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ABSTRACT

The impetus for Inter-Professional Education (IPE) amongst the health and social care
professions within higher education has been gaining pace over the past fifteen years.
This exploratory research adds to the understanding of podiatry as a health profession
involved with IPE. It comprises three studies which identify IPE stakeholders and
policies, its delivery to undergraduate health and social care students, and its application
to and perception by final year podiatry students. It uses mixed methods and a critical
realist perspective to inform understanding of the different societal levels involved with
IPE. A literature search of IPE stakeholders and policies directed semi-structured
interviews with course developers, subsequently contrasted with the IPE attitudes and

concerns of podiatry students.

A convenience sample of seven lead developers of IPE was recruited from the thirteen UK
universities that teach podiatry. Semi-structured telephone interviews were performed,
with the transcripts undergoing a detailed content analysis. Q Methodology was utilised
to reveal the views of forty-one podiatry students about IPE: their attitudes towards the

subject and their concerns over its implementation.

Findings indicate that IPE implementation is pragmatic and atheoretical with regards to
best practice, though uses of educational theory and two frameworks are identified.
Principles of Adult Education and experiential learning are common, facilitated within
small groups of mixed health and social care students. Whilst some podiatry students
are appreciative of IPE, others have more critical viewpoints, in particular of its
professional relevance and facilitation. The research suggests further research into staff
and student preparation for IPE, and exploration of the contrasting medical and social

models of care implicit within IPE endeavours.
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Introductions 1

1 INTRODUCTION

This section provides an overview of the research, introduces Inter-Professional
Education (IPE) as coming into the mainstream of the undergraduate student curriculum,
then introduces the podiatry profession as a relatively small player within IPE, whose

attitudes and responses towards IPE may frequently be overlooked.

1.1  RESEARCH OVERVIEW

The context of Inter-Professional Education (IPE)

As patient care becomes more complex, effective collaboration between health and social
care professionals is required (Egan-Lee et al. 2008). However, evidence suggests that
these professionals do not collaborate well together (Zwarenstein and Reeves 2000). It
was the very public failure of various healthcare teams that triggered the calls for
healthcare reform in the UK, for example child mortality at the Bristol Royal Infirmary
within the Kennedy Report (Department of Health 2001b) and the breakdowns of
communication within and between agencies in the Victoria Climbié Report (Laming
2003). These healthcare reforms have led to professional regulation (Saks 2006) and
IPE for pre-registration, undergraduate students. IPE aims to improve patient care
through improved team collaboration, through IPE endeavours prior to graduation and
professional registration. This includes the many types of therapists working alongside
doctors and nurses, expanding the roles they play in health and social care 'to ensure
they can use their skills flexibly and creatively to the benefit of patients (Department of
Health 2000a, 1.2)’. Two major debilitating diseases which increasingly require
podiatrists as part of a multi-professional team are diabetes and rheumatoid arthritis
(Craddock and O'Halloran 2004), each with major consequences for the foot (McGee and
Ashford 1996).

The Centre for the Advancement of Interprofessional Education (CAIPE) in the United

Kingdom has provided various definitions for IPE, for example:-

Interprofessional Education occurs when two or more professions learn with, from
and about each other to improve collaboration and the quality of care (CAIPE
2006a)

The argument being that those who learn together will work together more readily than if
they learned in separate professional groups, and consequently will deliver better care

(Miller et al. 1999). IPE may be considered a preparation of students for collaborative



Introductions 2

practice after graduation. However, whilst the above IPE definition is simple, its

outworking within the undergraduate curriculum is complex.

IPE has an international aspect, with Barr et al. considering that the genesis of IPE may
have been a report by the World Health Organisation (WHO) entitled ‘Learning to work
together’ (World Health Organization 1988), with its definitions of multi-professional
education closely resembling those of CAIPE’s definition of IPE (Barr et al. 2005). This
involvement continues to the current day, with the WHO regarding collaborative, multi-
professional team working as a means to overcome a world shortage of healthcare

professionals (World Health Organization 2009).

IPE research

Early systematic literature searches found that many IPE endeavours lacked the
methodological rigour needed to begin to convincingly understand the impact of IPE on
professional practice or healthcare outcomes (Zwarenstein et al. 2001). After an
extensive search of published and ‘grey’ literature, Oandasan and her team concluded
'there is little in the literature to help educators understand how to facilitate interprofessional
education in a successful manner and hence there is an urgent need for faculty development
in this area (Oandasan et al. 2005)".

As a Director for Interprofessional Education involved with pre-registration curriculum

development for fifteen years, Hazel Colyer put it:

There is more of a sense now that it is important that people learn together for

more collaborative practice, but that quite what the connection is between those

things has still, for me, yet to be explained (Helme et al. 2006, podcast 03:00).
More recently, Hammick et al (2007) have updated these systematic searches to locate 21
best quality IPE publications, ranging from 1981 to 2005, with the majority since the turn of
the century. Of these, thirteen studies included delivery of IPE to undergraduate medical
students and thirteen studies included delivery to nurses. Physiotherapy students were
involved in seven of the studies, with pharmacy, occupational therapy, dentistry, social
work and midwifery appearing less often. Podiatry students received no explicit mention.
A similar undergraduate medical-nursing focus was found by Davidson et al (2008) in their
literature review of clinical IPE up to April 2006, with only one of their 25 better studies

referring to podiatry.

Podiatry is a minor player within the health professions allied to medicine and nursing,
comprising 14,000 practitioners compared to 39,000 physiotherapists and 0.5 million nurses
(Bowen 2008). Its involvement and influence in the area of IPE and its research is

correspondingly limited. Thus this research aims to add to the understanding of podiatry as a
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profession involved in IPE, to highlight issues associated with its participation as a minority

profession whose practitioners operate with relative independence and in isolation.

Barr et al (2006) suggest that a key question for future IPE evaluations should be the
relative effects of discrete interprofessional learning components embedded within pre-
qualifying uni-professional programmes, compared with those that permeate the culture
and content of such programmes throughout. With a concept of individual preparation
(collaborative skills, knowledge and attitudes) driving effective teamwork (learning to
collaborate with and between professions, within and between organisations, with service
users, their carers and with communities), in-turn driving changes of service and patient
care, Barr claims that his reviewed evidence points to the need of five IPE

developments:-
1. Closer integration of IPE into pre-qualifying culture and curricula.

2. Further development of competency or capability-based models designed to
change behaviour as well as attitudes and knowledge, to improve on the reported

outcomes.

3. Provide positive and well-supervised experiences of collaborative practice for

recently qualified practitioners, to enable testing and re-enforcement of IPE.

4. Advanced IPE learning opportunities to equip and motivate practitioners to lead

collaborative endeavours towards change and improved practices.

5. A career-long continuum of integrated uni- and inter-professional learning that is
subject to a systematic and robust evaluation.
(Barr et al. 2006, revised)

Thus this research addresses points 1 and 2, keeping a focus upon the culture
surrounding IPE curricula development and its implementation for undergraduate
healthcare courses. Whilst post-qualified practice is beyond the scope of this research,
opportunity is taken to note the experiences of collaborative practice being offered to

pre-qualification students as part of their clinical placements.

Position statement of the researcher

For twenty years the author was a computer systems analyst developing and designing
systems for rugged hand-held computers, specialising in outdoor data collection. As a
radical career change, he was amongst the first cohort of podiatry students (2002 -
2005) at the University of Northampton (University College Northampton) to receive IPE

as part of a re-validated podiatry syllabus.
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It was evident to the podiatry students that the course was in its infancy, with some
demonstrating a lack of engagement through their attitudes and their non-attendance.
However, the same spurned an interest within the author on how this novel component
of the curricula might better engage the interest of podiatry students. Thus the author’s
highly analytical background and more recent studies in a healthcare profession with a
quite mechanistic viewpoint are being applied to the area of higher education. Thus
additional qualitative analytical skills have been developed, with various approaches to

subjectivity and objectivity being utilised to comprehend this complex educational arena.

During his undergraduate podiatry education, the author encountered four instances of

multi-professional working on clinical placements within the National Health Service:-

e A hospital-based podiatry team which went on ward rounds to patients.

e A hospital-based diabetes team where diabetic specialist nurses worked in
partnership with podiatrists in the treatment of chronic leg ulcers.

e A home-visiting podiatrist with her own section in a client’s ‘big red book” whereby
her treatment notes were available to visiting nurses and GPs and vice versa.

e A home-visiting podiatrist who was instrumental in re-admitting one of her bed-
ridden stroke patients back into hospital with necrotic, infected bedsores (the

frequent dressing changes of the visiting nurse being deemed ineffective).

In subsequent private podiatry practice, some of the taught physiotherapy skills have
been brought into play, but no occasions for multi-disciplinary team working have so far
presented themselves. Thus the researcher is aware of circumstances where podiatrists
can lend their unique specialist skills to the more general care of a patient. However, in

some podiatry set-ups such opportunities can be limited.

1.2 INTERPROFESSIONAL EDUCATION COMES OF AGE

IPE is a relatively new adjunct to the health and social care curricula. This section

considers how IPE is becoming more widely adopted in the UK.

Interprofessional education (IPE) is being built into the mainstream of professional
education for all health and social care professions throughout the United Kingdom
(UK) driven by the Labour Government elected in 1997...(Barr and Ross 2006)

So start Barr and Ross in their position paper on the mainstreaming of IPE, written for
the Journal of Interprofessional Education for which they were joint editors-in-chief. This
identifies the UK government as a clear driving force for the rapid changes within heath

care student education, one component of their ongoing health reforms.
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The NHS Plan (Secretary of State for Health 2000b) is regarded by many as the start of
the most major reforms to the UK health service since its inception in 1948. The plan
announces a sustained increase in government funding over the following five years,
alongside the steps needed to transform the health service so that it is designed around
the needs of patients. It proposes joint training across professions (para. 9.18) to
provide patient communications skills and familiarity with NHS principles and
organisation, with reforms to the core health curricula endeavouring to break down the
barriers between professions, to enable more flexible team working and even allow

switching between career paths.

Barr and Ross view 'Mainstreaming' as a catchword to capture diverse meanings and
motives driving the promotion of IPE. To some, they say, it means making IPE more
effective as a means of improving collaborative practice, and thereby improving the
quality of patient care. To others, the IPE agenda has also been overlaid by a more
radical one to modernise the health and social care workforce by ‘'educational
engineering', with IPE being the chief agent. Thus IPE should not only contribute to the
modernisation of the service, but also to modernisation of the professional education
systems by the back door. Hence there are the considerations about professionalisation

and regulation within this thesis.

The NHS Plan was augmented by Meeting the Challenge: a strategy for the allied health
professions (Secretary of State for Health 2000a) which includes Podiatrists amongst the
50,000 members in 14 professions working alongside doctors, nurses and scientists. It
recognises that the Allied Health Professions (AHPs) are in the forefront of
interprofessional education (para. 4.12) and that “learning together” can deliver added
value for practitioners, through developing an understanding of the roles of other
professionals and in building team-working skills from an early stage in the curriculum.
Further, the Government intends to build upon successful initiatives to make IPE a key
feature of NHS education over the next few years (para. 4.13), when all health
professions should expect their education and training to include common learning with

other professions (Department of Health 2001d).
Terminology within Interprofessional Education (IPE)

In their examination of the development, delivery and evaluation of effective
Interprofessional Education, Freeth, et al use the following definition for interprofessional

education:-

Occasions when two or more professions learn with, from and about each other to

improve collaboration and the quality of care (Freeth et al. 2005, p.11).
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They emphasise learning with each other to acknowledge the potential for generating
new personal knowledge when issues are explored by two or more students from
different professions. IPE is an initiative to secure interprofessional learning and promote
gains through interprofessional collaboration in professional practice. The gains referred
to go beyond improved patient care, but also include improvements to stakeholders’

perceptions of care and to the practitioners’ working lives (Freeth et al. 2005).

Similarly, based upon six case studies of interdisciplinary teams, Miller et al identified

numerous patient benefits from integrated multi-professional working:-

o Continuity in care between the professionals

o Development of ‘team knowledge’ that reduced ambiguity and conflicting
messages to the patient

o Appropriate and timely referral between team members

o Actions and decisions based upon a holistic perspective, encompassing all aspects
of the patient - social, physical and psychological

o Actions and decisions based upon problem-solving, with the team approach
providing a wider source of ideas about possible causes and likely actions to be
taken

(Miller et al. 2001)
The NHS Plan set out the Government's plans for inter-professional education and

training. These include:

e joint training in [patient] communication skills, and NHS principles and
organisation, as a prerequisite to qualification

e and a new common foundation learning programme to enable students and
qualified health professionals to switch careers and training paths more easily.

(Department of Health 2000a, 4.10)

Thus this UK government commitment to IPE is narrower than the preceding definition by
Freeth et al, being limited to communication skills and knowledge of the NHS as an
institution, with an objective of improved career pathways. These contrasting emphases

for IPE become evident within the Study 2 interviews.

‘Interprofessional Learning’ should be clearly differentiated from ‘Common Learning’, the
latter being introduced within Investment and reform for NHS staff - taking forward the
NHS plan (Department of Health 2001a). This proposes to develop and introduce
common learning programmes for all health professionals, based on core skills. They are
designed on a more flexible basis, providing easier routes and opportunities for
individuals to transfer between education and training programmes and maximise future

career pathways. However, Coyler et al (2005) explain that interprofessional learning is
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more than simply the bringing together of different professionals for common learning,
which is now described as multi-professional education. Rather, there is a synergy
between individuals that seems to generate situated experiential learning different from
the propositional and practical knowledge of the different professions. Thus the literature

review considers the range of teaching methods utilised by different IPE courses.

The NHS chose four sites in 2003 to take forward common learning, as part of reforming
pre-registration health and social care education (Craddock and O'Halloran 2004),
including the New Generation project as a joint initiative between the Universities of
Southampton and Portsmouth. This project has two distinct curriculum strands, where
‘learning in common’ encompasses those subjects that are common to all programmes
but which are be taught and assessed within the profession specific programmes, whilst

‘interprofessional learning’ focuses on preparing students to work collaboratively.
1.3 PODIATRY AS AN ALLIED HEALTH PROFESSION

Podiatry in the UK is regulated by the Health Professions Council (HPC), an independent
body instigated by the Health Professions Order 2001. Its main function is:

to establish standards of education and training, conduct and performance for
members of the relevant professions and to ensure the maintenance of these
standards (Health Professions Council 2008)

Its aim is patient safety and in return for maintaining a publicly accessible register of
qualified chiropody and podiatry practitioners, the council protects the use of the titles
‘chiropodist’ and ‘podiatrist’. It also maintains a register of twelve other Allied Health

professions (AHPs):-

Figure 1: Professions registered with the HPC* (Oct 2008)

Profession Description Registrants
An art, music or drama therapist encourages people to express their
Arts therapists feelings and emotions through art, such as painting and drawing, music 2,480
or drama.

A biomedical scientist analyses specimens from patients to provide data

Biomedical scientists to help doctors diagnose and treat disease. 22,120
Chiropodists / A chiropodist / podiatrist diagnoses and treats disorders, diseases and

PO . 12,519
podiatrists deformities of the feet

A clinical scientist oversees specialist tests for diagnosing and
Clinical scientists managing disease. They advise doctors on using tests and interpreting 4,332
data and they also carry out research to understand diseases and

4 Statistics from http://www.hpc-uk.org/aboutregistration/theregister/stats/ Accessed 6
Feb 2009
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devise new therapies

A dietitian uses the science of nutrition to devise eating plans for
patients to treat medical conditions They also work to promote good

Dietitians health by helping to facilitate a positive change in food choices amongst 6,582
individuals, groups and communities.
Occupational An occupational therapist uses specific activities to limit the effects of
; UL ) . S 29,701
therapists disability and promote independence in all aspects of daily life.
Operating Operating department practitioners participate in the assessment of the
department atient prior to surgery and provide individualised care 2772
practitioners P P gery P )
Orthoptists An orthoptist specialises in diagnosing and treating visual problems 1,267

involving eye movement and alignment

Paramedics provide specialist care and treatment to patients who are
Paramedics either acutely ill or injured. They can administer a range of drugs and 14,562
carry out certain surgical techniques.

Physiotherapists deal with human function and movement and help
people to achieve their full physical potential. They use physical 42 095

Physiotherapists g .
y P approaches to promote, maintain and restore wellbeing.

Prosthetists and orthotists are responsible for all aspects of supplying
prostheses and orthoses for patients. A prosthesis is a device that

replaces a missing body part. An orthosis is a device fitted to an 869

existing body part in order to improve its function or reduce pain

Prosthetists /
orthotists

Therapeutic radiographers plan and deliver treatment using radiation.
Diagnostic radiographers produce and interpret high-quality images of
Radiographers the body to diagnose injuries and diseases. For example, x-rays, 25,173
ultrasound or CT scans carried out in hospital.

A speech and language therapist assesses, treats and helps to prevent

S h and | . PR
peech and language speech, language and swallowing difficulties 12,038

therapists

Thus podiatrists comprise nearly 7% of the 183,000 registered AHPs. It can be seen that
Arts Therapists, Clinical Scientists, Dietitians, Orthoptists and Orthotists are in
significantly smaller numbers, with Paramedics of similar numbers and Occupational
Therapists and Radiographers having double the number of Podiatrists. Thus podiatry is
not alone in being considered a minority medical profession, particularly when compared
to the near 700,000 registered nurses and midwives (Nursing and Midwifery Council
2007) and the 233,000 registered medical practitioners (General Medical Council 2008).

The HPC approves and monitors programmes offered by UK education providers. Their
standards encompass admissions, resources, the curriculum, placements and
assessment, with one London podiatry institution being inspected in 2007 (Health
Professions Council 2007). HPC assessment includes evaluation against the QAA
benchmark statements for the associated profession and may be a part of a course’s

validation process.

From its 396 respondents representing 42 countries, the World Health Organisation has
more recently recognised a broader range of learners involved with IPE, of which

Podiatrists have a smaller representation of 1.6% in the figure below:-
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Figure 2: Learners receiving IPE (World Health Organization 2009, Fig.4

Audiologists
2.2% Community

Health Workers
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Speech Pathologists

4.7%
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10.2%

Social Workers
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Nurses/Midwives
16%

Podiatrists
1.6%

Physiotherapists
10.1% MNutritionists/Dietitians

5.7%
Physicians Assistants
2 20 Occupational

Th ists, 8.9%
Pharmacists B e

7.7%

Thus it is reasonable that podiatry should be included within interprofessional education.

However, there is a paucity of evidence to suggest why and how this should be the case,

or to determine the attitudes held by podiatry students which may impinge upon IPE and

subsequent inter-professional collaboration.

1.4 RESEARCH AIMS AND OBJECTIVES

This research explores podiatry as an Allied Health Profession (AHP) participating in IPE.

It considers the driving forces behind IPE in relation to podiatry, issues arising when IPE

includes podiatry students, and the responses of podiatry students towards IPE. The

research objectives are:

1. To identify the stakeholders and participants of IPE in health and social care; to

2.

distinguish the associated policies, motivations, intended benefits and concerns about
collaborative health care.

To appreciate how IPE is delivered by the thirteen UK higher education institutions

which are educating podiatry students alongside other AHP students, nurses and




Introductions 10

social work students at undergraduate level. This encompasses methods of student
assessment together with underlying educational theory, to develop an understanding
of how IPE is presently being facilitated and the issues surrounding the

implementation of IPE courses.

3. To explore the attitudes and concerns of final year podiatry students towards their

IPE course as they approach their final examinations.

This research will aid the ongoing development of IPE curricula for podiatry students and

may also inform the IPE of other minority health and social care professions.

1.5 CHAPTER SUMMARY

The Introduction has introduced interprofessional education as being a government
initiative which is far reaching in its implementation, though with a simple premise of
improved patient care. Podiatry was established as a minor player within the affected
health and social care professions, with little research evidence available to inform its
effective incorporation into inter-professional learning and multi-professional practice.
This thesis seeks to inform the IPE agenda using mixed methods to explore the IPE
stakeholders, the experiences of IPE developers (including undergraduate podiatry
students within their catchment) and the attitudes and concerns of one institution’s final

year podiatry students.
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2 LITERATURE REVIEWS

2.1 INTRODUCTION

In their Scoping Review to identify organisational and educational theories relevant to
IPE and to inter-professional practice, Reeves et al identified literature which called upon

thirty four differing theories, from six different perspectives:-

Table 1: Theories used in IPE (Reeves et al. 2007b, Box 1)

Perspective Theories / Theorist

Contact theory (Allport)

Social Psychology Groupthink (Janis)

Group development (Tuckman & Jensen)
Social exchange theory (Challis et al)
Cooperation theory (Axelrod)

Relational awareness theory (Drinka et al)
Team reflexivity (West)

Realistic conflict theory (Brown et al)

Social identity theory (Ellemers et al)
Social learning theory (Bandura & Cervone)
Self-categorisation theory (Turner)
Transformation/transactional leadership (Bass)
Discourse theory (Foucault)

Sociology Surveillance theory (Foucault)

Self presentation theory (Goffman)
Negotiated order perspective (Strauss)
Professionalisation theory (Freidson)
Practice theory (Almas)

Power and influence theory (French & Raven)
Reflective learning (Schoén)

Adult learning Problem-based learning (Barrows & Tamblyn)
Experiential learning (Kolb)

Situated learning (Lave & Wenger)
Systems theory (Von Bertalanffy)

Systems Presage-process-product (Biggs)

Chaos (Krippner)

Complexity (Cooper)

Activity theory (Engestrom)

Loss and change (Marris)

Psychodynamic Social defence (Menzies)

Work-group mentality (Bion)

Organizational learning (Argyris & Schon)
Organisational Punctuated equilibrium (Gersick)
Institutional theory (DiMaggio & Powell)

They also identified a further thirty three theories having potential to inform IPE,
including Mind Mapping, Case Based Learning and Virtual Learning. They suggest that
the use of such theories to underpin IPE will strengthen the evidence base for

interprofessional practice and education — a common need for its varied stakeholders.
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This review considers some of the above IPE theories, as a basis for the studies described

later in the thesis. This chapter is divided into five sections:-

1. Professionalism within health and social care

2. Adult education of health and social care students
3. Critical reflection

4. IPE within Higher Education

5. Stakeholder and drivers behind IPE

A key aim of IPE is to facilitate the collaborative working of differing health and social
care professions (World Health Organization 2009, CAIPE 2006b). Hence the first section
considers how students are inducted into their respective professions and how this may
be leading to some issues that IPE seeks to overcome. The second section considers
some adult education approaches that may be pertinent to mixed-professions teaching,
with the next section considering critical reflection in particular. The fourth considers
how this is being applied within UK higher education, whilst the final section reviews

some of driving forces behind IPE, associated with a wide variety of stakeholders.

2.2 PROFESSIONALISM WITHIN HEALTH AND SOCIAL CARE

In their questionnaire survey of 933 undergraduate students within the first six weeks of
five health related courses (medicine, nursing, pharmacy, physiotherapy and dietetic
students), Hind et al (2003) tested various hypothesised relationships between
stereotypes, professional identity and readiness for interprofessional learning.
Unexpectedly, they found that all the students identified strongly with their professional
group, even at the start of pre-registration training. That the professional identity should
be formed so early in the career of an aspiring health professional may be one reason
that IPE is pursued at undergraduate and pre-registration level, rather than after
graduation. It may also reflect the adult motivations of the students for entering into the

course they have chosen.

Professionalism — what does it mean?

Becher (1994) looked at the research norms and practices of 12 widely contrasting
disciplinary fields (biology, chemistry, economics, engineering, geography, history, law,
mathematics, modern languages, pharmacy, physics and sociology) over the period 1980
to 1988 and then in more detail 1988 to 1993, performing some 350 in-depth interviews
with academics and research students. He cites Bailey (1977) as noting that even
though universities are composed of different professions which he labels tribes, they

nevertheless operate as a “community culture”:
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Each tribe has a name and a territory, settles its own affairs, goes to war with others,
has a distinct language or at least dialect and a variety of symbolic ways of
demonstrating apartness from others. Nevertheless the whole set of tribes possess a
common culture: their ways of construing the world and the people who live in it are
sufficiently similar for them to be able to understand, more or less, each other's
culture and even, when necessary, to communicate with members of other tribes.
Universities possess a single culture which directs interaction between the many
distinct and often mutually hostile groups (Bailey 1977).

Similarly, Pietroni considers whether professions with their common occupational culture

might also include tribe-like aspects with regards to some of their activities:-

In her 1987 paper, Huntingdon suggests that an occupational culture is made up of: a
sense of mission, aim and tasks; the focus and orientation of the profession; its
ideological knowledge base and its technology; its status and prestige; its orientation
to clients and patients and to other professionals. Bligh (1979) goes further and
concludes that each profession acts in a sense like a tribe. Members are nurtured in
distinctive ways; they develop their concepts in exclusive gatherings. They have their
own leaders and pecking orders. Like all tribal societies, they impose sanctions on
non-conforming members. If a member takes on the reality constructs of another
tribe, they may even be threatened with exclusion (Pietroni 1994).

Thus with these early views of professions, the tribal aspect encompasses autonomy of

operation, a sense of belonging and exclusivity.

Becher (1994) suggests that four different levels of generality may be used to categorise
knowledge communities, the broadest level being disciplinary groupings of the natural
sciences, humanities & social sciences, science-based professions and social professions.
These comprise four intellectual clusters credited to Biglan (1973), which labels hard

pure, soft pure, hard applied and soft applied, as illustrated in Figure 3: Broad

disciplinary groupings derived from Becher (1994, Table 1). In considering educational

goals, Neumann (2001) cites Braxton (1995) in considering that hard disciplines place
greater importance on student career preparation and emphasise cognitive goals such as
learning facts, principles and concepts. Soft areas place greater importance on broad
general knowledge, on student character development and on effective thinking skills

such as critical thinking.
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SOFT-PURE
Humanities & Social sciences
E.g.: History, Anthrapology

SOFT-APPLIED
Social professions
E.g.: Education,
Management Studies

Ap&lied

In reporting on a project with the Higher Education Academy’s Subject Centres, Jenkins
et al (2007) continue to use Biglan’s distinctions between hard and soft, pure and applied
disciplinary types, in their choice of case studies that represent the wide range of
disciplines in the contemporary university. Of pertinence to this research, is the
observation that the health and social care sciences may be considered as applied
sciences and as representing a range of hard-applied disciplines and soft-applied

disciplines, for example:-

Applied hard sciences (e.g. medicine): Purposive, pragmatic (know-how via hard
knowledge), concerned with mastery of physical environment, resulting in
products / techniques, dominated by professional values, role oriented.

Applied social sciences (e.g. social work): Functional, utilitarian (know-how via
soft knowledge), concerned with enhancement of [semi-] professional practice,
resulting in protocols / procedures.; Outward-looking, uncertain in status,
dominated by intellectual fashions, power-oriented.
(Becher 1994, Table 2, adapted)
In his first primer on The Reflective Practitioner (1983) Schon introduces the 'triumphant
professions' of the 1960's, where professionals in the labour force had risen from 4% in
1900, to 8% in 1950, to 13% in 1966. This was followed by scepticism and unease in
the 1970's and early 1980's where professional practitioners are frequently embroiled in
conflicts of values, goals, purposes and interests. This has led to increasing statutory
regulation of the professions and the intervention of government policy to direct and

control the professions (Saks 2006, Department of Health 2007).

Evetts (2005) declares that ‘profession’ is an anglo-american concept representing a
category of privileged, high status, high income occupational groups. She argues for a

shift of analytical focus away from profession (a generic category of occupational work)
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and professionalisation (the process to pursue, develop and maintain the closure of the
occupational group) to a concept of ‘Professionalism’ and how it is being used as a
discourse in marketing, organisational aims and objectives, even training manuals and
occupational regulation and control. Evettes cites Larson (1977) in declaring that
professionalism is that of market closure and monopolistic control of work, promoting
own occupational self interest in terms of salary, status, power and occupational

jurisdiction.

Hall (2005) considers that each health care profession has its own culture, which includes
values, beliefs, attitudes, customs and behaviours. Whilst the professional culture may
have historical artefacts with social and gender influences, it is the educational and
socialisation experiences which reinforce common values, problem solving approaches
and distinct technical jargon. Increasing specialisation may have led to even further
immersion [and isolation] of the student into the knowledge and culture of their own
particular group, contributing to the challenges of effective interprofessional teamwork.
Thus we can already see some of the early themes which will be later explored within

IPE: ideas of competencies, control, standards and shared identity.

Jones and Joss (1995) suggest that a premium on consumerism, consumer power
through quality of service and the citizen's charter initiatives, have all placed firmer limits
on professional discretion and professional autonomy. There is a new and external
definition of professions, based upon the idea of consumer-led definitions of quality of
service and 'wants', rather than professionally-led definitions of 'needs'. This may be the

seeds of a patient or client focus developed later within IPE.

Jones and Joss (1995) also suggest that occupation control gives a perspective of
professionalisation seeking to control its own area of work. Work is underpinned by
exclusive expert kind of knowledge (rather than service- or vocationally-based) with a
variety of gate-keeping methods use to ensure exclusive control of that knowledge.
Restricted entry, socialisation through training and professional ethics is meant to ensure
self-regulation.  These restrictions maintain shared professional value sets, seen
necessary for internal control, are derived from deep rules and meanings of the
occupational culture. Thus there are different value sets for professions overlapping in
their practice, each claiming legitimacy for its paradigms or methods of working. This

may explain some of the defensiveness apparent between professions involved in IPE.

Limits upon professional discretion are increasingly being applied through external
regulation of the health care professions. This is epitomised by the formation of the
Health Professions Council (HPC 2002, para 3.4), overseeing the UK allied health
professions. Its function is to safeguard the health and wellbeing of persons using or

needing the services of registrants, achieved through the establishment [with
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consultation] of standards of education and training (HPC 2004, HPC 2005), conduct and
performance for registered members of the professions and to ensure the maintenance of
those standards (HPC 2006).

Changes to the way professionals work

In its recommendations following the abuse, neglect and murder of Victoria Climbié, the
Laming Report (2003) declares that the future lies with those (professional) managers
who can demonstrate the capacity to work effectively across organisational boundaries,
which will always exist. Those able to operate flexibly need encouragement, in contrast
to those who persist in working in isolation and making decisions alone. The joint
training of staff and the sharing of budgets are likely to ensure an equality of desire and
effort to make them work effectively (Laming 2003). It favours collaborative working in
partnership instead of isolated working, with joint training to bring it about across all

professions representing social service, the police and health agencies.

In its White Paper acting as a precursor to the NHS Plan in 2000, the UK government
made clear its intent to spread best practice and drive clinical and cost-effectiveness by
working with the professions to strengthen the existing systems of professional self-
regulation (Department of Health 1997, 7.6). The NHS Plan itself (Department of Health
2000Db) introduced the National Institute for Clinical Excellence (NICE) to ensure the costs
effectiveness of drugs and patient-friendly versions of its clinical guidelines (10.2),

alongside the need for strengthening the regulation of clinical professions (10.13).

In his keynote speech on Professional Regulation given to the PIPE conference in Oxford,
Saks (2006) suggests a spectrum of professionalism with autonomous self-regulation on
the one end (with its potentially damaging silo mentalities) and State / Employer forced
regulation on the other end (with potential growth in bureaucracy, cost and loss of buffer
between state and professionals). Saks suggested a third way, by which health and
social care professions in the UK might become leaders: moving to a variant of the

autonomous self-regulatory end of the spectrum to one more protective of the public:
e Moderating the negatives of professionalism such as the closed shop mindset

e Strengthening the positives of professionalism such as joined-up ethical codes and

high level expertise

Whilst it remains unclear what will actually happen in terms of professional regulation in
health and social care in the UK, Saks is clear that both strategy and leadership are
critical to the future of interprofessional education and practice - at all levels from the
heady heights of national / international policy on the professions, to grassroots issues in

education and the workplace linked to the alluring interprofessional agenda (Saks 2006).
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The government’s target-setting culture also appears as a valuable impetus to
interdisciplinary working amongst the Allied Health Professions (AHPs). This is
demonstrated in a 2008 report by the NHS Confederation of Employers which illustrates
how the 18 week target for patient care is being met through ‘'the development of
effective partnerships that cross health, education and social services’ (NHS
Confederation (Employers) Company Ltd 2008, p.2). It recognises that AHPs have a
central role in the development of multidisciplinary CATS (Clinical Assessment and
Treatment Services), which appear as first-contact services such as NHS walk-in centres.
As such, this expansion of AHP services with opportunities for newly qualified
practitioners is in-line with policies that embody the patient choice agenda, since
facilitating fewer healthcare interventions, with more patient autonomy and lower
personal cost. The shifting of the healthcare model from secondary (hospital) to primary
(community) care is also allowing for greater efficiency for healthcare services, with

improved staff recruitment and retention.

Thus it may be seen that in the UK, pressures from the failures of professional
collaboration and the ascendance of patient choice is leading towards changes in the way
health professionals are viewed and the way they are now expected to work. These
changes are being brought about through regulatory changes and as this research

explores, the way health and social care students are taught.

2.3 ADULT EDUCATION OF HEALTH AND SOCIAL CARE
STUDENTS

In their review of the inter-professional evidence base over eight years, Barr et al
(2005) located 107 quality studies, thirteen of which (12%) made explicit use of adult
learning theory, with Barr declaring that ‘Interprofessional education is grounded in adult
learning theory (Barr 2005, p.17)’. Just over half the studies used this theory implicitly.
This section therefore considers what principles of adult education may be effectively
applied within the IPE arena. Knowles et al (2005) summarise Lindeman’s key

assumptions about adult education and developed a foundation for adult learning theory:

1. Adults are motivated to learn as they experience needs and interests that
learning will satisfy; therefore, these are the appropriate starting points for
organizing adult learning activities.

2. Adults’ orientation to learning is life-centered; therefore, the appropriate units
for organizing adult learning are life situations, not subjects.

3. Experience is the richest resource for adults’ learning; therefore, the core
methodology of adult education is the analysis of experience.



Literature Reviews 18

4. Adults have a deep need to be self-directing; therefore, the role of the teacher is
to engage in a process of mutual inquiry with them rather than to transmit his or
her knowledge to them and then evaluate their conformity to it.

5. Individual differences among people increase with age; therefore, adult
education must make optimal provision for differences in style, time, place, and
pace of learning.

(Knowles et al. 2005, p.40)
From the above, it may be seen that adult learning is not about the imparting of facts, as
might be the case with didactic or received teaching of the young. Whilst received
teaching comprised 39% of Barr’s studies, on its own it does not qualify as IPE (Barr et
al. 2005). However, when educating adult learners within IPE, consideration needs to be
given to their motivation and particular professional needs, to utilise their autonomy and
prior experience, and to relate these back to problems encountered in practice. At
undergraduate level, the latter may be achieved through student IPE placements or

through pertinent IPE case studies.

In his comprehensive analysis of adult learning Brookfield identifies six principles for

effective facilitation of adult learning:-

e the voluntary participation of the adult learners
e mutual respect between participants as well as with the facilitator
e a collaborative spirit

e praxis (a continual process of activity, reflection on activity, collaborative analysis
of activity, new activity, further reflection.. set within a context of the learner's
experience)

e critical reflection (allows skill acquisition to be placed in a broader context)
e self-direction (Brookfield 1986)

Brookfield's concept of praxis has similarities with the four stages of Kolb’s experiential
learning cycle (Kolb 1984): initial experience, observation and reflection, formation of
abstract concepts, testing concepts in new situations. The principles of collaboration,
mutual respect and voluntary participation give rise to the notion that the students are

learning from each other, that it is a joint venture.

IPE is grounded in adult learning theories, in particular those which prepare individuals
for collaborative practice, those cultivating collaboration in groups and teams and those
aimed at improving services and the quality of care (Barr et al. 2005). They consider

that IPE may draw upon perspectives from:-

» Social Psychology, particularly with regards to contact theory (Hean and
Dickinson 2005) and professional stereotyping which contact theory intends to

change.
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» Dynamic Psychology, in particular social defence theory (Obholzer 1994) and
its explication of stress or times of anxiety as the cause for withholding team

collaboration.

> Sociology, looking especially at ‘common learning’ amongst entrants to health
professions as providing a collective professional identity (Bourdieu and

Passeron 1990), together and how individuals behave within groups.

As Colyer et al remark in their occasional paper on interprofessional education, 'the most
challenging theoretical perspectives neither come from mainstream education nor are
they generated within interprofessional education. They come, rather, from the

behavioural and social sciences (Colyer et al. 2005, p.5)".

With the foundation of the American Association for Adult Education in 1926, Knowles

considers that there were two discernable streams of enquiry:

1) the scientific stream launched by Edward L. Thorndike who demonstrated that

adults can in fact learn;

2) the artistic or intuitive / reflective stream which was concerned with how adults
learn, launched by Eduard C. Lindeman under the strong influence of John
Dewey’s educational philosophy (discussed within the later section on Critical

Reflection).

Adult learning was subsequently developed into learning contracts, with a diagnosis of
learning needs, objectives, resources required, evidence of accomplishment, validation of
that evidence and subsequent review (Knowles et al. 2005). This is not necessarily the
focus of IPE within the health care arena, which is constrained by the requirements of
professional and regulating bodies and their influence on the curricula (Saks 2006).
Much more, IPE is concerned with motivating students to learn and to utilise their self-

directed nature to achieve desired ends (for both the educator and the educated).

Knowles contrasts the assumptions about learners made between Pedagogy and
Andragogy (Knowles et al. 2005, p.43 exhibit 4):

» Pedagogy relates to the learning model where knowledge and skills are passed from
the experienced teacher to the child (a spoon-fed approach), requiring the learning of
facts, figures and routines, deemed to be appropriate by the educators and
curriculum developers. The group will generally be of the same age group and ready

to learn in a uniform step-by-step progression in the allocated subjects.



Literature Reviews 20

» Andragogy means the science and art of helping a more mature person to learn. This
draws upon their existing life skills and experiences to learn in a much more self-
directed fashion. Adult learners are generally much more goal-orientated and are
motivated to learn when they appreciate the relevance of it. Adults expect to
participate more fully in their education, thus experiential approaches such as group

discussions, laboratory experiments and simulation exercises are more effective.

Another view of pedagogy is represented by the behaviourists such as Watson and
Thorndyke of the late 19'™ century, who based their considerations of the learning
phenomenon upon animal behaviour. They considered inexperienced (young) learners as
empty organisms who more or less responded to stimuli randomly and automatically.
Knowles cites the three laws which Thorndyke believed governed the learning of animals

and human beings:

1. The law of readiness, describing the circumstances under which the learner tends
to be satisfied or annoyed, to welcome or reject

2. The law of exercise, with the strengthening of connections through practice

3. The law of effect, with the strengthening or weakening of connections as a result
of its consequences.
(Knowles et al. 2005, p.25)

Within these one can appreciate the importance attributed to the learning environment,

repetitious learning and a reward / punishment system for appropriate behaviour.

In contrast to behaviourism is the notion of insight learning within the gestalt German
theorists of the early twentieth century: Wertheimer, Koffka, and Kohler. According to
Knowles, their work can be summarised as four laws which explain how the learner

organises their personal, perceptual field:-

1. The law of proximity, where the parts of a stimulus pattern that are close together
or near each other (in time and space) tend to be perceived in groups.

2. The law of similarity and familiarity, where objects similar in form, shape, colour,
or size tend to be grouped in perception; familiarity with an object facilitates the
establishing of a figure-ground pattern. (Related to this law is the gestaltists’ view
of memory as the persistence of traces in the brain that allows a carryover from
previous to present experiences.)

3. The law of closure, where learners try to achieve a satisfying endstate of
equilibrium; incomplete shapes, missing parts, and gaps in information are filled
in by the perceiver.

4. The law of continuation. Organization in perception tends to occur in such a
manner that a straight line appears to continue as a straight line, a part circle as a
circle, and a three-sided square as a complete square.

(Knowles et al. 2005, p.29 précis)
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It is possible that these gestalt laws can relate to the professional stereotypes within IPE:
Humans like to categorise people within certain settings, putting them into 'boxes' which
feel comfortable, filling-in gaps of knowledge with assumptions (not necessarily correct)
which complete the pattern. Professional stereotypes may be encompassed within
Meaning Perspectives: 'a habitual set of expectations that constitutes an orientating
frame of reference (Mezirow 1991, p.42)’. These may be acquired uncritically from
experience and may be limited, distorted and arbitrarily selective. Transformative adult
learning theory suggests they may be re-interpreted through critical self-reflection, with
the educator bringing conventional learners 'to define and elaborate all the factors that

sustain their unquestioned meaning perspectives’ (Mezirow 1991, p.218)’".

The difference in the approach to learners, between pedagogy and andragogy, is

accompanied by change to the role of teachers in the learning-teaching relationship:

Teachers can no longer see their role as primarily as transmitters of knowledge,
attitudes and skills. Their role is now defined as facilitators and resources in the
process of self-directed inquiry by the learners (Knowles 1980, p.156).
Knowles recognised that this facilitator role is one that few lecturers are familiar with,
with a natural inclination to teach as they have been taught according to the principles of
pedagogy. That IPE can 'take facilitators outside of their disciplinary comfort zone’ was
also reported by staff facilitating a Common Learning Unit at London South Bank

University (Forte and Fowler 2009).
Pre-registration education versus post-registration training

There are debates on when is the most ‘effective’ time to implement IPE within
educational and clinical organisations (Reeves et al. 2007a), either before or after

graduation of the health and social care students.

In favour of post-qualification IPE, professionals have a strong sense of professional
identity, their own culture and norms. These can be incorporated within Continuous
Professional Development (CPD) courses with a focus on service improvement (Wilcock
and Janes 2009), relating directly to practice. NHS reforms support such life-long
learning of staff and require ongoing CPD as part of re-registration (Department of Health
2001a). However, as Hayes concludes with regards to multi-disciplinary approaches for

management of the lower limb with diabetes:-

Parameters of professional practice mean that, as healthcare professionals, we are
all still often territorial and insular regarding our own designated fields of clinical
practice, where self-promotion and promotion of our individual professions can
often unknowingly supersede our will to improve patient centred care.

(Hayes 2009, p.807).



Literature Reviews 22

This exemplifies the ‘silo approach’ to healthcare, which IPE seeks to overcome through

developing multi-professional collaboration (Allen et al. 2006).

Hean et al (2006b) found that students entering their first year of undergraduate
professional training already have an established and consistent set of stereotypes about
other health and social care professional groups. Hind et al/ (2003) found that if entry
level students had a positive stereotype about themselves, they tended to view other
groups favourably, and vice versa. They consider this may have been because the
students also considered themselves as also belonging to larger groups such as ‘first year
students’ and ‘health care students’, with limited contact thus far between the
professional groups. Thus they suggest that teachers of IPE might capitalise on this

potential by introducing active IPE at an early stage of professional education.

Interprofessional rivalry, tribalism and stereotypes are known to exist within healthcare
professions and detract from effective health delivery. Therefore Mandy et al (2004)
used the Health Teams Stereotype Scale to investigate undergraduate physiotherapy and
podiatry students' stereotypes of each other's professions. Their opportunistic sample of
85 physiotherapy and 45 podiatry students found that both groups had prior
stereotypical perceptions of each other, which were reinforced after a semester of
interprofessional education. They considered the results support the Social Identity
Theory, which explains intergroup discrimination and describes an interpersonal-
intergroup continuum. The timing of IPE may be crucial to reducing such an effect.
Nisbett et al (2008) had similar findings from their evaluation of final year students
undergoing IPE in clinical placements, that challenges persist in overcoming pre-existing

role stereotypes.

The New Generation project delivers IPE to 1,200 IPE health and social care students.
Hean et al (2006a) published detailed figures about the stereotypical views of their entry-
level students for 10 different health and social care professions, with each mean rating
represented by nearly 300 students (except for nurses, which were rated by only 154
students). The figure below adapts the published data and line drawing comparisons,
retaining a subset of data relating to nurses, doctors and podiatrists and re-sequencing
the x axis to more closely reflect underpinning social and rational philosophies (the

originating Student Stereotype Rating Questionnaire having a more random sequence):-
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Figure 4: Stereotypical views of nurses, doctors and podiatrists

(Hean et al. 2006a, adapted)
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The research demonstrated that the profiles for occupational therapists, physiotherapists,
podiatrists, radiographers and audiologists are remarkably similar, with relatively high
ratings for professional competence, independent workings and practical skills, and low
ratings for leadership skills. Pharmacists and doctors were perceived as having very
similar characteristics, as were social workers, midwives and nurses. Podiatry is
somewhere between, but not mid-way! All three professions above receive a medium
rating for their practical skills. With regards academic ability, confidence and leadership,
podiatrists and nurses are both viewed with relatively low ratings. With regards to
working independently, podiatrists score more highly, as do doctors. However,
podiatrists also have the same low rating as doctors for inter-professional and team-

working skills.

Coster et al (2008) reported at the end of a four year longitudinal study to measure
readiness for IPE, amongst eight health professions (social work and podiatry students
were omitted), totalling 1683 responses. Their findings support introducing IPE at the
start of the healthcare students’ professional education. This capitalises on students’
readiness for interprofessional learning and professional identities, which appear to be
well formed from the start. However, the study also suggests that students who enter
with negative attitudes towards IPE may gain the least from IPE courses and that an

unrewarding experience of such courses may further reinforce their negative attitudes.
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24  CRITICAL REFLECTION

This section looks in detail at one aspect of adult education, which applies in varying

degrees to most healthcare professions, that of critical reflective thinking.

John Dewey (1933) is widely considered to be the originator of the concept of reflective
thinking (Kember and Leung 2000) and reflection on experience (Burns and Bulman
2000), which he described as:

The active, persistent and careful consideration of any belief or supposed form of
knowledge in the light of the grounds that support it and the further conclusion to
which it tends (Dewey 1998, p.9).

Dewey’s application of reflection was to classroom recitation, an outdated concept
encompassing ‘learning by rote’. He saw the attitude of childhood as naive, wondering
and experimental, which right methods of education should seek to preserve and perfect.
He regarded experiment as the chief resource in scientific reasoning, because it facilitates
the picking out of significant (often minor) elements in a gross, vague whole. Thus he
was against the idea of treating the mind as if it were a cistern, mechanically filling it
with knowledge and pumping it out again through recitation. Such actions he regarded
as putting a premium on the passivity of the mind, dulling curiosity, generating mind-

wandering and causing learning to be a task rather than a delight.

Schoén (1983) introduces Technical Rationality as a Positivist epistemology of practice,
epistemology being the study of the nature of knowledge and positivism being an
influential 19th Century philosophical doctrine. He summarises this modern ‘scientific
approach’ as one which assumes there is a single technical solution to any problem,
when full and accurate details can be obtained, in order to apply the correct solution.
However, he considers that this view is too narrow for the modern professions, which
often have to balance complex and sometimes contradictory information to decide upon a
course of action. Within the professions, the dilemma of rigor or relevance comes to the
fore, since Technical Rationality does not encompass the setting of the problem to be
addressed. Thus Schén develops his approach to framing problems and subsequent

reflective practice for professionals.

Technical Rationality is embedded within the recognised professions of our society.
Schén (1983) cites Glazer’s version of the model of technical rationality (Glazer 1974,
p.346 - 349), where the major professions such as medicine and law are disciplined by
an unambiguous end, such as health, success in litigation or profit. They operate in
stable institutional contexts, grounded in systematic, fundamental knowledge. In

contrast, Glazer's minor professions include social work, education and divinity. They
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suffer from shifting, ambiguous ends and from unstable institutional contexts of practice,
therefore are unable to develop a base of systematic professional knowledge. An
example of this are the newsworthy debates on whether synthetic phonics are the best,

or even the only way to teach reading to initial readers (Johnston and Watson 2004).

Technical Rationality is embedded within higher education institutions. Schdn declares
that this is illustrated by the separation and exchange of research and practice: The
professions formulate practical problems to be solved, which are passed to the
universities, the unique source of research. In summarising Schein (1973), he declares
that the application of basic science [by the universities] yields applied science; Applied
science yields diagnostic and problem-solving techniques which are applied in turn to
delivery of services [by the professions]. This has implications for normative university
curriculum, where ‘real knowledge’ lies in the theories and techniques of basic and
applied science, which comes first. Practical or clinical ‘skills’ in the use of theory and
technique to solve concrete problems comes later, since they are a more ambiguous
secondary kind of knowledge, often referred to as ‘wisdom’, intuition’ or ‘artistry’.
However, in his contrast of basic and pure research, Stokes (1997) advocates a revised
dynamic model, which starts with existing understanding and technology at the bottom,
moving upwards to improved understanding and technology at the top by means of pure

basic research or pure applied research and development, respectively.

Handy (1994) claims that some of the professional terms and categories developed from
a reductionist philosophy and the culture of technical rationality that it produced have
now outlived their usefulness. Pietroni (1995) suggests that singular professional roles
and identities are becoming less common since they too relate to specific tasks or fields
of activity that were constructed at a time when services were broken down into smaller
and smaller parts. She argues that it is becoming clearer that generalist professionals,
such as fund-holding general practitioners and senior social services managers have to
contribute more to local inter-agency policy-making, away from reductionist philosophies
and towards more holistic or integrative ways of thinking. This might be considered as a
basis for role-sharing within IPE. This change in direction is supported by the report on
Education by the Organisation for Economic Co-operation and Development (OECD
2006). This highlights the increasing diversity of learners, differentiated competencies
and available providers for tertiary-level, life-long learning. The learners (and their
families and employers) are more sophisticated and demanding, encouraging institutions

collectively to fulfil multiple missions, including social cohesion and growth.

Whilst Technical Rationality views the whole of professional practice as the process of
problem solving (Schén 1983, p.39), Schén declares that there is no attention being

given to problem setting, the process by which professional convert complex, ambiguous
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everyday situations into manageable decisions to be made, ends to be achieved and the
means which may be chosen. Technical Rationality requires fixed, clear and agreed
ends, yet professional practice provides confused and conflicting ends, with conflicting
paradigms of professional practice (p.41). For Technical Rationality, the problem to be
solved has not even reached the point of being defined. It is by naming and framing that

the professional creates the conditions necessary to exercise technical expertise.

Schon (1987) uses two cases, to demonstrate the structure of reflection-in-action, his
response to the inherent limitations of Technical Rationality. One case (ch.3) is the
discourse between a student of architecture and her supervisor, when discussing a
particularly problematic site for a new school. The second case (ch.4) is that of a third
year resident psychologist discussing a problematic patient with her supervisor, there
also being a perceived communication barrier between supervisor and student. In both
cases the problem is treated as unique by the supervisor, thereby preventing simple
application of general rules for its resolution. The supervisor re-frames the problem in
the light of bringing a repertoire of past examples, images, understanding and actions to
bear. It is an ability to see-as and do-as previous situations which enables a feel for
problems that do not fit existing rules. On-the-spot exploratory, move-testing and
hypothesis-testing experiments strive to make the situation conform to his view of it,
while at the same time remaining open to the evidence of his failure to do so. If he
ignores its resistance to change, he falls into mere self-fulfilling prophesy. He must learn
by reflection on the situation's resistance that his hypothesis in inadequate and in what

way, or that his framing is inadequate and in what way (p.153).

There is a difference in the experimental rigour associated with Technical Rationality and
that of experimenting in practice. In the former, there is deliberate isolation of the
researcher’s bias and interests, along with the control of confounding variables in order
to attain objectivity (p.144). However, the practitioner has an interest in transforming
the situation from what is, to something he likes better. There is also an interest in
understanding the situation, but it is subservient to the change (p.147). The practitioner
is usually unable to shield his experiments from the client and such experiments are not

without risk of confusing or alienating the client.

The supervisors also demonstrated their use of virtual worlds as contexts for experiment,
in which practitioners can suspend or control some of the everyday impediments to
rigorous reflection-in-action (p.162). Practice in the construction, maintenance and use

of virtual worlds develops the capacity for reflection-in-action which we call artistry.

In summary, Schén draws out the technical assumptions held within applied sciences and
highlights their limitations within the minor professions, for some life situations that may

be encountered by health as social care professionals. Schoén identifies reflection-on-
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action as retrospective, and develops the concept of reflection-in-action as a means to of
framing and re-framing. This uses a repertoire of past examples, images, understanding
and actions to make sense of the confusing, everyday situations as they are

encountered, to recognise something of the familiar within the unfamiliar.

2.5 IPE WITHIN HIGHER EDUCATION

In drawing upon theory provided by Knowles (1975), Kolb (1984), Lave & Wenger (1991)
and Brookfield (1986), Barr et al describe various approaches to IPE (percentages being

from the 107 ‘quality’ studies encountered, indicating relative frequency):-

» Exchange-based 52%, with narrative based sharing of good experiences, also
seminar discussions

> Action-based 14%, either problem-based Iearning (PBL) (World Health
Organization 1988) or enquiry-based learning

» Practice-based 20% method or setting (out-placement, linked learning, joint
placement, training wards)

» Simulation-based 8% (role play)

> Observation-based 7% (shadowing worker or fellow student from another
profession) (Guest et al. 2002)

> E-based 1% compliments and reinforces face-to-face teaching

» Received (didactic) learning 39%, which alone does not qualify as IPE
(Barr et al. 2005)
Thus the Andragogal foundation to IPE results in a diverse implementation approaches.
Each has its own background and theoretical basis, which informs its objectives and

assessment methods.

Knowles foundation for Adult Learning has already been highlighted. Barr (2002) refers
to Knowles’ earlier work (Knowles 1975) as highlighting the intrinsic motivation of adults
when knowledge has direct and early application to practice, learning more effectively

when using task-centred and problem-based approaches.

Kolb’s early work on learning styles and professional differences (Kolb 1981) led to the
development of the Learning Styles Inventory and through a form of factor analysis, to
develop the characteristics of four learning styles: the Converger, the Diverger, the
Assimilator and the Accommodator. This supported earlier work of Biglan (1973) with his
hard-soft and pure-applied dimensions classifying academic disciplines. Kolb developed
this into the Experiential Learning Cycle (Kolb 1984), which starts with a concrete
experience, resulting in reflective observation, causing abstract conceptualisation which

triggers active experimentation, which may lead to a fresh experience. Such cyclical
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approaches involving elements of experience, critical reflection and active learning
continue to be used, with its emphasis on leaning from and through experience and on

reflecting on such experiences (Freeth et al. 2005).

Lave and Wenger (1991) developed a theory of situated learning, based upon the
apprentice system where the students learnt their craft from the master over a number
of years. Knowledge is situated in the community of practice, rather than in texts, with
the student being initially on the periphery looking-in, before gradually becoming more
involved in the community. Day (2006) summarises situated learning as recognising that
knowledge is embedded within the context in which it is used, with participants
negotiating meaning with one another, with learning taking place from participating in

‘real’ activities, thereby developing a shared understanding and a sense of belonging.

Brookfield (1986) refers to ‘collaborative spirit’ as most often cited as the difference
between school education and adult education (where formal accreditation or
qualification is not the aim), where there is a collaboration in the assessment of needs,
generating objectives, methods of learning, for posing questions, suggesting priorities

and in group processes.
Group and Contact theories

As knowledgeable adults, IPE values the student’s prior experience and seeks to engage
them in interactive activity. Thus it employs small group teaching techniques, with

opportunities for participants to listen, reflect, speak and be heard (Freeth et al. 2005).

Hean and Dickinson (2005) attribute the Contact Hypothesis to Allport (1979), looking at
the origins of inter-group prejudice (negative stereotypes in IPE parlance). In order to
reduce hostility between groups, Allport proposed that the groups should be brought
together. However, simple contact is not enough - certain conditions must also be met
to ensure the contact hypothesis works successfully and increases positive attitudes
between individuals. Hewstone and Brown (1986) list the conditions as including:
institutional support, equal status of participants, positive expectations, a co-operative
atmosphere, successful joint work, a concern for and understanding of differences and
similarities, and a perception that members of the other group are typical. This is one of
several Social Identity Theories they considered, highlighting interactions between the in-
group of which the participant is a member, and the out-groups or others. Hewstone and
Brown suggest that there may be some virtue in keeping the ingroup-outgroup division
at least minimally salient, whilst maintaining Allport’s conditions for successful contact,
since contact may take place at an intergroup rather than an interpersonal level, between

people acting as group representatives.
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Kelly (1966) proposed Personal Construct Theory as a notion about how an individual
may transcend their own dogmas (perhaps professional stereotypes in an IPE context).
This psychological theory leaves behind inherent assumptions about the universe or
accumulating fragments of truth, which he denigrates as 'accumulative fragmentalism’, in
favour of a philosophical position he called ‘constructive alternativism’. This stresses the
importance of events upon which an individual proposes what the character of their
importance shall be. With this assumption comes the idea that all facts (accessed
through events) may be construed in many different ways, by different individuals, at
different times. The meaning ascribed to an event is anchored in what came before and

after, mainly displayed in the dimension of time. Thus Kelly asserts:-

A person's processes are psychologically channelized by the ways in which he

anticipates events (Kelly 1966, p.9).
In attempting to make sense and add meaning to a situation, individuals anticipate
outcomes and look to events to confirm predictions and encourage venturesome
constructions. This encouragement to playfully experiment with new constructs and
understandings is echoed in Kolb’s Experiential Learning Cycle (Kolb 1984), nearly
twenty years later. Kelly elucidates that a person’s processes may express personality;
that channelizing represents the provision of direction; and that ways of anticipating

events cuts free from the stimulus-response version of nineteenth century determinism.

Events are not the source of a construct, the source is within the nature of the person
doing the construing. Constructs are imposed upon events, not distilled from them, an
abstraction which Kelly derives from his constructive alternativism. Also, constructs need
not be explicit or articulate or cognitive, they may be to do with feelings and more

formless urges, such as seen in infants with spontaneous aversions and infatuations.

Reeves et al (2007b) consider such theories generated from personal constructions as
implicit, sometimes termed ‘armchair’ or ‘guru’ theories. However, Knowles (2005) views
individuals who accept such psychological constructs as tending to emphasise the
significance of experience in facilitating or inhibiting the course of development, rather
than the effect of training as the source of development. Thus it may be argued that a
particular learning activity may not be the most important aspect of IPE, instead the
personal contact and the experience of doing something together with representatives

from different professions is preeminent.

A further aspect of groups of differing professions was explored by Miller et al (2001).
Reporting on six case studies of interdisciplinary teams, from neuro-rehabilitation,
medicine, child development assessment, diabetes, general practice and community

mental health, they found that some teams worked more closely than others. Analysis of
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their data used three forms of multidisciplinary working: integrated, fragmented and core
and periphery (Miller et al. 2001, p.46).

The neuro-rehabilitation team was the only one to demonstrate integrated working as a
function of the whole team, with the highest degree of collaborative working within a
stable and predictable organisational context, enabling the professionals to plan their
work and develop knowledge about both their fellow team members and about their
patients. However, whilst this may seem to be an effective way of consistently providing
benefits to patients, they consider that setting this up as a ‘yardstick’ of multi-
professional working for students to aspire to in their clinical experience may be limiting
and ultimately demoralising. Rather, it may be more useful for students to reflect on the
nature of the context in which they are working, and how this might impact on multi-

professional teamwork (Miller et al. 2001, p.46).

IPE course evaluation

Kirkpatrick (1976) describes four levels of Learning Outcomes, applicable to IPE:-

1. Reaction: the students’ feelings about the subject (optional comments), feelings
about the leader (optional comments), benefits gained (knowledge, pertinent
approaches / techniques and attitude change) and suggestions on improvements.
Sometimes it is also useful to obtain the reaction of the co-ordinator, training director
or other trained observer with regards to the leader’s preparation and conduction of

the training, with additional constructive comments.

2. Learning: The evaluation of learning is more difficult than evaluation of reaction.
Preferably for each student, before and after training with an objective basis, with
possible using a control group and statistical analysis to prove correlation or level of
confidence. Assessments of skill may be made by individual classroom
demonstration. Assessment of principles and facts may be tested through written

standard tests, at periodic intervals (or an end of course examination).

3. Behaviour: There may be a big difference between knowing principles and
techniques and using them on the job, since students must be self-motivated to
change and have opportunity to try new approaches. Evaluation of training
programmes in terms of behavioural changes requires 1) Systematic appraisal
before-and-after. 2) Appraisal by one and preferably more: the person receiving
training; the person's supervisor; the person's subordinates; the person's peers who
are familiar with their performance. 3) Statistical analysis should be made to compare

before and after and relate to the training programme [objective, trying to avoid bias]
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4) Post-training, three or more months later to add validity to the study. 5) A control

group not receiving the training should be used.

4. Results: Some training objectives are easy to evaluate, such as before-and-after (or
against a control group), such as about industrial accident reporting or postal delivery
performance. However, with other situations there are so many confounding factors

that it is impossible (hence reliance on the above three steps).

Kirkpatrick suggests that by breaking evaluation down into reaction, learning, behaviour
and results the educator can progress from a simple subjective reaction sheet to a
research design measuring tangible results (Kirkpatrick 1976). In their review of IPE
evidence over the preceding eight years Barr et al (2005) developed Kirkpatrick’'s
outcomes to become: learner reaction, acquisition of learning, behavioural change and
changes in organisational practice and then extended them within the IPE Joint

Evaluation Team (JET) evaluation to become:-

Figure 5: The JET six point development of Kirkpatrick's training outcomes

1 | Reaction to learning experience

2a | Modification of attitude

2b | Acquisition of knowledge & skills linked to interprofessional collaboration

4a | Change in organisational practice

4b | Benefits to patients

They found that college-led (undergraduate) IPE tended towards 1, 2a and 2b and 3
whilst service-led (post-qualification, CPD) training tended towards 3, 4a and 4b. Note
the overlap on behavioural change between the two, at a time of critical transition from
student to practitioner. The level and continuity of institutional support for IPE objectives

can thus have a marked effect upon the end results of IPE, of improved patient care.

2.6 STAKEHOLDERS AND DRIVERS BEHIND IPE

This final section seeks to identify the stakeholders, beneficiaries and participants of IPE
in health and social care, in order to distinguish the associated policies, motivations,
intended benefits and concerns about inter-professional health professions. The aims of
IPE are implicit within the aims and objectives of various regulatory bodies and

government agencies, which together dictate the health and social care student
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curriculum and its outworking in practice. A number of these organisations are

considered and how they may relate to and direct IPE endeavours.

Within education, the standards, syllabi, materials and evaluative criteria may be
externally defined according to local or national governmental regulations and

requirements. Within the UK this includes:-

The Quality Assurance Agency (www.gaa.ac.uk) with its benchmark statements

for academic standards within the Allied Health Professions (AHPs).

e Regulatory bodies such as the Health Professions Council (www.hpc-uk.org) with

its influence of protected titles, formal registration and requirement for post-
qualification CPD for 13 healthcare professions; also the General Medical Council

(www.gmc-uk.org) for doctors and medical students, and the Nursing and

Midwifery Council (www.nmc-uk.org).

e The UK'’s Higher Education Authority (HEA) with its support of IPE research.

Professional bodies Society of Chiropodists and Podiatrists (www.feetforlife.org).

These are explored in further detail below.
The Quality Assurance Agency (QAA)

The QAA was established in 1997 to provide an integrated quality assurance service for
UK higher education, the Agency being an independent body funded by subscriptions
from universities and colleges of higher education (QAA 2003). There are over 180
universities and colleges of higher education in the UK. They are autonomous bodies and
are not owned by the state. However, most are entirely reliant on government funding
through Higher Education Funding Councils (HEFC).

Since 1992, UK universities have acquired their powers to award degrees from the Privy
Council, which acts on the advice of Government (QAA 2003). Each has its own internal
procedures for attaining appropriate standards and responsibility for assuring and
enhancing the quality of its provision, through the assessment of students and through

their procedures for the design, approval, monitoring and review of programmes.

The QAA's responsibility is to safeguard the public interest in sound standards of higher
education qualifications, and to encourage continuous improvement in the management
of the quality of higher education (QAA 2003). This is achieved by reviewing academic
standards and quality, and providing nationally agreed reference points that help to
define clear and explicit standards. These reference points became sixteen subject-

specific benchmark statements encompassing the healthcare professions, including


http://www.qaa.ac.uk/
http://www.hpc-uk.org/
http://www.gmc-uk.org/
http://www.nmc-uk.org/
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Podiatry (QAA 2001c), Occupational Therapy (QAA 2001b), Radiography (QAA 2001d)
and Nursing (QAA 2001a). Whilst these benchmarks were developed independently, it
became apparent to the QAA that there were features common to each subject area and
potential areas of overlap among the statements. Accordingly, a framework was included
in each benchmark in order to illustrate on one hand, the shared context upon which the
education and training of health care staff rests and, on the other, the unique
professional context within which programmes are organised. The common framework
was published separately (QAA 2001e) as statements of common purpose, underpinning
trends towards increasingly integrated service delivery as well as interprofessional
education and training; also to inform where meaningful interprofessional education
might occur across the health and social care professions (QAA 2006). The QAA see the
challenge as not subsuming one discipline or professional activity into another, but
integrating perspectives in a manner that maximises the synergies and distinctive

contributions of each.

The following extracts from the statement of common purpose are intended for all health
and social care professions, associated with subject-specific benchmark statements.

They illustrate the QAA’s aims for IPE [with associated IPE annotations by the author]:-

With regards clients” and patients’ right to be involved in decisions about their health
and social care:

e provide information about clients’ and patients’ health and social care options in a
manner in which the clients and patients can understand [patient-centred care]

e enable clients and patients to make informed choices about care, including cases
where those choices may result in adverse outcomes for the individual

With regards cooperation and collaboration with colleagues, health and social care
staff should be able to:

e respect and encourage the skills and contributions which colleagues in both their
own profession and other professions bring to the care of clients and patients

e within their work environment, support colleagues to develop their professional
knowledge, skills and performance

e not require colleagues to take on responsibilities that are beyond their level of
knowledge, skills and experience

With regards identification and assessment of health and social care needs, health
and social care staff should be able to:

e communicate their evaluations effectively to their clients, patients and other
members of the health and social care team [communications skills]

With regards implementation of health and social care plans:
e use opportunities provided by practice to educate others [agents of change]
With regards evaluation of the health and social care plans implemented:

e |earn from the experience to improve their future practice [reflective practice]
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e participate in audit and other quality assurance procedures to contribute to
effective risk management and good clinical governance [improve quality]

e use the outcomes of evaluation to develop health and social care policy and
practice [an agent for change]

With regards communication:

e make active, effective and purposeful contact with individuals and organisations
utilising appropriate means such as verbal, paper-based and electronic
communication [communication skills]
build and sustain relationships with individuals, groups and organisations
work with others to effect positive change and deliver professional and service
accountability [an agent for change, meeting targets]

e Knowledge and understanding for health and social care research and evidence-
based concepts and explanations from law, psychology, social policy and sociology
[making use of other professional cultures]

(QAA 2001e)

Thus across all health and social care professions the QAA require a patient-centred
approach with informed choice, respecting the skills and contributions from their own and
from other professions. In addition, the QAA Benchmark statement for podiatry makes
the following referrals to IPE (QAA 2001c):-

The statement acknowledges the need to put the prospective client/patient at the
centre of the student's learning experience and to promote within that experience
the importance of team-working and cross-professional collaboration and
communication. Implicit in the statement are the opportunities that exist for shared
learning across professional boundaries, particularly in the latter stages of training
when inter-professional matters can be addressed most productively. It is essential
that the opportunities that exist for shared learning in practice are optimised, as well
as best use being made of similar opportunities that prevail more obviously in
classroom-based activities...

A2 Professional relationships. The award holder should be able to:

e participate effectively in inter-professional and multi-agency approaches to health
and social care where appropriate;

e recognise professional scope of practice and make referrals where appropriate;

e work, where appropriate, with other health and social care professionals and
support staff and patients/clients/carers to maximise health outcomes;

e maintain relationships with patients/clients/carers that are culturally sensitive
and respect their rights and special needs.

(QAA 2001c)

It supports the client / patient focus of IPE (including cultural background), going beyond
referrals to working with other health and social care professionals. All institutions are
required to promote team working, cross-professional collaboration and communication.
Implicit and not prescribed, is the requirement to optimise opportunities for shared

learning across professional boundaries, within the classroom and in practice.
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The UK’s Higher Education Authority and CETLs

The Higher Education Authority (HEA) www.heacademy.ac.uk is based in York and began

its work in 2004, its declared mission: 'to help institutions, discipline groups and all staff
to provide the best possible learning experience for their students’ (Higher Education
Authority 2005, Higher Education Authority 2008).

It regards its key stakeholders to be the higher education institutions, staff who support
student learning, and national organisations. Its aims and objectives include becoming a
credible provider of strategic policy advice and establishing relationships with key
stakeholder bodies, advising and influencing public policy related to the student learning
experience (Higher Education Authority 2005). The HEA’s Interprofessional Education
and Practice Position Paper (Higher Education Authority 2006) indicates its association
with the staff and student experience of IPE; also with ‘The Network — Towards Unity for
Health” — which is a None Governmental Organisation relating to the World Health

Organisation.

The Higher Education Funding Council for England (HEFCE) funds student places to the
sum of £4,758 million and funds university research to £ 1,583 million (Higher Education
Funding Council for England 2009). It works with partners to promote and fund high-
quality, cost effective teaching and research. Resultant from a consultation (Higher
Education Funding Council for England 2003) and associated with the government’s white
paper on the future of higher education (Department of Education and Skills 2003), its
Centres for Excellence in Teaching and Learning (CETL) initiative aims to reward

excellent teaching practice and to further invest in that practice.

The HEA provided networking days and support for bid development of the CETLs,
involved with generic and thematic learning issues (Higher Education Authority 2009).
Over forty of the proposal reaching the last stages had involvement with health and/or
social care, and most of these involved students across different disciplines and inter-
disciplinary or interprofessional learning. Within Appendix A: Literature Findings the
figure HEFCE sponsored CETLs 2005 - 2010 associated with IPE indicates ten CETLs

which have IPE content. Each has a different focus and uses different tools to develop

teaching and learning (Higher Education Funding Council for England 2005).

In addition there are numerous local projects designed to transfer interprofessional
learning to the workplace, for example the Centre of Inter-Agency and Interprofessional
Partnerships set-up at the University of Derby in 2006 (Meads et al. 2009). Amongst its
initiatives have been developments of generic assistant practitioners trained at the

university to work across health and social care settings.


http://www.heacademy.ac.uk/
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The UK’s Centre for the Advancement of IPE (CAIPE)

Founded in 1987, CAIPE at www.caipe.org.uk is an independent, charitable trust

dedicated to the promotion and development of IPE (Horder 2003). In collaboration with
like minded organisations in the UK and abroad, it provides information and advice and
has a close association with the Journal of Interprofessional Care. The latter is the
vehicle for worldwide dissemination of experience, policy, research evidence and

theoretical and value perspectives (World Health Organization 2009).

CAIPE’s first UK survey of IPE in health and social care was performed in 1988, repeated
in 1995, with Professor Hugh Barr becoming its chair in 1999 (Horder 2003). A first
systematic review registered with the Cochrane Collaboration was performed in 1999,
seeking randomised controlled trials, controlled before-and-after studies and interrupted
time series studies (Barr et al. 2005). This found no IPE studies meeting its narrow
search criteria within Medline (1966-1998) or CINAHL (1982-1998) or grey literature.
However, it laid the foundation for a second Cochrane review (Freeth et al. 2002) which
accepted a wider definition of IPE, a wider range of methodologies and outcomes. This
found 353 studies meeting the new inclusion criteria, with the Joint Evaluation Team

(JET) extending the Kirkpatrick (1976) typology of educational outcomes to become:-

Figure 6: The JET classification of IPE outcomes (Freeth et al. 2002)

Level 1 - Reaction

Level 2a - Modification of attitudes / perceptions

Level 2b — Acquisition of knowledge / skills

Level 3 - Behavioural change

Level 4a - Change in organisational practice

Level 4b - Benefit to patients / clients

The first level encompasses learners’ views on IPE learning experience, while level four
looks to changes in practice to the benefit of patients or clients. This JET review became
the start point for the Health Canada literature review (Oandasan et al. 2005) that
developed their IECPCP framework (see next section). The JET review was also central
to a series of three publications supported by CAIPE (Barr et al. 2005, Freeth et al. 2005,
Meads et al. 2005).

In 2006 CAIPE re-issued its definition of IPE to include seven principles:-

Works to improve the Quality of Care

Focuses on the needs of service users and carers

Involves service users and carers

Encourages professions to learn with, from and about each other
Respects the integrity and contribution of each profession

R~
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6. Enhances practice within professions
7. Increases professional satisfaction
(CAIPE 2006a)
The first, sixth and seventh principles appear to be objectives of IPE: to improve care, to
enhance professional practice and to increase satisfaction. The second, third and fifth
principles may be construed as a means to the meet the objectives: an approach that

includes all service users, all carers and all the professions.

The fourth principle is very much like the previous 2002 definition of IPE, describing a
learning process between participant professions (with and from), and highlighting the
knowledge required (about each other). However, from an epistemological perspective,
the above principles give little detail about the knowledge that is to be imparted by IPE.
The principles are accompanied by a commentary, with the fourth referencing common

learning:

IPE is more than common learning, valuable though that is to introduce shared
concepts, skills, language and perspectives that establish common ground for
interprofessional practice. It is also comparative, collaborative and interactive...
(CAIPE 2006a).
Common Learning was introduced by NHS Plan reforms (Department of Health 2001a) as
core skills for all health professionals, designed to allow easier transfer between future
career pathways. This may explain why the commentary refers to Common Learning as
establishing the common ground for interprofessional practice, introducing shared
concepts, language and perspectives, as well as shared skills. However, the commentary

is not prescriptive. For example:-

» What are the common concepts shared between the professions?

» What is the common language that is shared? For instance, are they to agree
upon language such as whether they are ‘treating’ or ‘working with’; what of the

term patient, or client, or some other service user descriptor?

> What are the common perspectives, between the professions? A client focus,
clearly, but what other areas of commonality are there between disparate

professions?

Whilst the revised CAIPE commentary lauds Common Learning as valuable, it says that
IPE goes beyond this sharing of common ground, to also be comparative, collaborative

and interactive. The inter-professional education is also to be:

...a test-bed for interprofessional practice, taking into account respective roles and
responsibilities, skills and knowledge, powers and duties, value systems and codes
of conduct, opportunities and constraints. This cultivates mutual trust and respect,
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acknowledging differences, dispelling prejudice and rivalry and confronting
misconceptions and stereotypes.
(CAIPE 2006a).

A test bed in this context may be deemed as a safe learning environment (for
practitioner and public alike) (Knowles 1980). At this final level of detail, the CAIPE
commentary reaches some tangible, perhaps measurable facets of learnt knowledge such

as roles, responsibilities, skills etc. It also has less tangible objectives such as

confronting stereotypes and acknowledging differences.
The UK’s NHS, Department of Health and Strategic Health Authorities

Simpson (2009) draws together the National Health Service (NHS), represented by the

Department of Health, and its modernisation through National Service Frameworks: -

Since 2000, healthcare delivery in England has been shaped by a continuous and
comprehensive shift in NHS strategic development. The Department of Health
(DH), led by an ambitious Government, has created significant changes in the way
the NHS is organised and health care is delivered. Most of the changes, driven by
legislation, have focused on the modernisation of services and the patient
experience of health care. For example, a series of National Service Frameworks
(NSF) were set up, enabling broad policy decisions to be made related to specific
health issues, such as the NSF for Coronary Heart Disease, The NHS Cancer Plan
and the NSF for Older People. Eleven core plans have shaped the way in which
services are provided for specific groups of the UK population.

(Simpson 2009)

In the UK the Strategic Health Authorities (SHAs) have a role for implementing

government policy within the health and social care services, undergoing merger to just
10 SHAs nationally in 2006 (Forman 2005).

Interprofessional education (IPE) is being built into the mainstream of professional
education for all health and social care professions throughout the United
Kingdom (UK) driven by the Labour Government elected in 1997... The incoming
government prioritized pre-qualifying IPE to be provided in partnership by
universities and service agencies supported regionally by workforce development
confederations, later absorbed into strategic health authorities (SHAs), and
centrally by educational, professional and regulatory bodies.

(Barr and Ross 2006)

The SHAs are instrumental in the re-configuration of the Primary Care Trusts (PCTs), in
developing the Children’s Agenda instigated by ‘Every Child Matters’ (Department for
Education and Skills 2004), and for NHS Workforce Development. Forman (2005)
considers these changes are impacting the NHS, in particular Acute Hospital Trusts, PCTs
and Mental Health Trusts which are taking on board the shared agenda. They are looking

at shared capabilities and also at the new roles and new workers being created.



Literature Reviews 39

Nursing and Midwifery Council

From their postal survey of 181 UK institutions teaching undergraduate IPE in 1999,
Miller et al (1999) found a majority of 85 from 95 initiatives involving nursing and
midwifery, (only 3 included podiatry). Their findings reported that, with the larger
number of nurses involved, there was a danger of nursing issues dominating IPE. This
detailed study was commissioned by the English National Board for Nursing, Midwifery
and Health Visiting, later subsumed by the Nursing and Midwifery Council in 2002 (Privy
Council 2002). This regulatory body continues to the current day, with the principal
functions of establishing from time to time standards of education, training, conduct and
performance for nurses and midwives and to ensure the maintenance of those standards
(The Stationery Office 2002)".

The Nursing and Midwifery Council encourages support for IPE for undergraduate
students. For example the standards of proficiency for pre-registration nursing require
that courses shall comprise a Common Foundation Programme (CFP) of twelve months
and a branch programme of two years in adult nursing, mental health nursing, learning
disabilities nursing or children’s nursing. The programme should provide varied
experiences, with introduction to the experiences of all four branches in the CFP to inform
branch choice and in particular, students should be able to access interprofessional

learning and working (Nursing & Midwifery Council 2004).
Podiatry and Chiropody Professional Bodies

Three professional bodies represent podiatry in the UK: The Society of Chiropodists and

podiatrists www.feetforlife.org which develops NHS-qualified practitioners, the Institute

of Chiropodists and Podiatrists www.inst-chiropodist.org.uk and the SMAE Institute

www.smaeinstitute.co.uk which train and develop foot health practitioners. All three

formed part of the government’s consultation on the National Agenda, with a call from
Bowen (2008) for all three to work together as one profession. A search of the Society of

Chiropodists website found no specific reports or policies pertaining to IPE.
The Health Professions Council (HPC)

Within its strategy for the allied health professions (Department of Health 2000a), the
Government refers to its arrangements for regulating the professions. Thus the HPC was

formed www.hpc-uk.org as an independent regulator for the Allied Health Professions:

e Replacing the Council for Professions Supplementary to Medicine and its uni-
professional boards with a new, smaller UK-wide body, the Health Professions
Council. The new body will have a strategic role in setting and monitoring
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standards, stronger powers for dealing with unfit practitioners, and a duty to treat
patients’ health and welfare as paramount;
e Creating a unified and accessible register with an explicit link between re-
registration and evidence of continuing professional development;
e Providing protection of professional titles e.g. physiotherapist and podiatrist
(Department of Health 2000a, 4.23)
In exchange for protected titles and the ‘professionalism’ assigned to their members
through removal of poorly trained practitioners, the health professions must be subjected
to national registration and the monitoring of standards of proficiency (Health Professions

Council 2002).

The HPC set an entry level requirement for entry to podiatry, occupational therapy,
radiography and its other AHPs to be a bachelor degree with honours (Health Professions
Council 2005a). Masters or certificates of higher education are required for entrants of
some other professions such as Arts therapies and Paramedics. Within its consultative
document for education providers (Health Professions Council 2006), the HPC recognises
that inter-professional learning can develop students’ capacity for collaboration and
communication with other members of the health and social care team, which will foster
effective working with others. However, this is only where inter-professional learning
exists and is successful. Within its Standards of Proficiency for Podiatrists (Health

Professions Council 2005b), inter-professional education is not specified.

Whilst the UK is a leader in IPE development, it is not acting in isolation. Other
international forces influence the direction of IPE, of particular note being Health Canada

and the World Health Organisation reviewed below.

Health Canada

Reeves (2008) suggests that the acute shortage of health professionals as well as patient
safety concerns is raising high interest in interprofessional collaboration, at both the
federal and provincial levels in Canada. Moaveni (2008) also indicates that access to a
primary care provider is a major social accountability issue that health professional
educators in Canada need to address, with interprofessional collaboration being seen as
one of the solutions. Curran (2007) indicates that physicians are looking to team-based
approaches to health care, to improve the working conditions of family physicians who
are having to deal with growing numbers of patients with complex needs. The teams
comprise various health care professionals working together to help the patient maintain
and improve his or her health. For example, a nurse practitioner might undertake
routine monitoring of a diabetic patient, with advice from a dietitian, and involvement of
the physician when more specialized expertise is required. This resulted in Health

Canada creating the Primary Health Care Transition Fund, which from 2002 to 2006
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provided $800 million to provinces, territories and health care system stakeholders, to

accelerate and implement new models of PHC delivery (Curran 2007) .

Development of the Interprofessional Education for Collaborative Patient-Centred Practice
(IECPCP) model for Health Canada was started from two extensive IPE literature reviews
(Oandasan and Reeves 2005a). The IECPCP framework establishes linkages between the
determinants and processes of collaboration at several levels, including links among
learners, teachers and professionals (micro level), links at the organizational level
between teaching and health organizations (meso level) and links among systems such

as political, socio-economic and cultural systems (macro level):-

Figure 7: The IECPCP framework (Oandasan and Reeves 2005b)

Systemic Factors
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Professional
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This framework attempts to link the student outcomes of IPE education to the patient
outcomes of collaborative practice. As a learner, the student is affected by their own
beliefs and attitudes and those of their educators and the supporting institutional factors.
In parallel, the patient or client is affected by the complexity of their health and social
care requirements, the professionals that they encounter and their supporting
organisational factors. It is of note, that within the model the qualified learner does not
only become a professional, but also becomes a part and influences the multi-
professional organization and local team. Encompassing all of this are the systemic
factors of government policy, regulation and the educational system. To translate the
learner into the required collaborative professional, the model suggests that IPE