozzpĵ  (/zV̂  fo aZfAoz/gA fAey coz/ZcZ fgcAyzzcaZZyyz/rZAgr o/z z/z 
fAgzr A7zowZg<ĵ g Ziaj-g, /̂Ag /zzĝ ẑcaZ /̂yfzoZogzcaZ aapgc ,̂ wAg/z zf ca/»g fo ATZowzMg 
wAâ  gacA ô Agr (Zz6( wg wgyg q/̂  ZM fAg dlar/'A rgaZẐ /. 
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So that was the key thing then, getting to know each other and what you did? 

/ f/zmA: f o yow wg Ye fAe z/Wercfogf fo fAe mgcf/cf, yow 
fo fgg groẑ pf a/%/ focWwa fo wa// w/fA fAam, »ofywff o» a focW 6z/f 

OM a fOTKf/ M, 6zA' Z/yoz/ mggf fAg /?gqp/g, Yg a/ngM, /̂zey 'rg ̂ Ag fWMg 
ow Mf, (&)7Z Y Awow f/zM, aW wg &*» Y A/zow f/zaf. /f 'f a gygaf /gygZ/gr, yoM ggf 
fgg a pgrfo/z Of (%pof g(f fo a ffgrgo^^zca/ vzgw wAzcA q/?e7Z yz/fgrf (&)w/z. 

Do you think you were discussing stereotype views? 

7%g w/zo/g Mafz/rg q/̂ f/za/ coz^fg af wg//, w/zgM yoz/ 'rg /oo^Mg af cafg f̂ z/c/zgf, /̂oz/ 'rg 
awarg q/^ffgrgof^z/zg, gvg/z a paf/g/zf, fo / Âz/ẑ  zf̂  r̂ozzgAf ẑ  z/zfoybczif /̂ grAapf z/z a 
Tzzcg A covgrgf/ f/zaf zff z/g 6z/f Mof z/z a "oA yozz 'rg maÂ z/zg ffgrgoi)^^ aAozzf 
/)gqp/g zf mâ ik zty rg-gva/z/afg Aow wg wgrg Zoô z/zg af f/zg zow aw/ f/zg 
/)afzgMff. 

So the case study thing was quite a useful thing to do wasn't it? Around a case 
study? 

Ygf. 

Do you think that made it relevant? 

Ygf, ^gcaztygj/oz/ ca/z faz/or a Ar̂ yof/zĝ zca/ fzfz/afzoTz mggf gvgyy^oc '̂f Tzggdk m 
fAg groz^, ^ zY 'f a rga/ fzfzzafzoM, f/zg/z 7 fAz/zÂ  a/fo ^z^ 'f /^pofAgfzca/ pgqp/g arg 
ZMorg rga(^ fo Aozmcg ẑ /eaf aroz/Tzdl Tbz/ <jb/z Y^g/ »gcgffarz7yyoz/r aĉ zo/zf coz//(/ 
ygqpar(/zfg fozzzgAoâ  or w/zâ gvgr. Zf 'f /̂zgorgfzcaZ fo yoz/ can co/»g z^ wzfA zdgaf 
aw/ z/^f/z^ 'rg /)gr/zapf /zof fAg aoc^fg^/ way or w/zafgvgr, zY (/ogf/z Y z/zaffgr fo /»z/cA. 

Do you think that Aat was important to you as a podiatrist because you do a lot of 
your learning wi& real people, where mistakes are not allowed? 

fOffzA/y _yg& Fro/w a^azr/y gar/k" ffagg o/z, wg 'rg c/ga/mg wzYA fAg/w6/zc, fo ygf wg 
arg awarg q/̂  gvgry fz/Mĝ /oz/ /rgaf a /̂ afzgyzf aw/^/oz/ 'rg affgffg^/ aw/yoz/ Aavg fo c/o 
yoz/r jprgfgTzfafzoM af fAg gw!̂  _yozz arg vg/y awarg f/zaf /zqpg^/y w/zaf̂ yoz/ 're fayzMg 
zf rzgÂ  aW}/oz/ 'rg cgrfam/y /zô  goz/zg /o (/o f/zg ̂ afzg/zf a/zy /zarm. 

Continues 
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APPENDIX 6 

Example of Nudist Theme Report 

REPORT ON NODE (F 21) 'Stereotypes' 
Restriction to dociiiaent: NONE 

em*****************************************************************************.* 
(F 21) //Free Nodes.'^tereotypes 
»•» No Description 

+++ OK-LINE DOCUMENT: Group Interview 2 
+++ Retrieval for this document: 10 units out of 231, - 4 .3% 
++ Test units 62-71: 
There seems to be a feeling that they don't like medics and that starts 62 
straight away. 63 
How that we've mentioned that, it is stereotypes that we are talking about 64 
Yes (Students +) 65 
We have the same problems in our first years with the sessions. We come 66 
along - why 67 
You go into medicine therefore you must be arrogant and stuck up etc. So 68 
we can be kind and lovely but they are horrible to you. 69 
So what is the best way of getting over that do you think. To go to your 70 
own camps or to work more together. 71 

+++ ON-LINE DOCUMENT; Group interview 3 
+++ Retrieval for this document: 43 units out of 371, - 4.9% 
++ Text units 24-38; 
I think our perception of what a nurse does is different maybe to a 24 
doctor's perception of what a nurse does. 25 
RThat's key isn't it? So it's perceptions, so it's being able to explain 26 
what you're doing to somebody else, is that what you mean? 27 
Yes 28 
RHave you had much chance to do that? 29 
S'sNo (laughter). 30 
RSo that was unanimous. 31 
We noticed it more in the first year or two really. You know we got 32 
treated like dirt really by medics. Oh so you are a nurse are you so just 33 
clean bed pans and that stuff. 34 
Oh degree in Nursing - can you do one of those. What's a degree in 35 
nursing? 36 
So you can clean bedpans very well then. Well done. 37 
It's a Mickey Mouse Disney school of nursing that we are going to. 38 
++ Text units 40-52; 
Yes it is. We were talking about this earlier and we were actually saying 40 
that what it is, is that as first years we don't really know are own 41 
roles and each group doesn't know your own roles until you are in 42 
practice. Whereas now the medics are on the wards themselves and a lot 43 
of the barriers are gone, because they see what we do and we see what 44 
they do as well. We know much more about what the doctors role is and the 45 
PT's role is. • 48 
We're a lot less defensive as well. 47 
Yes absolutely. 48 
But to be fair we're told straight away that medics are arrogant. 49 
So we always go now - we've more easily got our backs up. 50 
RSo it's assumptions and perceptions, 51 
Yes Barriers. 52 
++ Text units 249-251: 
Especially because you tend to look up to sisters as a student nurse and 249 
you think that they must know so much and know what they are talking 250 
about. So you believe them. 251 
++ Text units 267-273: 
It would be quite nice for the medics and physio's to see how much nurses 267 
do know, if a sister was to give a teaching session to a group of 268 
medics, cos a lot of medics now they are on the wards are actually coming 269 
back and saying there's quite a few nurses that know a lot out there 270 
aren't there. If we go and ask a nurse they'll know things. They are 271 
only just realising that whereas before they very much - oh nurses don't 272 
know anything, so it might be quite nice for them to have a nurse teacher. 273 
++ Text units 598-602: 
But this is probably why co we don't understand what each other does 598 
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really. 599 
Even if they do train together, so what. 600 
PT's still call OT's basket weavers, dca't they? 601 
Who drinks the most coffee. 602 

+++ ON-LINE DOCUMENT: Interview 1 
+++ Retrieval for this document: 38 units out of 771, - 4.9% 
++ Text units 74-80: 
Um ray experiences are still that there's a lot in the workplace there's 74 
still a lot of stereotypes that each profession has of each other and I 75 
haven't seen a lot of interdisciplinary work going on, seen 76 
multidisciplinary work where each profession, is doing their own thing um 77 
but not much interdisciplinary work where say there's joint assessment or 78 
joint treatment a little bit with physio when I was doing some aeuro 79 
staff in hospital urn (?) 80 
++ Text units 82-85: 
Yeah I still find there's a lot of stereotyping of OT's for instance um 02 
and ah well even on the placement I'm on now there's definitely quite a 83 
separation between nurses on the ward and the kind of therapists upstairs 84 
and you know sometimes its kind of awkwardness 85 
++ Test units 156-157: 
Yeah I think it's um stereotypes come out of got an inward lookinass of 156 
or professionals tend to be sometimes quite inward looking 157 
++ Text units 162-166: 
Yeah um to change the stereotypes to get everyone to hear an idea of what 162 
each profession can contribute and where the overlap is as well and where 163 
how they can work together in an oi^rlap um and I think to gat a really 164 
positive a positive example of what each profession does so when you're 165 
out there you kind of have an idea of what people do 156 
++ Text units 205-217: 
Hmm wall I think that's good you know its good I mean but it was 205 
noticeable in the first year how you know its funny you have a bunch of 206 
people who are not physiotherapists not occupational therapists who come 207 
together and very quickly the stereotypes start getting bounded around 208 
and thrown around you know and it is really bizarre how that's adopted by 209 
a new generation who you know its funny (7) it sounds like this teenager 210 
need to fasten down to create you know this kind of to say well this is 211 
us and then to stereotype another group you know professionals who've 212 
have just got this insecurity about boundaries perhaps and identity 213 
definitely seeking professional identity I think its confidence when 214 
you've got confidence for professional identity and this is again an 215 
outcome of my own research I found that confidence in professional 216 
identity enable this kind of interdisciplinary blurred roles (?) 217 
++ Text units 220-226: 
Um don't know about that I don't think so I think um I think there's a 220 
playfulness with those stereotypes sometimes with lecturing staff that's 221 
you know that's fun then that can be fun um and the students as well (?) 222 
mature students " 223 
So there definitely is a difference in mature students you think 224 
Generally although I can think of some of the, you know the younger ones 225 
who (?) 226 

+++ ON-LINE DOCUMENT: Interview 2 
+++ Retrieval for this document: 53 units out of 694, " 7.6% 
++ Test units 30-41; 
I think the medics tend to own the patients and they kind of say to 30 
everyone, this is what you'll do without really understanding what the 31 
other professions are doing and perhaps undermining them slightly, 32 
believing that they know best and they probably do know best in one 33 
particular area, but other areas can work with them together, so they're 34 
not their patient. I think in some ways as well like in law, if the 35 
medic profession is seen to be responsible for them when you're 36 
responsible for personal methods, I do think it's seen by the general 37 
public and perhaps the doctors feel that ultimately they'll be the ones 38 
that have the blamed at their door if anything goes wrong. But maybe 39 
it's as a result of that that I feel medics believe they own patients. 40 
They feel the buck stops at them. 41 
++ Test units 60-76: 
I don't know what the problem is. I think they come in to this that 60 
there maybe a certain type of people apply for a certain type of job 51 
within health and we all must chose for some reason, pick a specific 62 
profession and perhaps it's the nature of those people in the first place 63 
who feel that their profession is superior to another and will not 64 
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Appendices 

THEME 1: 
DEFINITION 

THEME 2: 
PURPOSE 

THEME 6: METHOD 

* Groz ĵ̂  
* Owe 
$ CompMAyo/y 

THEME 5: CONTENT 
$ Ge/zera/ 
4 

4 iS'cfeMCgj: 
* Cafg 
* fmcfzca/ 

THEME 3: LEARNING 
4 ferc^ffOM 
f 7(gc^f/vg 
* 7?g/evance 
4 fOf/ffvg /Mggaffve 

* GgMg7'aZ4;oM/e»/ 

* A/en/orf 

WORKING PRACTICE 

ceM/rê y 
f fracfzca/ 
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THEME 4: 

Figure 1: Diagram To Show Themes and Sub-Sections IdentiGed 

From Transcripts. 
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APPENDIX 8 

Example of Node Report with Manual Analysis and Coding 

(FS).txt page: 2 5/16/19 09:38:26 

doing, you'Tie doing the overlap skills so aay profassional should be able 512 
to do thai!'. 5 1 3 
What are the overlap skills? 514 
Communication, Biological Sciences probably in the first year that's the 515 
main two. I think communication should be in big capital letters because 5lS 
communication skills are sometiznes rubbish. 517 

+++ ON-LINE DOCUMENT: Interview 4 
+++ Retrieval for this document: 19 units out of 507, - 3.7% 
++ Test units 26-40: 
For soma of the groups it didn't seem like there was necessarily a 26 
barrier between each professional though it wasn't like a distinct role, 27 
each profession would bring maybe their own angle or their own small bit 28 
of expertise but they'd work quits closely together and the sort of label 29 
or the role wouldn't be as important. 30 
So that's what you found in practice, an overlap? 31 
Yes there is quite a lot of overlap sometimes. 32 
So is it good when there's overlaps? Is that what makes it good, when 33 
there's no boundaries, no barriers? 34 
I thikk it's good to have overlap but in a way some barriers and. 35 
boundaries otherwise if it merges too much yoa can't justify the separate 36 
pirofesaionis necAssarily I don't think. But I think- overlap helps you to- 37 
work better together or some sixared knowledge, but maybe some separate 38 
skill* to define yourself as a professional as opposed to another 39 
profession. 40 
++"Te%t units 63-66: 
It's probably made me a bit more informed about their role and what they 63 
do working together, and I suppose if you do things together you get to 64 
know about what other things they do separate to you as well and just 65 
sort of the overlaps and the links between that. 66 

+++ ON-LIKE DOCUMENT: Interview 6 
+++ Retrieval for this document: 10 units out of 620, - 1.6% 
++ Test units 94-103: 
What was the most productive, memorable thing that you did together then, 94 
that was really helpful for you? 95 
The most recent thing that I remember the quickest is something I did 96 
within one of the third year modules I was doing which was hand therapy 97 
because it was particularly pertinent for me because there weren't any 98 
other physios in there at all, so I was by myself. I found that a little 99 
bit daunting but I hopefully used it as a bit of a challenge and I think 100 
I agree with that. It was good from my point o£ view to see far more how 101 
the occupational therapists work in comparison to the physios and how it 102 
did overlap in a lot of respects, 103 
++Hh+4'4'+'4'+++4*++ 4'-f'+++'4*'f"'+++4*4'++++4'++4'+*4"++++ 
+++ ON-LIKE DOCUMEHT: Inter-ziew 7 
+++ Retrieval for this document: 7 units out of 527, - 1.3% 
++ Text units 23-29: 
Is that what you've found in practice is that your understanding of other 23 
professions has been tested, and have you learnt things while you've been 24 
there as well? 25 
Yes, in practice there is a lot of overlap between what differant^. 26 
professions do and how they approach things. O v e r l a p betwasm w h a t 27 
d f ^ o r * aa( l n u r a w dp aa4 how t h e y a p p r o a c h d i f f s r e n t e l t u a t i o a a , b u t 28 
t h i e t v ' s as w # l l . 29 

+++ Total number of text units retrieved » 92 PfTl 
+++ Retrievals in 5 out of 19 documents, 26%. , ' 
+++ The documents with retrievals have a total of 2784 text units, 

so text units retrieved in these documents « 3.3%. y » ' •' 
+++ All documents have a total of 10241 teat units, C>ViS£f'V\r*» 

so test units found in these documents - 0.90%. 
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++ Text units 345-348: 
R Sometimes to make time to do other things that you don't see as 
priority can be difficult. They have to be committed to loosing something 
as you are already up to here in work aren't you? So to squeeze in 
anything else that means that something else has to go? 
+•»• Text units 368-369: 
S'I think medical students are more likely to b«i horrifiadithat they 
havenKt'^fiad'contact with patients and you have ac&aiiiyT---^"~— 
++ Text units 374-375: 

K R I'm: jisC trying the interpret what you are saying rather than just how 
thihi.5i®^~""" - - - - - -

f'++++44'4̂ ++M 4̂.++44'4H'44H'+++++'WH'+++++++ 
+++ ON-LINE DOCUMENT: Group Interview 2 
+++ Retrieval for this document: 18 units out of 231, =7.8% 
++ Text units 14-16: 
develop some of the ideas. Some of the sorts of questions £'aw-:.iat'erested 
ia is what sort of shared experiences have you had and what's bade them* 
memorable v 
•w- Text units 18-19: 
When are you most receptive to shared learning in your course? 
What do you mean by shared learning. 
++ Text units 40-41: 
So how will we make the best decisions about what we will do together? 
How might we go about that. 
-H- Text units 45'-47r ' 
You've had a bad experience Ok so its been a bit negative but sine* 
you'w* had. thi« MforiOTce what would you suggest that we did for the 
years cooing'up that would be useful for them to do. You said roles 
f-p Text units 170-174: 
I can't hear what you are saying. I need it in more depth so we can 
follow ideas through and look at the realities of what we might do on 
your courses. It's a bit like saying how do you redesign it if you could 
its that sort of thing, how could you redesign it to put it in if was 
valuable and to make it worth while. 
++ Text units 181-182; 
-Do you think you have to do things together, to actually work on things 
together and get to know each other. 
++ Text units 191-191: 
So you think you get that by default by working together anyway? 
-*--^'HH-#^++++++++++'t-+-»-++-#-++++-t'-t-+-t-+-*'+++'f+ '—'Oi 
+-f+ ON-LINE DOCUMENT: Group interview 3 
+++ Retrieval for this document: 51 units out of 871, • 5.9% 
++ Textfunits 63-66: 
RSo the timing of it? Can I discuss the timing of it, cos you mention 
that at certain points you don't know your own role enough but later on 
somehow you get experience, does that make a difference? 
Yes 
++ Text units 97-99: 
RSo .. do you think, you're saying that the first year is a real 
struggle and that you have to know a bit more about what you are doing 
and a perhaps a hit more structure in the first year. 
++ Text units 171-172: 

345 
346 
347 
348 

iB-^l 

374 
375 

14 
15 
16 

18 
19 

40 
41 

45 
46 
47 ' 

'.V •-
170 
171 
172 
173 
174 

101 
182 

191 

63 
64 
65 
66 

97 
98 
99 

' C • J 
^ .1 

RSo t&iok: soduthii^ ha]gp#am.,ia_th* third y e a r which. wovdd..bud;4[s . 
you. more receptive .towards working togetherf 
++ Teatt units 206-209: 
RSo what have been your experiences in real life? You know on the wards 
of IPE and learning about other professions there. 
It varies, sometimes it is brilliant, but some places are rubbish. 
It definitely depends from ward to ward. 
++ Text units 299-301: 
RIf you could change what you have already done, if yoa had. a blank piece 
of paper what do you think you could include, what would you change to 
make it'more inter-professional. 
++ Text units 305-305: 
RSo if it's poor its bad because it has a bad effect on you. 
++ Test units 341-342: 
RSo you are saying that it would be learning together, not so much about 
each other but together which is an easier step in you mean. 
++ Text units 358-361: 
RHow would you put it in then? First year, perhaps to start with learn 

171 
172 

201 
202 

206 
207 
208 
209 

299 
300 
301 

305 

341 
342 

358 

'jSdfc- 4-
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v^pendices 

REVIEW TO RESULTS SECTION 
tgAyggw jfgygarcA gwggffowf amf 

SECTION HEADINGS 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 Perceptions/Attitudes towards other Professionals 
In ^ ^ t way, if at all, did these experiences 
inQuence your 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 Each Other 

6.5 Shared Leamine 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? 

Detailed analysis of this data can 
be found in appendix 21. 

6.7 A New Shared Leamine Curriculum 
At wiiat 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 

6.S Developing a Theorv Practice Link 
If you could re-design your programme, what 
changes could be made to encourage shared 
learning? 
What aspects of the programme could be shared 
and/or learnt with other professionals? 

6.8.1 Identifying Priorities 
6.8.2 Developing 

Communication Skills 
6.8.3 Science-Based Subjects 
6.8.4 Case Studies 

6.9 Organisation of the Programme 
If you could re-design your programme, Wiat 
changes could be made to encourage shared 
learning? 
Who would this involve and why? 

6.9.1 Timetable 
6.9.2 Student Responsibility 
6.9.3 Staff Responsibility 
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6.10 Method of Learning 
What aspects of the programme could be 
shared/leamt with other professionals? 
Who would this involve and why? 

6 .10.1 Learning in Groups 

Appendix 21 - Additional analysis: 

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

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

1 Clinical Experience 
2 Focussed Learning 
3 Client-Centred Approach 
4 Teamwork 
5 Overlaps in Practice 
6 Working Relationships 
7 Resistance to change 
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APPENDIX 10 

Self Reflection: Looking At My Dialogue/Questioning Technique 

Language 

There was evidence of the participant's own words and phrases being used to 
emphasise a point: 

6gcaztye //ze v/ewf /'ve gof M /M/gAf 6e Awrrf/fgff 
Am/g fAe j:a/Mg q/^/gammg ....' 

7 fAmA: TMec/fcaZ are /More /zAe/v fo 6e Aorrf^af fAaf f/zev Mvew V 
AW coMfacf IfzYA aW voM Aove. acfwa/Zv. 

7 go/ /Aaf af A/bo/^eeM / f z^oj^g. 

TTzaf wAa/ /Aev are more Z/AeZv fo 6e Aorri/fgdf a6ow/. ,$o wAaf vow we 
favmg M aAoMf Aoẑ TK&zr/eĵ  aW ferrfYorreA power ... (G/.Vf ̂  

This happened spontaneously within ± e discussion and helped create a shared 
language. It promoted a sense of focussed listening as well as encouraging in depth 
exploration of issues raised. There were a number of similar, though more subtle, 
instances when language initiated by participants was used within the conversation. 

Questioning 
Most of the time discussions were directed with quick responses and direct open 
questions such as: 
f y/yoM /zaâ  a 6/a7ẑ  fAeef q/)7aper wAa/ ob yoz/ 
* /fbw /M/gAf we go a6oz/f f/zâ ? 
* PPTzaf woM/̂ /̂ /OM cAa»ge fo /Ma^ zf more mfer-^rq/eff/oMa/.? 
$ 7?% jxowr e:î erfeMce /zaa f/zere 6eeM aTzyfAz/zg f/za/̂  /zaf goef ayzyw/zere »ear fo 

6reaA f̂/zg dbwM f/zw ĵ fereo%?e.̂  

These types of questions were used in all interviews, though not always in the same 
order. Such questions were fitted into pauses in order to help ± e flow of the 
conversation. They were used successfully in order to help the participant explain 
their point of view and to draw out the meaning behind conaments: 

PPTzaf̂  (fo}/oM f/zmÂ  /Ae /?z/ypoĵ e woz//e/ 6e.̂  

I think it highlights the importance of different areas relating to you, I, 
as a physio, perhaps understand how I think diSerent things are 
important, like an OT may see different aspects of an area to what I do. 
Doing it together highlights those aspects 

i9o yoz/ gef ĵ o/»eo»e eZfe '.9 /;erjpecfzve OM zY.̂  
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Yes, and it brings attention to things you hadn't thought about, because 
Physio's can sometimes be based on one specific area of the body. 

Yes 

ZearMfMg af f/ze wz/vgrf/(y? 

Well the last thing I went on was a palliative care workshop and there were 
nurses, medics and OT's there and that was really interesting because we got 
to hear about they want to work on and what the different professions are 
working on and I really enjoyed that. 

Tow gyyoyee/ fY g o f f f ? 

ygf 

f/zerg g / fe f/iaf /Me/Mora6/g? (I:6PT) 

Sometimes closed questions that elicited straightforward yes or no answers were 
used to an area of discussion. This was quickly followed with another question that 
attempted to move onto a different aspect. 

Muddled Questions 
It was noticeable that I formed questions incompletely, this indicated a muddled 
response to complex situations, for example: 

M/gre fo com/MWM/cafg or ofAer 

PPTzaf wozz/f/ foj/oz/r ow/z /̂ rq/gfj-zoMa/ zJIg/zfẑ y?' 

% ^ 7 canyztgf g«mmarKg, wAaf yoz/'rg gcrymg z& fAg acfh^ifigg f/iaf yoiz c/o 
^oggf/zgy f/zoz//(/ 6g vg /y /Tzz /pof^/ , ^racfzca/. PFAaf zMzg/ẑ  f/zgy c o M f q / ? 7i/bw 
M/ozz/t/j/ozz f^c^z/rg OTZg? "̂0 z/^oz/ a fcg/zarzo fAa/j/oz/ Aac/ a f/zggf q/̂  
/?a;pgr a7zi:̂ )/0z/ cozz/(f orga/z^g fAg fAmgf f/zaf ̂ f o g g f ^ g r , w/zaf (/o yoz/ 
f/zz»^ woz/M 6g z t y ^ / / o r fAg/M fo do? (I:7PT). 

In this example, having so many separate questions to answer was difGcult, 
however, as the participant was involved in the conversation and familiar with the 
subject, they selected the aspect most relevant to themselves and the conversation 
moved on. Another example of how a common language was beneficial. This was 
transferable into most interviews, though on one occasion a participant did not 
understand a question and asked me to explain in more detail. Overall this 
participant appeared to be the least expressive and gave the most yes/no answers, 
even when questions were open and well constructed. 
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It is clear from the transcripts that in addition to the scheduled anticipated questions, 
there are numerous incidents when in the process of reacting to an unanticipated 
response after that I had little time to formulate the next question. Often I cover a 
number of issues raised by participants and think out loud: 

Tigf, fo aw/ f/zWyearf. /Ae q/" 
yow growp aroz/W a cowe j'cewzno, 
fowardk (/ffc/zarge or ĵ o/MgfAmg. .S'o yoz/ /karve 

f q/^ a re/K)6 fea/M? (I:40T). 

During this thinking process I assume, rightly, that the fellow occupational 
therapist will appreciate what I mean by rehab team. I depended on this 
common language to keep the smooth flow of the conversation. Particularly 
on the occasions when my thought process became slightly muddled as this 
gave me a breathing space. The participant was able to share responsibility for 
developing the conversation further. 

On other occasions I review the conversation, think out loud and move the 
conversation on myself^ though this appears on reflection to be convoluted 
and possibly difficult for student to understand: 

/ it'g were fo fyy awf fcy/cf a/K/ /yymg fo 
w/zaf j/oM /way a// 
,̂ 0 /?e7"/zapf fo/we co/M7MWMZfy comTMWZzcâ zo/z 

yow D o j/oK f/zz/zA^ f/zere ofAer f/zz/zga^ o r f / z a f we coz/M 

/ooA: af Zeanzzyzg fogefAer.? (I: lOP). 

To my surprise the participant appeared to understand what I was asking and 
followed through on as aspect that they felt pertinent to the discussion. 
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APPENDIX 11 

Extract: Podiatry Group Discussion - Impatience 

I think that we have focus clinics where we get together as a group to treat a patient, 
I think that will be really helpful if we had a focus clinic with the OT and PT so that 
the patient is there in &ont of you. You can discuss all three disciplines together 
what would be your management of this patient. 

That's only logical, but there's not enough time. 

That's like for most of this. 

But I mean it wouldn't be that difGcult for us and a couple of OT and PT students to 
come down here to one of our clinics would it? 

It is when you are on placement for three months at a time. That's the hardship. 

are fAe r/g/zf f/zmg fo do foggf/zer f/ze/z 
zYj: worf/rwAz/g ma^Mg â z/rg yoz/ ca/z zf. 

I agree with what you are saying I think if you are going to do it you have to 
incorporate it early in the course because t^ t ' s when the PTs and that don't go on 
block placements. Its when they get to the 2"̂  year, whereas we only do a 2 week 
block placement in the 2"̂  year. 
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APPENDIX 12 

Extract: Podiatry Group Discussion - Shared Concerns 

Yes they benefit &om when they are on these placements because they met all the 
other disciplines and we don't have that access. It's very &agmented. 

But then they don't do the treatment that we do, they don't have clinics two days a 
week. 

M) /zove a Zeammg ej^erieMce (fon Y yoM. Do yow f 
CfzygworA; zM/gA/ a fAmg /o fogefAer. 

It might be a good start yes. 

Or possibly a student rotational thing where you could have 2 OT's come down for 
a day or half a day here, and we could spend half a day working with OT's or 
something. So that you actually going round that way. Like the placement system 
we have already but an internal one. 

Ok I've got one here - we are happy to sort students out and try and sort of make 
that occur outside, but we are not utilising all the disciplines that we have got in the 
other schools. 

gomg fo ybr f/z/f year. 

It's a shame really because we don't have the benefit of being put in the traumatic 
efforts of being put in the building, if we did it we might be less traumatised. 

fo A7ZOW Aow fo // foggf/zgy? 

I think there's a fine line because the flip side of it is that you mi^ t feel quite 
intimidated by speaking out in that sort of environment. But not in case studies, but 
especially in lecture type things. 

Yea. 

Oh my god I can't speak out because maybe I'll get a difkrent grade you know. 
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APPENDIX 13 

Extract: Podiatry Group Discussion - Intervention To Reduce 

Conflict 

Its not only that its necessary, it's a legal thing that you should have something 
coming through saying this is what has been done and we're acting upon it. 

Cost is the issue 

No it isn't. 

It is the issue because you've got to refer to the GP because they have got to find 
the money for you to send them to PT. The PT sends the letter to the GP that's why 
we don't get nothing back. 

But you are going to get that as part of being a NHS community services in 
Southampton. It is an issue, we've worked in here for minimal. 

It's not our domain to see where it's coming from, this lady is asking us students 
what do we want. 

But you're gonna get that when you start work anyway 

Sure but at this level its students. 

Yes but it might be great to have the stuff when you are a student but then when you 
go out -ugh you don't get it now. 

But we are talking about us students. 

This is why no one wants to talk! 

are af a 
waMf fo a g o o c / o r e zMveAffrng c&zy 6)/ okry mfo f/ze re/evaMce 
w A a f a r e /gamf/zg /m Y ff, fo Tow arg c/ofg fo grwa/i^mg aW 6gmg OM 

owM fo fAaf fj" a/z / Ayzow Mof gof»g cAawge/brj/OM Mow Awf 
fTT^o/ta/z/ fAa/̂ yowr ay a ga/Mg /̂ fo fAe 
c/zo/ce /coz/Tve ybr others. 

I mean, maybe now that we are all part of the same school for the years that are 
coming through I think that they should have far greater exposure to all the other 
disciplines. I mean what was it for, what was the point? It doesn't benefit us at all 
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It's also very good for the other disciplines to know exactly what we do as most of 
them haven't got a clue. 

Its like that research thing - the conference day - its just so that you start to realise 
what they are looking for. Those sort of events are very good. 

The first years as well are going to be in a totally different environment to us cos 
that's all they know. 

They are going to feel a lot more comfortable with it. 

It depends whether they are apart from physically having their lectures, how much 
are they interacting with the other disciplines. 

Don't you walk by notice boards? Well I think it all helps. 

It does help and they certainly have a lot better interaction than we've had. But I 
think that at the moment there's a lot more to do. 

It starts at the top though doesn't it? 

They could stay in their professional click if you like, if they don't want the 
botmdaries to change. 
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APPENDIX 14 

Extract: Interview 6 Physiotherapy 

flrMfe/T/ewer- //% 

I think it could do because of the fact that if you're doing it in the first year and then 
carrying it through to the second year. If the medics don't go out until later then 
they might not be able to visualise or get into that way, Wiereas the nurses should 
have had a lot of experiences because they start off quite early. But then that might 
give a bit more something for the nurses because they would be able to input 6 r 
more and not feel quite so threatened by a doctor or a medic who tend to give that 
air of knowledge and everything. 

Bwf yoM fee /Aaf wAaf we 're wzfA, are/z V 

Yes. 

I think a little bit, yes I do. I know it more from a personal point of view rather than 
6om what experience I've had from wards or school or anything, but nurses that 
other people ^ o w say: 'oh no physios, they're horrible'. Don't like them because 
they just swan in and off the wards and think they're this, that and the other, from 
that point of view, people think that of me and they don't even know me and I think 
that is a shame. 

^ ' v e over /%n/e» Y we.? m/gAf Ae^ w/f/z 
Aecam ê wAaf yow Ye w OM ̂ c e va/z/e wAaf f/zgy ĵ ee 

(fomg ra^/zer f/za/z A?zowmg wAaf f/zex Ye <jbmg a W w/r)/.? 

Yes, and that's wty I think something like this will help, if they were working in 
that group environment, and especially the younger you are doing that, the further 
that's going to carry through. I believe &om a medics point of view, they decide in 
the first year or something, what they think of physios the first time they meet them, 
whether they like physios as a whole or not. 

Tef, ve/y 6fg ge/zeWzfafzo/za^ are 7?za(fe. ^f/zere w f/zzf zyzegz/o/z(y wzf/z rea/ 
e;î erzeMce wzf/z /?â fe/zAy, ^^yoz/ ̂ /zm^ f/zere woz/Z(/ 6e /?ro6/e/w or woz/Zf̂  zf 6e 
poĵ zYzvê r /̂zzre/year /wec/zcĵ  fo wor^ wzY/z a^ecoWyearf? Do yoz/ zf /TzaÂ erf 
w/zef/zer zYf yearf Âa/ are foge/Aer or w zY wAere f/z^ 're a/ ZM f/zezr /̂ rograTMZTze? 

That's a difficult one because people might be further down the line clinically, but 
then they've had experience of other things. 

^%af yoz/ 're fcyz/zg w, c/oM 'f /ef fAe /yzê Aoy eâ ĉ ye, gef /̂ Ag/?z foge /̂zer rea//y ear(y 
wzf/z /?ec)p/e fo co7?z/?zz/Mzcafe a/z^ fAaf fofwe/zow we Aave fo a f̂ za-f jrfzÂ eyzAf fo c/ea/ 
wzfA /̂ze f/zrea^ Mof Ayzowmg, /z^ Mẑ ĵ eĵ  /zave ̂ ro6a6(y gof /wore euî erze/zce, or 
f/ze f/zreaf acade/?zzc Ayzow/ed̂ e coy/^arec/ fo /̂ raĉ zca/.? 
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Yes 
% 've gof fo (/eaZ w/f/z fAof WveM V wa, f/zaf '.y wAaf j/oz/ 're .yqyfMg? 

Yes. Even if it's just explained to them that's how you perceive it and that's why 
you're integrating in that way. Sometimes if you just do explain it to people, then 
they understand and they're Ok with it. 

Bwf i'/M geffwg f/ze w/zaf Ye ffAaf worÂ Mg 
foggfAer wfY/ aZZow pgqp/e fo .90 wg've fo e/iywe fAaf groi^f 
ffWew/f ggf foge/Aer, g»oz/gA fZ/Mg fo acfwa//y worA: ̂ Arowg/z fo/Mg q/̂  
j:^ereo%9gf? 

Yes, and really communicate because I think it just doesn't happen often. It's like 
when I come to read doctor's notes or something before I assess a patient, I think 
why can't they just write a bit easier. You waste loads of time, whereas if they 
understood that lots of other people are going to be reading them frequently, they 
might just think about it when they're doing it, I don't know. 

7/ fgg/yw: /ogfca/ &igf7z Y /f.? a fo 6g go/»g //zgrg 
aW wAaf W 6g /ooA^Mg^r. Ybz/ w/or̂ mg foggfAgrybr f/zg ̂ afzgMfâ  
6gM^f, 6z/f yoz/ 'vg o/w a6oz/f a^omg q/̂ f/zg procgâ ĝ ea: q/^wording foggf/zgr TTzg 

w/#gM Mofgĵ  eay/ammg, yz^yf^mg w/zaf ̂ /oz/ 'rg (fomg f ^ r m g f/zaf, /waÂ mg 
g^cfg/z^ aW fm/mg fz)»g /na^z/zg gacA o//zgr̂  ĝ iyzgr, Agcaztyĝ /oz/ 
wAaf gacA of/zgr rgg'z/zrgf q/]yoz/? 

Yes, I think it could be done more efficiently. 
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APPENDIX 15 

Extract: Interview 12 - Medicine 

What they know and what they're likely to know you mean? 

/ caw gh;g a zMczak/z/. v4 j-wgfca/ a/z oz^ 
aW fAe faf Z(p aW â /ze waf c/yz/zg ozz fAe /p a/ẑ f 7 waw ŷegz/zg oMof/zgr /7afze»f, 6zzf 
7 ffqppg(/ wAaf 7 w<iy &»mg a/z(f ca/»e over fo â eg Aer, anaf f Ae ĵ aẑ  7 ca» V zMOve, 7 
ca/z Y move, 7 rea//y »ee(/ fo gg^ z^ aW go fo fAg foz/gf oW 7 ca» Y /?zovg. 7 ĵ aẑ f OAT 
7 V/yẑ f go aW ggf a /zz/rfg, Agcaẑ yg 7 f/zozzg/zZ 7 (io» Y Ayzow a Âmg aAozzf ̂ /zz\y 
jpafzg/zf aW7'zM fzzrg a Mz/râ g wzZ/ 6g a6/g fo Ag/p morg f/za/z 7 ca/z, aW f/zg yzz/rfgf 
yzfsf /ooÂ g(̂  af /?zg, wg/Zyoz/ 'rg f/ze ZMgafzcaZ ̂ fz^/zf, /̂oz/ &» fomgf/zz/zg. 7 ̂ /zozzg/zf 
wg/Z, 7 &)/z Y A/zow a»xAzMg a6ozzf f/zzar pafzg/zf aW ca/z Y_yoz/yẑ f /;g^ ZMg. TTzay 
rga/(y wgrg/z Y vg/y Agj^^Z af̂  a// a/z<7 a cozzp/g q/̂ zm f̂a/zcgf 7 'vg/bz/wf //zaf zzẑ Ag 

'rg /zor 6gmg /zg^^^/ or /yzayAg Y gg/7z/z/zg(x Â zow w/zaf fo do aW fAaf 
7'z7z gAygcfzTzg foo zzzzzcA ̂ om f/zgy» aW 7 ĵ /zozz/(/ /zavg ̂ ow» f/zâ  woz//(6z Y Aavg 
6ggM a6Zg fo &) aM}YAzMg, 7 doM Y A?zow. 

Yes, but somebody must have been able to help that person in that situation, 
shouldn't they? 

Tgĵ , 6z/̂  7 f/zoz/gA^ zY woz/Ẑ f 6g f/ze /zzzrâ g 6z/f zf ̂ gg/?zg<̂  fo 6g, wg// ĵ Ag Azof ZTzy 
/?afzgMf. 0/z 0 ^ ca/z ̂ yozz/zw^ f/za zza/Mg(7 /zz/rj:g f/zg», 7 &»» Y A/zow x//zo C/ara zĵ , yozz 
?̂zow/ f/zaf Az/zd q/̂  f/zz/zg. 7yzzff gxpgcfgâ  6gcazjLyg f/zey Yg gz/a///zg<^ fo Ayzow wAaf fo 

wAg/z a /?afzg7z/ 'f z/z /7azM. 

Or even how to go about asking them. I supposed if you had other nurses and you 
were able to discuss it with them, other students, about the best process to go 
through to ask them about things like that? 

Tgf, a/z<̂  7 f/zz/ẑ  zY 'f co»/WzMg Agcazzâ g ^ozz <jb» Y z//z<jgrâ fawf f/zg gra^/gf 
fAg zzz/r̂ gj: aWw/zaf zm^rm z\g w/zaf grade, amd fAer^rg wAaf f/zaf nzzrjrg wz7/ or 

woTZ Y 6g a6/g fo do, yoz/ ̂ ow, ca/z faAe 6/oody, ca/z Tzof, w/y arg f/zey 
ayÂ z/zg a /zzgdzca/ â fzzdg/zf fo f a ^ 6/oodk w//zg/z 7 /zavg/z Y ^ggfz aâ â gfâ gd o/z zf, »0-0Mg 
caM fg// /»g wAgfAgr 7'vg dbw zf rzg/zf or zzof, 6zzf yozz ^ o w a Tzzzrjfg f/zaf 'f g'z/a/z/zgd 
caM Y do zf. Fbẑ yz/iyf do/z Y zzAzdgrf fazzd af f/zg 6ggz7z/zz/zg f/zg f/zzrd}/gar a/zd zf a// 
g'z/zfg co/z/^z/zg. 

So as a second year at the end of those last two weeks say, would you have known 
what questions like these to ask? 

fro6a6(y /zof. 
So how could we get over that? Because you know it now don't you? 

Tgf, 7 f/zz/zÂ  /w^6g Aavg Arz^zzgf ̂ ozM f/zzrdygarj .̂ 
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You've got that insight now and you could enable the next years students to have 
the right questions very easily, couldn't you? 

we ve gof eucazTZf z^ fo oz/r eary aW / cam prom/fg yoz/, /̂oz/ wozz/ff/z Y 
gef vo/z/Mfggrf, 6zzẐ  Aecaz/̂ e zf'f a ZMZz/fẑ fwcy/zMa/y f/zz/zg, zf ZMZgAf Aa a goo<̂  
Z6ka ggf̂  /̂zg Mzzrâ g;; w/zo /zm;g 6ggM OM f/zg wardk fo gzvg fAW^/gorf 
orzgMfafzoM aw/ f/zgyz zẐ 'f /z^, fAg Mz/rfgâ  wg f/zg/z z/T^arfrng fo/zzg ZA /̂7»afZ0» fo /̂zg 
ZMgc/zcĵ  aW 7 Y twow w/zaf fAg mg(/zcf cozz/cf &> z/z rgfz/r», 6z/f /'/» â z/rg f/zgrg 
j:oz»ĝ Az/zg f/zaf x/g zMzg/zf ̂ Mow /̂zg Mz/rĵ gf 7»zg/zf waMf fo Afzow. TTzaZ" yzziyf a 
Tzzzrâ &̂ ocfo/" Z/zmg. 

But that's seems to be an issue doesn't it, about learning how to get on together? 

yg& 7 acfz/a//y fAz/ẑ  f/zaf̂  woz/W z/̂ /̂ /zg Tzzzrj'gf wgrg a6/g Ag^ «,y o/z f/zg warcZy. 
/favg fgcoWygar /zzzrĵ gf 6ggM OTZ fAg warak 6)/ f/zg fzmg f/zey ggf fAg j^gcoW^/gar? 

Yes, nurses actually go on the wards like within the first mon± of training, so that 
means that they would have experience. 

M:^6g coz//<̂  f a ^ a/Z f/zg AaAy â ; wg/Z. 

Baby docs? Is that how you see them or is that what everybody calls them? 

î o/Mg jpgqp/g ca// f/zgm 6a6)/ (Zoca;, 6gcaz/gg wg Yg »of rgaZ oMgj; arg wg? TTzey coW(/ 
faA% zty roz/wf aw/ f/za^ way //zey gef fo ^gaA^ fo zzâ, Ayzow f/zaf wg 'rg coz?^/gfg(y 
zg»ora/zf w/zgM zf cowgf fo fAg war(6. 

Obviously patient care would be helped with that like you said, it's patient centred, 
what do you think that would do for professional development, you know your own 
identity, if you were actually able to communicate with the nurses or other 
professions? What do you think would happen to your own professional identity? 

7 Y f/zz»^ ẑ  woz/Zcf 6g Tbz/ W ĵ fz// 6g a/z<:/ f/z^ W ffz// 6g Mz/rĵ gĵ , 
wAâ gyg/", 6ẑ f j/ozz 'vg a/Z gof fo worA: foggfAer wAg/z j/oz/ 'rg acfzAz/Zx OM fAg war̂ ^ aW 

worA:z/zg ̂ ogĝ Agr a^ jf̂ ẑ jle/zAy w a gooe/ zJga. 

So you don't think you would lose it, because some people say you've got to learn 
your own professional identity and the more you realise there are overlaps, you will 
lose your own identity, and you don't think so? 

wAg/z )/ozz Yg ayz/yzzo/' (/bcfor aWj/oz/ <jb/z Y Ayzow ĵ oz?zgfAz/zg awZ f/zgyg zĵ /z Y a/^ 
of/zgr aroz/w^ j/ozz Tzgĝ / fo af^ fAg Mzzr̂ g w/zerg ĵ orngfAz/zg « or a6ozzf a 
/?afzg»f, 6gcazẑ g ̂ Ag Mz/râ gf ĵ zf wzYA fAg pafzgyzf a// gvg/ydlary, fA^/ 'rg goz/zg fo 

ZTzorg a6oz/f fAg /7afzg/zf /Ag/z yoz/ arg. yoz/ 'rg goz/zg fo Aavg fo fa/Â  fo fAg 
MZZTfga: fAgzz, zzof af^ fAg Mz/râgâ  aâ  fAzr̂ /yearâ  wAaf zf 'f a/Z aAozzf. 

So you don't think there's a threat of losing and there being too many overlaps? 
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Ab af a//, f/zere 'f ca» /ear/z vgyy /nz/cA foggfAgr oMâ j/ow'// 
/ fW fM y4 & E, f/zgyg 'f a vg/y goo(f g;ca/?y/g q/"wAgrg f/zgrg w vg/y //ff/g aW 
gygryAô X pzfc/zgf m aWj/ow'// ggf ĵ o/weff/Mgĵ  a MW/vg /g(f fga/M c/omg rê zty, 
fOTMg/f/Mgj' (akcfor /g6( oW fY 'fyz^f wAogver 'f/zf fo &> /̂zeyo6 af f/ze fz/we, )y/zo zâ  
/̂zg gjgcgrzg/zcgf/ aW f/zaf zĵ » Y Mgcgffarz(y gomg fo 6g ayzzMzor Tif 

g'zzzfg gof^g 6g a feTzzor zzz/râ g aW f/zerg <akgfM Y fgg/» fo 6e )yAg» 
/'vg 6gg/z (/ow/M f/zgrg OM 7?zy mo(/z//g, zf̂  'f 6ggM vg/y wor^Mg foggf/zgr, /zo c/h/zcfg 
/z/zgf. 

Well it's like a stressful area isn't it, so crisis management, so you get the one 
whose got the experience to manage a situation at ±e time. Do you like working in 
that way? 

/ do, 6gcaz/jrg 7 wa/zf fo do ̂ 4 & ^ a/zyw^ .̂ 
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APPENDIX 16 

Extract: Interview 15 Medicine 

(fMfgrvfgwer - (f/a/ogMe M m fWzc^ 

Because early on you are quite easily influenced and I think if someone says 
something its almost easier to agree with them than to disagree in some social 
contacts if they firmly believe in something. I mean especially if they have got 
more experience than you have and in that way, it can propagate their opinion in 
yourself. 

fo /Meef fAe oMg wrogawf /Mgc/zcaZ f O M fAe cowrie 

Because I mean it all stems back to these stereotypes but I mean I know people who 
aren't at all arrogant and in f ^ quite modest but my housemate Anna has been 
saying "Oh god that guy is so arrogant" and I know him not to be at all. It might just 
be that fact that she's gone in thinking 'right medical student" - and she'll 
remember the things that might be said jokily, there's a lot of joking that goes on in 
medical student conversations. And it might seem, in fact its does seem arrogant to 
people just watching, but with most of us are just joking. 

yoM (foM V Aavg e/zoz/gA coMfacf eacA j/oz/ /zevgr/zw/ ̂ /zaf owf. 

No 

7 mgwz OMg f/zz/zg/ wofzcg w/ze/zyozz wzY/z OM f/zg waref w f/zaf 
yoz/r mzfza/ zo/w caM v e / y wro/zg. 5'oMefz/Mgj: zf a co7?z/?ze7zA 

fomefzTMej^ zY a â gAZĵ e Az/z/zow o W ^/zey are faA:z/zg f/zg 7 » z c ^ a fzfz&zfzoM. 

More often than not. 

yzrff z/T^reff zoTZf cam /zm;g a zvg 

Yea they do. Especially if you have a pre - first impression. Yea 

ever w/zy /̂ze ̂ /zoz/g/zf Ae wa; aTTOgwzf? 

I have but she just came out with what he said and to me I can see how it would 
seem arrogant if he said that and nothing else. But I'm sure that they're the only 
things that she remembers because she went in with that impression in her head. 

I did yea. 

Dzf/ zf? 

No. 
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/(/gAA .y j'omgfAmg eZiye, /Y /nore f/mg fo acfz&z/(y coMe fo /f. 
7%af 'f wAaf wg /zm;g fo ;?zaAg ff/we yor. 
I mean it's not only just within these disciplines, I know that these typical arrogant 
doctor stereotype is kind of fairly wide spread. Outside, a lot of people are aware of 
it. 

f^grg 'j! a W q/^eop/g go/Mg 6g fg^frmg aW f/zey rgf̂ /rg /Ag ngw gg/igrafzoM 
co/Mgĵ  f/zroMg/z (fo/z Y f/z^ fo zf a /wz^gr q/".. 

All you need is one experience 

Yea 

7 'zM f z/rg yoz/ 'rg Mg }/ozz Y comg zf 6z^ f/zaf f oz?zgf/zz»g fo (Zo wzfA 
yoz/r aM̂ẑzzdlg zf/z Y zf ? 

Tm sure it is. 

5'o ̂ gr/z6g?f ̂ /oẑ  'rg fAg /zgw/ ggyzgrafzo/z argyz Y aw/ ̂ /ozz V/ c/zazzgg zf z/z f/zg/wfwg. 

I'm not entirely sure. 
iS'o zf'& gof fo 6g gozMgfAzzzg a6ozzf ̂ afzg7zf& TVbfyztyf a6oz/f ẑffz/zg ggO'zzzg fo ̂ ow 
gac/z of/zgr. 

I don't see how you can take the patient out of it and still expected it to work. 

M). a6oz/̂  (fomg /gcfzzrg^ foggf/zgr oW fAz/zgâ  /zAg f/zaf, c/oyozz fAz7Z&̂  wozz/(3̂  
/zavg zẑ z/g/zcg.? 

Em I don't know I haven't really thought about that. I don't know how much of a 
core subject matter we share with everybody. 

/ db» Y A?zow. 

But that's another stereotype that doctors hold about nurses is that they are not as 
intelligent, unfortunately. Some of my colleagues felt they were being a bit 
patronised because the teaching wasn't being pitched at a high enough level. That 
kind of supports that stereotype. 

yga, w/zaf fqpzc waf f/zafyzẑ yf ozzf ZMfgrgj'/.̂  

I can't remember it was all relevant and I think it was something like em food care 
and a surgical attachment. 

5'o ẑ 'f acf«a//y /gcfzzrgf, ^wg &) /gcfzzrgrf ĵ ay a wAo waĵ  a/z g:^gr^ ZM 
fozzzgf/zzMg camg fo fa/^ 
Yea, probably more so. 

fo zY (%?g/z(& OM fAg ĵ (y/g q/'/gamz/zg fAaf_yoM'vg Aaî  /zA^yozzr /)rgvzoz/ĵ  gxpgrzgAzcg 
q/̂ /gcfzzrgf, w/zgfAgr 'vg fAz/zgâ  or wAgfAgryozz 'vg Aa<̂  fo/zM /̂ fAg/?z ozzf. 

You pitch it right. 

Yga, wg wAaf/?gqp/g argya/MzZzar wzfA, fAg ĵ (y/g. 

201 



Appendices 

I mean a lot of it is repetition which is good in some cases but I mean it can be 'we 
already know this why are we here?' and once you've got that in your head 

'vg c/oMe m a way ĵ o/Mew/zgre g/fe? 

Well just because, I think if vAen we do get lectured by people in difkrent 
profession if they could just concentrate on the things, I biow its hard for you if you 
are going to lecture us, but if you could concentrate on the things that we wouldn't 
know about. 

Yea. But it's a fairly safe bet that we probably wouldn't know how to ..., we could 
do it if it was a common sense thing, but even dressing a simple wound we 
wouldn't know where to go and what dressings were available. What the 
advantages and disadvantages were. 
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APPENDIX 17 

Extract: Nurse Group Discussion - Perceptions/Stereotypes 

(T/ifgrvfewer - (fWogz/g /Tz 

We noticed it more in the first year or two really. You know we got treated like 
dirt really by medics. Oh so you are a nurse are you so just clean bed pans and 
that stuff 

Oh degree in Nursing - can you do one of those? What's a degree in nursing? 

So you can clean bedpans very well then. Well done. 

It's a Mickey Mouse Disney school of nursing that we are going to. 

M were 

Yes it is. We were talking about this earlier and we were actually saying that 
what it is that as first years we don't really know are own roles and each group 
doesn't know your own roles until you are in practice. Whereas now the 
medics are on the wards themselves and a lot of the barriers are gone, because 
they see what we do and we see what they do as well. We know much more 
about what the doctor's role is and the PT's role is. 

We're a lot less defensive as well. 

Yes absolutely. 

But to be fair we're told straight away that medics are arrogant. 

So we always go now - we've more easily got our backs up. 

.R fO/M aw/ perc^f/oMf. 

Yes Barriers. 

Barr/e/'f, yoM /MgMffonmg 6arr/e/'& 'a' ĵ o/we forf q/^6arrferj^ fo 
fAe faKga/ w/f/z pafzeMf.̂ . 

We did do inter-professional in the first year but 

It was useless because we didn't have a clue, we didn't know what we were doing 
ourselves let alone... 

We were very quiet 

The very first day was on the very first day of clinical practice and we had to miss 
half of it and it was so embarrassing. It was a big day for us anyway without having 
that to go to which is stupid. 
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APPENDIX 18 

Extract: Interview 13 - Medicine Checking Out Practical Aspects 

fo fAerg M a fAergybr ̂ orymg, acAfgvgMgwf q / " / ? r a c f f c a / ^M/a? 

Absolutely yes. 

PP7zg» <jb };oM <jb fAmgf fAg pracfzcaZ fAmgf 

We get taught as a whole year group to take blood pressure in cardio-respiratory 
term, that's first year, and second year we were taught to take blood from each 
other, which was fun, for renal term, but the actual practice in building up 
experience of these things, it's very much left up to individual opportunities mainly 
in the third year. 

(/o yow (A) /f/zawdZmg? Toz/ MgnffOMĝ / AaW/f/zg gar/fgr? 

You're supposed to have teaching in handling in the elderly care attachments, but 
for some reason it fell through and I can't recall why. 

w'g/'gj/oz/ g v a r f a w g / z f fAgfg AoM/ fo /Movg /zaw/fg pgcy)/g? 

I think most of us had a vague idea, but there's not very much detailed or formal 
teaching that I can recall we've had. 

7 f f A a f /MfgA/ gh;g co/^(^»cg wAg/i go OM Âg 
z/̂ fo/MgfAmg A<%pgm fo a Aow fo movg fAg/M, yoM 

Y Aarvg fo ybr a Mz/râg aW /ẑ g f/zaf. wowW Ag^? 

Sure, exactly that sort of thing. I would never actually dare move a patient myself 
I would always go and ask the nurses at the station to. 

c/oyoM f/zzyẑ  fAaf woz//(f 6g âozMĝ/zzMg f/zaf )/oz/ coz//<̂  a// /ga/Tz foggf/zgr? 

Absolutely. 

/f /zzzgAf //za^g yozz /gg/ a 6zf zMorg coz^akyzf //zg».̂  

Yes. 

PPTzaf g/fg db };oz< f/zm^ j/ozz /yzzgAf /ga/?z ̂ ogg/̂ /zgr? Bgcaz^g gar/zgr o» ZM fAg/zr^^ 
j/garyoz/ â azt/ f/zaf f/zg fczg/zcgâ , aTzafoz/iy oW â fẑ ŷoz/ zMzg/zf f/zaf foggfAgr, 
w/zaf g/fg zf f/zgrg? 

That's a good question. I guess just being able to appreciate how one particular 
aspect of treatment on it's own is not going to be as successful as it might be 
without the others in a lot of cases. For instance, the aim of the NHS is always to 
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get patients back to independence as soon as possible and to do that you need to be 
able to use the right medications, you need to have OT referrals and such like as 
appropriate and I think all of us need to have an appreciation of how to do that I 
suppose. 

aW co/M ayw/ oW ro/gf aw/y wiyf 
w/zaf zf fo gef Zy fAaf w / z a f ' r e /MeaMmg? 

Yes. How you use all the resources best. Whatever type of resources. 

yoM coz//(/ Am;g forf fAargf/ Zecfz/rg;; ztymg 
oz/rcgf ck fo/MgfAmgypracf/ca/ or Jo a caae or fo/Mĝ Amg aZ)owf a 

paf/gMf aW Aoŵ /OM W fAe rea^oz/rcgf? 

Yes. 

Co«W zf 6g ĵ o/MĝAzMg ZzÂ  

Yes. 

/ 'zMfryzMg fo f/zz»A: Aow j/ozz zwaAe /̂zeo/y aWypracfzce ZmAg, 6ecazt;g yow've a// 
go^ eugperzewcg. 

Obviously we need to know different aspects of the theory to different levels, 
depending on what profession you're training in. So for instance, the physios might 
have an appreciation of the use of whichever given drug it might be given a group 
of patients, but their emphasis would mainly be on how their condition affects the 
patients' movement and how to treat that best. So for us it would be the other way 
round, I suppose, we would need an appreciation of how the physio can help the 
patient's movement in a given condition, but we would need to know more about 
the options for drug treatments and such like. 
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APPENDIX 19 

Summary of Participants concerns and when they felt most 
receptive to shared learning. 

7. Some anxiety was expressed about participating in shared learning events at the 

same time as trying to establish their own identify as a uni-professional: 7̂  way 

yeef aW w/zare yow are ay a ( l : 5 0 T ) . All participants 

expressed similar reservations about this issue. 

2. When this dimension was discussed further it became apparent that if shared 

experiences were good this contributed positively to the development of an 

individual's professional identify in both the short and long term. 7?ze 

fo /gam /̂ze ĵ A:z& aw/ a6z7zfzgf, aW /earn a6oz/f ofAer 

/?gqp/e aw/ C/zezr a/ẑ / aAz/ẑ zgĵ ' (I:6PT). Shared ignorance was 

viewed as being an equalising element in some circumstances, e.g. they were all 

in the same situation and could build on this for ± e future. 

3. However, lack of experience and confidence also significantly limited the 

perceived usefulness of the experience and led to negative feelings,' PFe a 

6aye. w e r e w o j ^ z M g ayẑ / 6gz/zg a// reaZ/y, aa' were 

f/ze of/zerĵ ' (GI:3N). This de6nsiveness appeared to be very hard to 

counterbalance in the time available to work together, and often strengthened 

negative stereotypes about other professionals. 

4. These concerns were also tempered by the occasional individual learning 

preference rather than a simply a professional need: 'jS'ome /?eqp/e V /»zw/ 

co/TZZMg aw/ ĵ /zarz/zg zofeoy/ro/M a/z ear/^; ffage, of/zer/?eqp/e /z^ fo eo^e f/zezr 

way fo zf ge»f/y' (1:1 IP). In all cases reference was made to personal confidence 

and openness to new experiences being important. 

5. Another view reinforced the opinion that it was important to establish the links 

prior to participants coming under too much pressure from course requirements: 
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wow af Âg oz/f̂ gf / fAmA: y^er a wAzZe ̂ gop/g f^a/fg*^ fo ggf̂  

Aztyy wffA gâ&oryf a/%/ <3fgcf<jle fAg/ M/oẑ /ak Y Aof/zgr gomg z/i fAe a^gmooM wAg/z ;Y 

waf ĵ cAg(fw/g(/' (1:13M). This individual's view was not supported by other 

medical students who predominantly voted for a later start, when the relevance 

appeared to be more pronounced. However, most participants did refer to 

pressure of work competing with shared learning activities. 
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APPENDIX 20 

Participants Solutions to Difficulties in Shared Learning 

fAroz/gA co//ecfw» 

Participants weren't necessarily asked directly for solutions to the inherant 

problems of shared learning. However, the examples of good experiences that had 

worked for them did clearly identify what the best solutions would be. 

# Living and socialising had a part to play: o z / r a r e 

-we lived with them' (GI:3N). This was particularly important to medical 

participants in proving that they weren't arrogant: 

were f Z'j: awf way a j/oz/ fo eac/z ofAgr o» 

<2/zafo/7Z)/ w/zeM we w e r e / g a / ? z aW / f/zoẑ gM zf /ze/pg<f 

(I:13M) Other participants refered to this as being a great leveller in developing 

a good attituide towards working together. 

# Working together and sustaining relationships was far more productive than 

short lived formal events when: 

'7%^ are / feop/e f/zaf yoz/ are ever goz»g fo f e e ogam, m 

(̂ eryzooTzyozy ca/z Y cAa^ge ĵ o/neoMe perc^fzoM ĵ o/?zef/zmg f/zaf w 

jrfro/zg, /zowever, yoz/ g o a6oz/f zf. 7 f/zz/z^ zf a caye q/^geffz/zg o/z 

wz/̂ /z zf awf AqpzAzg f/zey ca?z c/za/zge f/zezr zz/zage w/zaf f/zey a 

zMec/zc Zf ZzAe' (I: MM). 

# Learning together in a joint school had some advantages, such as developing 

mutual respect about each others' skills and level of knowledge: 

"FroTM a /7erf o/za/ eaperze/zce wzfA /?/zyf zo//zer(^ a W occz^afzo/zaZ 

/Aera/:y, yozz gef more q/^a/z z/yz6^rffaWzMg f/zaf occz(pafzo/za/ f/zer^^wff 

do /ear» w/zaf yozz ZearTZ, yozz for / q/^gef wz zV^a f/zaf̂  f/zey are a/moff f/ze 
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do Tbz/ Ye worArmg fowardk fAe 

goa/ , a W y o z / 've go^ ^Ae fa /»e z /Wg/pmnmg ^ o W e c % e ' (I:9PT) 

* Knowing what other professions' knowledge base as this assisted ±em to 

appreciate where everyone fitted into tbe team and to identify were the expertise 

could be found. 

# However, the best solution from all the participant's point of view was to get 

together once they all had had clinical experience: 

Participants discussed how many of the initial negative experiences had been 

replaced by real experiences of working together and pooling their skills and 

knowledge. There was a significant shift in their willingness to work and learn 

together in the third year of their training. 
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APPENDIX 21 

SHARED LEARNING IN THE WORKPLACE 

Summary of Issues 

1 Clinical Experience 

As might be expected across a number of professional programmes the duration and 

nature of clinical experinece was broad. Participants indicated that these 

experiences had been either very good or very bad." Vf varzej:, M 

Ar/Z/fOMf, are v e r / g f f o ware/' 

(GI:3N) Responses to the question: 'What was memorable about shared learning in 

the workplace?, depended on each individual's perception of how the team worked: 

eayer/gMcgf are f/zaf /Aere a W q / ^ m wor^/ace,/ /zave/z Y 

a /of q / ^ f o » a / wAere fAere 'f yozMf a ^ ^ f o r frgaAMg/zf' 

(I:10T). This was stated mateer of factly, but with a tinge of regret. 

One participant infered that: V/yoz/ w e / z f f c A o o / mfo fAe vkor̂  e;i^erye»cg 

W argg a// a/wazmg feay» w o r A ^ m g m /̂oz/r <̂ ga/Mf / ' 

(i:7PT). Such sarcasm might be a way of coping with this regretful, disappointing 

experience as well as making a point very strongly. A counterbalance was provided 

by those with positive experiences: 

7 wor̂ eef m a y&f/zfafffc fga/7z.7%grg are fAaf are ^ecf/fc fo fAe/M 

aAKf o6vfom/y fAe fWh;/(/Ma/ /^rq/gf^y/ow cfeaZ w/f/z f/zaf, MOff q/̂ f/ze 

fz/»e 're wor̂ zMg c/ofe/)/ fogefAer.TTzere 'j' Tzo yea/om/y gz^rc/e /̂ 

ro/ef or a/^/zmg f/zaf a/z(/ f/ze AeM^cza/y M fAe /?affe/zf Aecazĵ ye 

Aa(̂  a^eaTM/efcare' (I:20T) 

A number did appreciate that the type of clinical experience had a significant part to 

play, for instance, whether the experience vyas acute or rehabilitation influenced the 

type of teamwork that could be developed. In such settings participants experiences 

appeared to support their expectations, that in a community rehab setting or when 

working wi± the elderly, good teamwork was to be expected, whereas, in acute 

trauma, with limited time for rehabilitation, teamwork was not as relevant. Some also 
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appreciated the reasons for the difBculties experienced by clinical teams:Ayimv 

wAo 'vg gof rAw j/ow /zm/g co/^^kMce 

m yoz/r j p r q / g f g » a 6 / g f fAw q/̂  fMfgr-(^fj'c^Zfwz/}' 6/«ZTg<̂  roZg.y' 

(1:6PT), and were willing to accommodate this. 

2. Links between Academic and Clinical Learning 

Participants had a veiy clear idea about what they needed to leam in order to function 

well in the clinical setting. They relished the fact that; Vf 'f a g/rwzroMTMgMf 

f 6 g / z z W a ' (Gi: IP) and agreed that their most productive learning 

occurred during this time when the focus was on teamwork and patients. 

Discussion about clinical work elicited a very positive response 6om medical 

participants: 7 oMg mg(/fc 7 fAa/ /Y w vg/y acadlz/M/c / ^ A g a W 

fgcoW^/gar aW ĵ w<jWg/z(y zf'j: co/?^/gfg(y (f^rg/zf. TTzg f/zzr^/^/gar w M//zg»_yoz/ ffarf fo 

yacg /̂Ag cW/gMgg q/"rga/j)/ worArmg z/z fgomy' (I:I2M), a view that was supported by 

other medical participants: 

'7%g ̂ gj-f/?/acg fo /ga/Tz f o o / z (/ggrgg 6ggM ZTZ fAg Aojpz/̂ o/ 

Agcazŵ g /̂zzf M w/zgrg 7 Aorvg Zga/Tzf a /of o/̂ w/zaf 7 / wozz/(/ 

fz/gggff f/zaf ĵ /zwg(/ /ga/TzzMg 6g 6g.yf f/zg» w/zg/z ̂ /oz/ arg 

o/z z» a c/zMzca/ ĵ zYẑ zo/z wAzcA zf fo co-orf/z/za^g 6gfwgg/z 

j^cAoo/f or ̂ cz / / fzgf ' (I: MM). 

It was recognised that university and workplace needed to work together in order to 

best prepare them for the job ahead and participants spent time exploring how theory 

and practice had merged over time. 

Participants felt that they needed to understand how they would be expected to 

function as part of a complex clinical team right from the begiiming: "Mbrg affg/zfzoyz 

cozzZe/ 6g <iraw/z fo fAg Tacf f/zaCyozz c/o /zm;g fo worÂ  wzfA of/zgr /7gopZg aw/ j/OM Yg Azof 

a j!ZMg/g ̂ gfj^o/z frgafzAzg/̂ gop/g, zf 'j: /wf/Y q/̂ a w/zo/g ZMagTZMTM q/^gqp/g worÂzYzg 

foggfAgr' (l:6PT) As a result, each professional group had a fascination with what the 

other professional groups did and ^^^ted to know v\%y they did it. They recognised 

that the workplace was the best place to leam this and that many of the inequalities in 
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proGle were due to discrepancies in clinical experience. For example, there was a 

belief that nurses leamt communications skills very quickly because they had early 

patient contact: yf/ze don Y go oz/f̂  Wer zMzg/zf Tzof fo 

e or ggf mfo f/zaf ffTzgreoiy f/ze /zz/rfgĵ  ĵ Aoẑ <y Am;g Aac/ a /of eu^ene/zcef 

6gcaztyg f/z^/ ear/x' (I: lOT). Whilst agreeing that this gave them an 

advantage over other professionals, nurses admitted that early ward experience was a 

stressful time for them. This was mainly due to an acute lack of knowledge and 

practical skills that made nurses look (and feel) stupid in front of other members of the 

team. Early clinical experience in this case had been unhelpful, as they were not 

equipped to integrate theory with practice. 

Although most participants felt that they leamt to work together only in the clinical 

situation, occupational therapy and physiotherapy participants felt that their university 

experience had added to this: Wf we /ea/Tz fogef/zer af z/Mzverf z(y, zY 6gco/?zg gaâ zer 

wor^mg fogef/zer wzfAz/z /zea/f/z care' (l:50T). Perhaps therapists felt this because of 

being part of a joint school, where attempts were made to integrate professional 

groups, whereas other participants were generally less enthusiastic about some of the 

early university experiences. 

Occupational therapy and physiotherapy participants commented on the variable levels 

of ability to carry out team work across the professions and suggested that increasing 

the profile in university would likely influence this: 7 f/zz/zA; ^fAe fa/zze wezg/zfzMg waf 

OM zf (î eam worA;zMg aW ro/e cK̂ MzYzof̂  a& of/zer fAmg&, f/ze z/z^orfance q/̂ f/zaf 

woz//(//zZfer rzgM f/za way fAroz/gA zMfo f/ze wor^/ace' (l:50T). It was not clear whether 

this related solely to student performance, or whether the quahfied work force would 

also be influenced by a better quality student performance. 

3. Client Centred Approach 

Participants had a clear concept of the purpose of the clinical team, which was Yo 

wor^ oz/f f/ze goa/^ybr f/ze /?afzeAzfeac/z /?ze/M6er f/ze fea/?z fefzg? w/zaf f/z^ are 

f/yzTZg fo azm^r f/ze pafzewffo f/o m fay a weeA: & f/z6y meef agaz/z z/z a weeAf 

fzTMe fo go f/zroz/gA a7Z(/ fee Aow f/ze /pafzeMf zf progreffmg' (1:14M). As a 

patient/client centred approach was the focus of all professional groups it should be 
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included in shared learning: 7 eve/yfAmg /my fo 6e cgMrrê i / &i nof 

a/ry o/ze ^g/ f/z^/ owM f/zg /TafzgMf. / wg fAowW a// 6g 

wor^fMgybr Ae/z^f f/zg /^afzgTzf' (I:20T). 

Having insight into patient lives was considered an essential component of a successful 

team and a number of participants referred to the need to put themselves in the 

patient's position in order to: '̂ gg Aow f/z^ /gg/ ^ w g r g f/zg^afzg/zf, ĵ o zY 

/wff zMfo /̂zg /7afzg/zf /^gyjpgcfzvg' (I TPT). A student role in supporting patients was 

another reason why they needed to understand each other's role and contribution." 

faf/g/z/j: ca/z 6g vg/y fcarg(/ aW wg ca/z wg 7/ fAg Gf. TTzg /7afzgM^ w/zo fayf 7 

/zovg fo (/o ̂ /zzf 7 Mof wzA r̂ffa/Z(/ wAy. Ybz/ fyy fo g%p/az/z ca» Y q ^ r a/9/ 

a^A'fcg' (Gl lP). Lack of contact with other professions was considered particularly 

limiting to their attempts at providing the best service. 

Interestingly, there was a strong feeling that patients needed to be central in all shared 

learning: 7 f/o/z Y fgg Aow ̂ /oz/ ca/z fa^g ̂ /zg oz/̂  q/"(shared learning) a/ẑ f 

eu^gc^ zf fo (1:15M). Using hypothetical cases or giving students tasks that 

revolved around patients in university-based learning was felt to be essential as support 

to the work they did with real patients as part of a team. As third year students, they 

did not appear to be able to separate these two aspects from each other, though 

working with real patients in the workplace was considered more challenging. 

4. Teamwork 

As already highlighted, learning to work in a team was crucial if students were to gain 

access to each profession's contribution to the delivery of good care. Without this 

knowledge and experience, all healthcare professionals would be working in the dark: 

gomg fo fgg 7T or ayryoMg g/ĵ gybr f/zaf maffgr aW co/»g fo 

j/ozt TTzg 07z/y gyzck/zcg wg /zm/g w a/zgcakW aW M f / z g /?affgMf. Aow ca/z 

wg ggf f/zof MM^n/z carg.?' (GI:1P). Understandably, participants felt much 

undermined if this knowledge was lacking for whatever reason: 

'Bgcaztyg w/zg/z _yoz/ g o oz/f̂  fo M/or^ gvg/yo/zg gof f o wor^ fogg^Agrybr f/zaf 

^ f z g / z f ^yoz / /zavg ̂ gqp/g ^/z/zzca/ f f / z a f /zarvgfz Y gof a c/z/g w/zaf 

a/zyo/zg g/^g zf dbz/zg, Y A?zow w^f/zz/zg a6oz/^ gac/z of/zgr, or gac/z of/zgra^ 
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yo6f, Y fArowgA pro6/g7?wf/ze fogefAer, /Y \ g o / » g 

6e a (̂ wayfer' (l:7PT). 

In addition to a general need for communication amongst professionals, some 

participants felt that knowledge about profession roles was an intricate element of their 

work and role: 

peop/g ak wg fo Aovg Aecawe 

f a / / 6e a6/g fo foggfAer a/7yw/ay. Bwf MOf rea//y 

gw/fg 6gcaztyg wz/gff j/oz/ Awow w/zaf ofAer /)gqp/e are 

ca/ZMOf rea/Zy acfz^/y car/y oz^yoz/r ro/e' (I:14M). 

Another medical participant added to this explanation of interdependency: 

',4f f/za ewf fAe (&zy, / g fAg z(/ga iy f/zaf ^yoz/ Yg a &)cfor fo 6g 

a6/g fo maAg a/z (̂ pprqprzâ g r^rra/ aW ^yoz/ 'rg a zô /zgrap/ff or a/z 

occz(pafzoMa/ f/zgrapzff wzfA a r^rra/, fo 6g a6/g fo z/yzakrffaW w/zaf ẑ  

acfzza/Zy y/zgaw aW w/zaf /Agr^rg yoz/ 'rg gozwg 6g a6/g fo &)^r f/zaf 

^afzg7Zf'(I:13M). 

All participants were convinced that students needed to work together early on in their 

training in order to work on this interdependency. Firstly, to realise that whilst each 

profession was important they could not function alone. Secondly, to learn how to 

handle this interdependency confidently, without feeling undermined or loosing Aeir 

professional identily. Finally, how to pull this knowledge together and to communicate 

with each other so that the most appropriate professional input and the best package of 

care be given to patients. 

4.1 Good Teamwork 

Most participants had observed good teamwork during their clinical experience and 

discussed these enthusiastically. Good teamwork had two main ingredients. The first 

was good formal communication between members, which resulted in a quality 

experience for staff and patients: 
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Aaafa ca&g f o gve /yo»e a cAamcg fo azr /̂ Aze/" 

v/ewf. Owg q/̂ fAg (jbcforf Aave fo f/wf fAe /)g(:^/e m fAg groz^ 

aw/ f/jxoz/ /̂Ag/M owf 6g/fgvg Âg/n f/zgwyoz/ ca» cow/zf o» wAaf arg 

fAg /)af/gMfĵ  org ggffmg gwo/zfy carg_^o/» gvg/y mg/M ĝr q/̂ f/zg 

fgam' (I:14M). 

Trust and respect, plus a network o f formal communicat ion networks appeared to be 

preferred by participants: Aavg wgg^ fga/n TMggf/Mgĵ  wAfcA arg 

aW ÂgM gacA a/fo /zoi; a co//a6om^h;g carg /Mggfmg aW a// fAg fgam ggff 

foggf/zgr, f o coMfmMa/(x fAgrg 'jr / /ywf^o/w gyg/yAoc^x' (I TPT). This participant had 

worked in healthcare as an assistant physiotherapist phor to training and had a very 

clear v is ion o f the team she most preferred to work in and why. Other participants 

were a little less confident, but just as clear about the advantages o f good teamwork 

and described h o w this network o f meetings meant that nothing w a s missed: 

/MMj' ĵ oTMgrAmg, f/zg» //K^Ag fo/»g6o(^ g/jrg wozz/c/ 6g a6/g fo co/Mg ;» aW '.9 a// Ag^gr 

ybr ̂ /zg /)affg/7/ m ̂ Ag /oMg ' (111P)L 

The second ingredient o f good teamwork w a s informal communicat ion between team 

members: 

'O/zcg j/ow ^gaA^ f/zaf o^Agr Aga/f/zcarg p r q / g f _ y o « caw 

g;î /azM fo TMWcA /worg ca/z ^yoz/ wrzYg a /g/fgr 6gcamg}/OM Aavg 

6g :9o c a r ^ / wAgM ôz/ wrzYg a Zg/fgr. 7W rga/(y //Ag 6g a6/g fo rmg 

fo/MgoMg o W f a y / f/zzf jpafzg»f fo yoz/ 6gcaz*yg / wa/zf a/z 

qpmzo/z ^/oz/' (I:8P). 

Communicat ion between staff helped the smooth rurming o f treatment: 'On fAg wardk 

ff fo go^ fo //zaAg Zz/g gfzyzgr 6y co-or̂ /zMafzYzg frggA?zg7zf wzf/z f/zg of/zgr/prq/ga^a^zo/za/f' 

(l:40T) Participants were concerned with providing a seamless service where one 

profession appreciated the need for continuity in treatment and could be trusted to 

reinforce and build on the work o f another: 7f Mofyz^f f/zg oe&f 2 0 mzMZ/̂ gf or 

Aowgygr Zo/zgyoz/ ̂ g/Z(f wzf/z f/zg ̂ gr̂ OM f/za^ 'f zzy^orfa/zf 'f Aow (i/zg /zz/rfg,̂  

ca/Ty fAaf ovgr' (I:6PT). This network o f informal and formal communicat ion w a s 

deemed essential, as many clinical situations were very complex . 
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4.2 Poor Teamwork 

Lecturers in an academic setting are sometimes accused (by students) of theorising 

about the workplace in an unrealistic way. When looking at teamwork theoretically it 

is easy to paint a glowing picture that is very different from the rigours of everyday 

practice. Some participants referred to this in the discussion: 'A coz/M 

f/yoz/ A/zow wAaf fAg fVakaZ w oW wAaf /Y aW f/zeM yoz/ go owf f/z 

aW zY \ Mof (l:40T). The 'could' be &ustrating was reiterated more 

concretely by others, who quite clearly felt that it was most deGnitely 6ustrating and 

uncomfortable: /zof a M/ce aAwo^/zereybr a ffarf a W ( Z o / z Y' co-

orf/zMafg eve/yfAz/zg af we//' (I:40'I). 

In any clinical area, the reality was, 'A 'f f/zerey /zaâ /z V Aeg/z e»oz/gA 

zf /?o^^z6/g' (1:14M). On the other hand, the pressure of work was just too great 

to devote sufficient time to developing and sustaining the necessary networks: 've 

gof owr c/z7zzc a/z(;f a/z /zo/yz/zc /zzwz6gr q/^afzg/zff ZM a ' (I SP). These aspects 

were not put forward as excuses, but simply as influential factors. 

Clinical specialisation was mentioned as a f^tor that sometimes resulted in the 

patients needs being obscured, mainly because they were seen as a statistic rather than 

as a whole person: 

'Bgcaztyg wg a// ̂ gcza/za^g ZM a /'arf q/^afzg/z^ carg aw/ zf cow/f/ 6g vg/y 

g<aw}' fo ArzW 6g 6/mAgrgaf m fo ow ow/z ^gcza//(y aW Mof rga/z\9g f/zg 

pafzg/zf zf /Tzorg f / z a f o w r OMg 6zA &i7Mg pafzgyzff /zm;g vg/y coz/^/zcafg^/ 

/zzfforzgf aW zf M o/z/y My, zY a/yo /7gcy?/g /z^ f/zg ^ocza/ ' 

(I:10P). 

Occasionally reference was made to the fact that acute work promoted different 

working practices than longer-term rehabilitation settings. This was perceived by some 

professions, particularly those who predominantly specialised in community 

rehabilitation, as being part of the reason for limited teamwork: 
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7 f/zmt m a /of }/OM worÂ /Mg m a Ao^pffa/ 6ecazf$g 

f/zaf iyAerg yow &» a q / y o z / r /rammg, Mof fo mwcA zf$, a W q/̂  

/ fAmÂ yow are /More Z/te/y /o rea/Me w / z a f A v e f are Z/Ae aW 

^ o « COM /zg^ prqpgr/y o/zce fAey go mfo fAe co/Mmz/MfYy, Aecaztyg 

w/Aerg //vg' (I: lOP). 

Most participants were aware of these limitations and some had preferences for clinical 

specialities despite the limitations on teamwork. This was usually because they 

believed that the culture and environment best suited their skills; fAg 

Aovgyow owM CM/fwrg f/zafyow Armg w/fAyoM Am/g» (GI:2M), and they fully 

expected to take up a job in that area. 

Working in any clinical team, whether effective or poor, was considered to be good 

experience by participants:' TTzaf 'f wg 'rg gomg fo Aorvg fo wort w/YA wAg/z wg 'rg 

MO /oMggr cMyAzoMg(f 6)/ 6gmg a ' (Gl lP), They were optimistic that they could 

influence and improve a poor situation in small ways: ' 'rg a// o/z gac/z 

of/zgr aW a prq/gffzo/z zf o/z()/ goz/zg fo grow z/̂ f/z /̂ ggf a grgafgr rq^orf wzfA f/zg 

of/zgrâ . f Zz/& / A g f / z a f wg org a// /Mga/zf fo 6g wortz/zgybr^afze/zA;' (I llPod). There 

was a hope that the experience of inter-professional groups as a student would act as 

good preparation for when they managed a team role as a qualified practitioner in the 

future. 

5. Overlaps in Practice 

Having achieved many weeks of clinical work participants they had many thoughts 

about overlaps in practice that they had experienced along the way. Overlapping roles 

were seen as part of everyday working practice and participants believed that health 

care education would adapt to this eventuality: 

'Eoc/z prq^f ĵ zo/zaZ ̂ ggmâ  fo c/azm /zowac&ryĵ  f/zaf̂  /zm;g f/zzf /zo/Mfzc 

vzgw q/pafzg/zf& a/Z A/zow w/zaf f/zg mec/zcaZ zTzoĝ Z zf aW moff q/̂ zty 7 

fAzyzt arg /zow 6gzMg framg^f fo rgcogzzMg f/zaf f/zgrg w a focW 7?zo(fg/ ay 

wg// a/Z6/ f/zaf f/zg fwo ĵ /zozz/af acfz/a//y 6g /oggf/zgr. S'o f/zgrg 
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over/ap m fAe n/g are frames/ fo fAmA, fAowgA â o/Me are e/ẑ gMc/zeaf z/z 

f/ze yMg(/zca/ /»0(/g/' (I:20T). 

This need had been precipitated by the increasing age of the population; "EapecW/y 

f o z / r pafzgTZ/f wg on o/akr ĵ zak aw/ f/z^ /zggff mora f/zMg.;, z/̂ vcg A/zow more 

w/zaf are avaz/aA/e ̂ /ze/ẑ 'oz/ ca/z <̂ zrgĉ  f/zem. v4/%/ Z/ze/z f/z^ woz/W f/zzM̂ _yoẑ  are 

fâ zMg care f/ze w/zo/e ̂ ryo/z a/zcf /zofyztyf fAezr/eef or w/zafever' (GI:1P). Some 

realistic doubts were expressed about this situation as shown by a participant who was 

clearly weighing up the pros and cons of shared versus specific expertise. She 

gradually came to terms with the fine balancing act that was required: 7 f/zm^ zf goo^/ 

fo /zave over/i^..... 6z/f z/̂ zf /Merger foo /Mwc/ẑ /oz/ c a y z T z o f f / z e j^^arafe 

/7rq/efj:zo7za/ĵ  Azeceĵ ârz/y 7 Mof f/zz/ẑ  / fAz/zA; over/(^ j/ow worÂ  6e^fer 

fogef/zer or fowe f/zare^/ A/zow/ê ĵ e. Bz/f wzfA fo/we j^eparafe f^z//f fo 6^/ze yowrj^e^a^ 

a ̂ rq/gfĵ zoAza/' (1:4013. 

Another participant had thought about this and was confident in the similarities and 

difkrences: '7%grg 'f over/<^ Aefw/ee/z w/zaf̂  (foc^orf a»<̂  wz/rfeâ  (/o aW /zoif 

6^roac/z (/^rg»f fzfuaf/ow, /̂zere ŵẑ e a co/zfraâ f aif we//' (I:7PT). GreneraUy 

they were of the opinion that shared learning provided opportunity to gain information 

about each other's professional practice and: '5'/zow f/ze akgree q/^croff over f/zaf f/zere 

M' (1.1 IP) simply because: '^we c/o/z Y' A/zow w/zar a/z^ w/ze/z f/zezr ^ow/e<3^e 

TMzg/z/ 6e q/^/ze^ w/e can Y rea//y /wa^ ztye q/^f/zofe fervzcea^ ca/z we?' (I:15M). This 

participant believed that his future role and working practice depended on him gaining 

this information. 

Many examples of overlaps in working practice were given, including and example 

related to accident and emergency. This example provided clear evidence of the 

necessity of overlap as a life saving practice as: 

'TTzere zf ve/y /zŶ /e (/zvwzoM aW evefyAof̂ x /̂ zfc/zê / ZM. Tow wz// fo/»efz/Mef 

/zave a yzz/r̂ e /e(f êa/M <jbz/zg refztyczYa/zo/z, fo/Mefzmgĵ  &icfor /e<̂  aw/ zf zf 

w/zoever 'f /zf fo f/ze yo6 af /̂ze fz/zze, w/zo zf f/za TMOĵf e^^erzeyzceii 

'f 6ee» ve/y ;/zz/c/z wor̂ z/zg ^ogef/zer, no (/zvẑ /zTzg /mef' 

The theme of 'wor̂ z/zg fogefAer ra /̂zer f/za/z agazziy/̂  eacA of/^r 6eca7?ze c/ear o»ce }/ozz 

Aave a /z^/e 6ẑ  q/̂ c/z7zzca/ e^^erzewce. fbz/ rea/zfe f/zaf yoz/ ca» Y do zf a/o»e aM /̂7 ̂ Az/ẑ  
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rea/wg f/zaf fAgre are ofAerĵ  w A o ore fAerg fo Ag(p}/ow' (I:IOP), 

emerged during all the interviews with participants. The fact that professions did help 

each other was both a revelation and a relief when they were describing early work. 

This had allowed them to relax and to integrate into a range of teams successfully. A 

key to this success was that: ow» ///Mzfaffow aW hzowz/zg 

M//zg» /f yoz/r aw/j^o/Mgo/zg g/fg fo m^grvg^g. 7%g f/zmg M 

Wz/mg 'rg q /"a f wg//' (l:6PT). Participants felt able to 

do this in teams that functioned well and where they were respected, but were more 

guarded in less effective ones. 

A spin off from this was that: V fA W icAaf yoM /M/gAfyzw/ fo/MgfZTMgĵ  ve 

gof wAaf j/oz/ Yg ^img, acfwaZ/y ggf rga//x c/gar ro/g w' 

(l:6PT). Whilst this contains an element of truth, another participant put forward the 

other end of the continuum very articulately: V/zaf /MzgAf 6g /?zg wa/zfrng fo yz/gf^ 

fo/Mg6o6^ w/zy / (/o /̂ Affzgf aW / gz/ĝ ĵ  wzfA / '/M c^z/zg, /̂zey db/z Y 

acfz/a/(x /zarve fo fAg zm aW oz/fj; q/̂ w/zaf /'m (foz/zg' (I:50T). She questioned 

whether it was good use of precious time and energy to be constantly justifying your 

own existence in busy teams with low stafBng levels and limited time. After initially 

establishing her role within a team she felt there was no longer any need to keep on 

doing it. 

There did seem to be great pressure to justify professional roles in the minds of other 

participants. Perhaps participants were more sensitive to the potential of overlapping 

roles and the needed to establish a role for themselves because as trainees they were 

regularly moving to new teams with different expectations and rules. 

6. Working Relationships 

The relationship between doctors and nurses demonstrates some of the complex myths 

and misunderstanding that can develop. Nurse participants were required to work 

closely with a number of highly experienced doctors: V re/Mg/MAgr /zrf f 

Mz/Tfgf M/grg a /zff/g akcforf. ^z/f rgcg»f wardly gvg^ozzg ggfâ  o/z rga/(y 

wg/Z aW f/zey are /ẑ :g:y:y fo gz/gff;ow aW aâ ^ /zz/rygj; a(A;zcg' (GI:3N). 
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This feeling of interdependency is reciprocated by medical students who were aware 

that: 

Yg a y WMwr aW yow Y f aW f/zere 

M/z Y a/iy ofAer j/ow fo Aecaztyg 'rg 

gomg fo A7ZOW morg fAg ̂ affg/if f/za»}/ow wg, fo »of fAg 

f/z W );earw/zaf z f a / / '(1:13M). 

Nurse and medical participants Aought that this was good preparation for future work. 

However, these relationships gradually became complex and rivalry entered the 

scenario as the following comment suggests: 7 6/z6/ /»orgybr fAg/̂ afzgyzf f/za» j/oK cfẑ / 

f/zgr^yg / (fgĵ grvg 6g/fgr /fy ggff ' (GI:3N). This is worsened by attitudes 

amongst some staff: 

%mgfz/Mgj; f f/zz/zg 6g/zzW ̂ /zg 'f aW zf 'f zm/zg^^ /̂. 

ybz/ ̂  yozzr ow» TMZ/Zf̂  fAgM gvg/yoMg zff /zar̂ / fo 6g 

z/̂ z/gMcgcf 6}/ /zAg f/zaf 6gcawfg _yoz/ fgW fo /ooÂ  z(p fo f zf̂ gra: <i$ a 

»z/rfg aW)/o« f/zz»^ fAaf fAgy wz/â f Ayzow w/ziẑ  f/z^ arg fa/^z»g 

aAoMf. 5'ojxoM 6g/zgvg f/zg/w' (GI:31<t). 

Some nurse found that being pressurised by experienced staff, such as the ward sister, 

to comply with stereotypes of doctors being arrogant and patronising, was problematic. 

At the same time medical participants perceived this as the nurses being unkind which 

knocked their confidence and resulted in defensiveness. Nurses then become impatient, 

as was the case with one nurse who questioned a medical student about why they 

didn't take a patient to the toilet: 

rzc/zcWozty, wgrg a corrzdbr wzfA a /?afzgMf aW 

f/z6y co/Zapĵ g o/z yoM if/zaf (fo? v4 W ĵ /zg aroz/TẐ  aw^ 

ĵ azcf wg//, wg TZgvgr wa/Â  a/)afzg»f, wg ggf a Mwâ g' (GI:3]SI). 

The nursing group eiyoyed this story and agreed that this was a regular occurrence. 

Viewed from a medical participant's point of view a similar story is just as convincing, 

as can be seen &om another scenario below: 
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f z / r g f c a / a » apy?g/%/n; fa^g/z owf. ̂ /zg /-ga/(y Mggak(/ fo ggf 

aW go fo f/ze foz/eA 7 fazcf OAT 7'//yz^^ go <3W gef a /zz/r̂ g, 6gcazt;g / 

f/zoz/g/zf / <jb» Y ^ow a f/zmg a6oz/f fAw /7afzg»/ a»(/ / 'z/z â z/rg a MZ/râg wz// 6g 

a6/g fo /zg^ /Morg /̂zâ  / ca/z. 7%g /zz/râ gfyẑ ŷ  /ooAg(f af /zzg aW â azc/ ^oz/ Yg 

fAg /?zg<̂ zca/ ĵ fzfdgyzf, yoz/ <jb ĵ OT/zgf/zzMg'. AfkryAg wgrgyz^f MOf 6gf7Zg 

Aĝ R/w/ or /7Z6ry6g f/z^ (/oM Y gg/zz/mg^ ̂ ow w/zaf fo &». /yztyf g)ygcfg<^ f W 

Agcaztyg f/z^ arg grzAz/̂ ĝ / f/zaf f/z^ woz//(/ A»ow wAaf fo (&) w/zg/z a j)afzg/zf 

way ZM /)af/z' (I:12M). 

This participant learnt the hard way that nurses might not be helpful, but also that they 

weren't as skilled as expected. Goodwill was extinguished and replaced by a 

determination not to fall into that trap again. Meanwhile ±e nurses complained about 

not being taken seriously, that their expertise was demeaned by doctors on a daily 

basis without realising the true motive behind a request for help. Both professions were 

aware that in the scenario above, the patient was the person who suffered the most as 

they are waiting for assistance. The misinterpretation of information is a good example 

of problems experienced by aU members of the clinical team. 

Participants were aware that the teams face difficult issues on a regular basis and were 

keen to find ways of managing situations in order to: 

'&cy7 f/zg Y/zg/M z ;̂' f/zmg, aW fAaf fggrggafzo/z 6gfw;ggM groz^f, f/zof 

a /zz/rf z/zg /'gr^gcfzvg aW f/za^ o6vzoziy/y f/zg 6gĵ f aW f/zg /?/zyf zô /zgrapwf 

fg^mg W/z ygf6zzf f/zaf a/̂ /̂ a^zofAgrapy ̂ gr^gcfzvg aW gvg/z 

Aĝ g/". /f a// //zaf oW zf j:Aoz//(/ //zaAg zj" ZTZorg q/^a groz^p, fgom g ^ / f ' 

(GI:3N) 

Despite these negative experience, participants refused to be daunted by it: z/zy 

gaygfzg/zcg 7 ca/z/zof ĵ gg f/zg pro6/gz» 6gfwggM docfora^ Mzzrfgĵ , gvg/yoMg ^ggy/iy fo 

ggf 07Zyz»g' (G:15M). This participant either, genuinely had not experienced any 

difGculties, or preferred to ignore them. She had spent her time observing and learning 

what good teams do and was keen to say: 
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f eg wAo f/ie occi/paf/owzZ fAgrapwf yzwf 

fo <jo fAe/r acfh;fffgj' o/^(^/(y /n;zMg aW Amy fAe /;Ary.y/of/zgr<^Mff were 

wazfmg fo co/Mg aw/ â ee f/ze/M. Tbz/ W â ee fAe Âe 

j?Ayj'/o /̂zera;pwf a6oMf Aow; Âe paf/eMf way â o/f q/̂ fAmg' (1:13M). 

In his opinion this is how ideally a team should work, a belief that was shared by the 

m^ority of participants. 

7. Dealing with Resistance to Change 

Participants beheved in their own power to be self-directed and the need to support 

each other when faced with the reality of the work place: 

W /of q/̂ c/mzcf<ZAK Y fo /Move aw/ fAey ca/i 6eco7Me g'mfe 

m wAaf are &)mg. 7 f/zz/zÂ  yziff^e/ w/f/z wAaf 

are (foz/zg aW f/ze zâ fz/e c/za/zge 7»/gAf 6e (f^cz//f. 7 do» Y fAz/zÂ  we (?/ze 

ffzAje/zf^ ca/z c/za/zge zY oz/f fAere, / f/zz»Â  //ze c/zTzzcza/zf Aave fo worÂ  

fogef/zer' (I:6PT). 

Participants simply choose to ignore the bad experience and found a way around any 

obstacles wherever this was possible. A significant number of partici^^ts gave 

examples of how they by-passed the resistant stafF member, and opted to work with 

those with a more flexible nature and approach: 

7 /zat/ MO gz/aZ/Mĵ  aAoẑ f afArz/zg a f̂zAje/zf Tzz/râ e fo Ae^ y/ze fra/z^r f o/Meo»e 

Aecaz/â e 7 Ayzow f/zaf wozz/af 6e z/zfereâ feâ  z/z /earyzz/zg aw/gazMZ/zg f/ze 

A7zowZe(% ê̂ 07» zY, wAerea.y fAe Mẑ feâ , 7 / / z a f w e r e g o f ^ g 

fo w/zaf a/zyway. 7 fAz/zA: zf 'f gz/zfe became yoz/ 're 

af coZ/ege f/zaf };oz/ Aave fo com/MZ/Mzcafe wzfA a// /Mem^erf f/ze feam aW 

wzYA f o/?ze ̂ /oz/ ca/z fe// fAe/zz aâ  mz/cA a; )/oz/ wa»f, Yz/yozz are 6/z/e z» f/ze 

^ce, aW f/zey fff/Z <jb» Y c/za/zge fAezr /?racfzce, or c/o w/zaf }/oz/ aâÂ  or 

coM/Mz/Mzcafe 6acA' (l:7PT). 
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With these types of experiences it seems hardly surprising that participants promoted 

the involvement of students in determining what experience is relevant. The concept of 

how teams by-passed a weak or resistant member was described: 

f/zeM f/ze f/zg fea/M ge/, forf co/»/MOM eyze;?̂ , / f/zz/zÂ  ̂ /ze 

' (I:12M). This suggests that those people who did not work effectively as part of 

the team were clearly responsible for determining how their profession was viewed as 

a whole, unless of course another person from the same profession fimctioned well and 

changed the other team members mind. 

Remarkably resilient in the face of great difficulties, participants shared how they 

managed to keep their own equihbrium despite obstacles placed in their way: 

7 wag ZM ZMfem̂ zve care w/zgre ̂ /ze aZZ 6gcaz^e}'o« 

were wzY/z f/ze j'a/Me gof o/z we// wzf/z 

fAe TzwrfBz/f fAe/z f/ze c o / z f w e r e co/MZMg aW f/z6y were 

reaZ/y /zegafzve awf (/z(6z Y fo /wfe/z fo oz/r vzew^ eve/z fAoz/gA we W 

6eeAZ wzf/z f07?ze6o<^ a// &zy. 77z^yz^f co/Me a/o/zgj^r 70 mmz/feĵ  evefy 

â fWe/zfâ  j/oz/ we /zervoz/â  a6oz^ a/̂ /̂zzMg, f/zey Wyztyf 

A/zocÂ  zf (fow/z. / f/z//zA f/zaf ... / W^ro6o6/y /off re^qpecfybr f/ze/M 

6ecazA9e f/z^/ (fẑ ẑ Y qp/Mzo/z z/zfo coMĵ zĉ rafzozz' (7.VdPT). 

This participant was cross at this situation but not over awed by it. She appreciated that 

this did not reflect badly on her personally. She was not left questioning her own 

abilities or that her interpretation of good teamwork was suspect. She had a finer 

appreciation that respect for each other's professionalism had to be earned as well as 

given. 

When asked how influential negative experiences of poor teamwork or resistance to 

change could be, the response was interesting. Reference was made to members of the 

professions who appeared to have gained a reputation with students for being poor 

communicators, such as consultants, orthopaedic surgeons or surgeons generally: 
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7 Y OTg/OMg '.9 /7eqp/eyztyf AzMgA af fAe/» 

Agcaztyg are a/oyze Aecaw ê fAey o/z/y core aAowf f/zeywe/veĵ . T/yoz/ 

wa»f wz (^erafzo/z )/oz/ W pro6a6/y go fo f/ze/M 6ecaztye }/oz/ Awow W 6e 

ve/y goo<^ 6z/f j/oz/ w/oz/Z^^ Y goybr gz^/zYy care ow m f/ze ̂ rj^OTZ' (I: MM). 

These two previous examples perhaps demonstrate that despite resistance 6om 

teams participants were able to hold positive opinions of their own. 
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