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Abstract

Health Professionsdtication has not prepared graduates to address the health challenges of
the twenty first century, largelydue to fragmented, outdated and static curricula.
Interprofessional education (IPE) is a leading approach to facilitate student learning for future
interprofessional teams in addressing the complex health needs of the comfuatiiieve

this outcomedifferent core competencies need to be develagpetliding 1) interprofessional
communication; 2) patient/client/family/communitgntred care; 3) roldarification; 4) team
functioning; 5) collaborative leadership and 6) interprofessional conflict resoltii@study

aims to design an interprofessional educatinadel hat endeavoursto instil the core
competencies of interprofessional collaboratwactice in allied health student&his study

makes use of a mixed methods approaand included a systematic review; a readiness for
interprofessional education surveyDelphi study; curriculum mapping and modaésign
aspects.The data dtection methods used includéoth quantitative and qualitativeethods

The study population for the implementation phiaserporats students from the disciplines

of Nursing, Physiotherapy, Occupational Therapy, Natural Medicine and Social Work
registeed for the 2015/2016 academic yekre methodological framework for this studgs
Despgned Based Research (DBR).

Major findings in the research study dfee systematic review revealed that there are no
South African studies currently in the literature that provide evidence of IPE core
competency development in curriculum desifindings in this research reveal thia¢
readinesgor interprofessional learningcreases along the continuum of learning at UWC
and that the curriculum must be scaffol@ded strengthenetd further develop aopetencies
the preferred activities that are common across all the core competendaseastudies,

joint clinical placements, simulations, role plays and workshops/discustiermeferred
assessments for each of the above activities that reladedhoof the core competencies are
portfolios, reflection and the use of rubriemdthereappear to bsimilaritiesbetween
graduate attributes and IPE core competenbigismuchneeded further discussions are also

required to discuss the items wheresimilarities are found

Embedding competencies along the continuum of learning with appropriate activities and
assessment methods is a step in the right directwartisprodudng T-shaped graduates that
are able to work collaboratively to solve comppgErblems An important limitation of this

thesis is that it presents only the design of the IPE model and not the implementation and

Vii



evaluation aspects of the studg.general, it isecommendd thatthe barriers to full
participation encountered by akkpartmentbe addressed in termsafministrative supporyt
programme infrastructuyattraction of ommittedandexperienced staff, and that atudent
efforts should be acknowledgeWhile the model is not new, it has expanded existing
theoretical fameworks to provide a structure for new and existing activities iRabelty of

Community and Health Sciences

viii



Keywords

Interprofessional education
Interprofessional collaborative practice
Core competencies

Interprofessional teamwork
Interprofessional roles and respdniliies
Interprofessional communication

Teams and teamwork



Declaration

| declare thatdeveloping an interprofessional educationodel that aims to instil the core
competencies of interprofessional collaborative practice in allied heatthrgtis my own

work, that it has not been submitted for @egree oexamination tany other university, and

that all the sources | have used or quoted have been indicated and acknowledged by complete

references.
Name: Gérard Charl Filies
Date: December 2017

Signed: ;@‘L"“

Prof. J Frantz (Supervisor)



Acknowledgements

| would firstly like to give thanks and praiseGmd for the good health and wellbeing that were
necessary to complete thissertation. | trust and pray that through Him my passion for
interprofessional education will touch others and inspire thetvsetome change agents in
society.

| would like to express my sincere gratitude to my supervisor, Proé Brastz, for the
continuous support of my WD study and related research, for her patience, motivation, and
immense knowledge. Her guidance helped me throughout this journey of research and writing

of this thesis. | could not have imagined having a better supervisor for mytiRhp s

Prof. Nicolette Roman, for believing in me and starting me on this journey. Your availability,
support and motivation is deeply appreciated.

To my mentor, Prof. AmmStrebel, thanks for the motivation, guidance, encouragement and

willingness to eview my work and discuss ideas whenever it was needed.

To pioneers in the field of IPE that | had the opportunity to personally meet and who was
always willing to share information, | aboth humbledand blessed, ProHugh Barr, Prof
John Gibert and®f. Jill Thistlethwaite.

To all the participants in the study, | appreciate the time you took out of your busy schedules
and for sharing with me your experiences, knowledge and life lessons. Without you this would

not havebeenpossible.

To all the IFE champions at UWC, thank you for your continued support across all faculties
and departments. You are too many to mention, but | thank you for your involvement in my

study.
To the Interprofessional Education UAREU), thank you for giving me the spmand time to
complete my research and for offering to stand in for me when necessary. Your unwavering

support will not go unseen.

Xi



To my beautiful wife and centre of my univerg®, Sylnita SwartzFilies. Thanks for your
unconditional love, support, meation and inspiration that you freely give to me and others
on a daily basis. Thanks for Imimg the midnight oil with me, and for making it a memorable

experience.

To my children, Arian and Gemma. Thanks for allowing me to take on this challenge in my
life. Your support, interest, humour and understaning is deeply appreciated. | trust that through
this journey, | would have inspired youdballenge yourselfs to do and become whatever you

set your mind on.

To my parents, Charles and Shirley Filiebamks for giving me the opportunity to pursue my
tertiary education. Your prayers, support, encouragement and interest in my studies and life in

general means so much to me and my family.

To my late fathein-law, Pieter Swartz, and mothir-law, SylviaSwartz, for their love and

support.

My sisterand brother, Charleen and Crdand theirspouses)for their support and interest
My brotherin-law, Peter, for showing constant support andouragement

To Victoria for always standing to help and making our livegla iasier everyday. To Aunty
Koewa, thank you for watching us over from above and being a guardian angel, you are deeply

missed.

A huge thank you tésobel Blake and Emmanuel Ameh for editing and formatting my thesis,

your patience and willingness &ssist is remarkable.

To all my friends and family, your well wishes and support has given me the strength to keep

on when | needed it the most.

Xii



Dedication

| dedicate this thesis to my loving, supportive wife, Sylnita and two eréuicChildren,

Arian and Gemmayho provide me withunending inspiration.

Xiii



Abbreviations

AfriMEDS  African Medical Education Directions for Specialists

AfrIPEN African InterprofessiondEducationNetwork

CIHC Canadian Interprofessional Health @blorative
CP Collaborative Practice

DBR Design Based Research

FCHS Faculty of Community and Health Sciences
GAs Graduate Attributes

GCs Generic Competencies

HEIs Higher Education Institutions

HPCSA Health Professions Council of South Africa

HPE Hedth Professions Education

ICF International Classification of Functioning, Disability and Health
IECEP Interprofessional Education Collaborative Expert Panel

IPCP Interprofessional Collaborative Practice

IPE Interprofessional Education

IPEC Interprofessional Education and Collaboration

IPEU Interprofessional Education Unit

IPL Interprofessional Learning

RIPLS Readiness for Interprofessional Learning Survey

uwcC University of the Western Cape

WHO World Health Organization



CHAPTER 1

1 BACKGROUND TO AND ORIENTATION OF THE RESEARCH

1.1 Introduction

In the first chapter of this study the background supporting the neecefstutty is outlined.

It highlights the processes undertaked@elopingan interprofessional educatiomodelthat

aims to instil tle core competencies of interprofessional collaborative practice in allied health
studentsThe overall aim of the study is given and the specific objectives are outlined. The
significance of the study is tlievelopmenbf an interprofessional educatiorodel thatcould

guide the Faculty of Community and Heal®Bciences(FCHS) to deliver successful IPE
curricula for all studentsFinally, the terms of reference aheghlightedin this thess and

outlinedat the start of eaathapter.

In orderto outlinethe context ofthis research studyhe following sections will be elaborated
on; defining the terminology of the study, followed by #teft in health professiogsducation

to an interprofessional approaate discussed to highlight the importance oenprofessional
education (IPE) and practice. Afterighanticipated shift irhealth professior@seducationis
made the next subsection unpacks the development B#amodel within HigheEducation.

In order to understand how IPE was implemented at wariostitutions, the next two
subsections highlighhe Global Forum Partnership Initiative and the African Interprofessional
Education Network as initiatives in this regardastly, the development of IPE core
competencies will be discussed in thisapte andwill be linked to the research setting, the
FCHS.

1.2 Defining Interprofessional Education, Learning and Practice

Students usually start their undergraduate traimitly prior labelsof their own professional
identity and stereotypes of others (TulisBedoe, Rink & Hilton, 2003Educators/mentors,
who serve as role models to these students (Gill & Ling, 1995; Parsell & Bligh, 1998;
Waugaman, 1994), can often shape this assumed iddrtagyprofessional views and attitudes

of educators with respettt collaborative practice thus play a critical role in student training.

Students, in turn, alsmfluenceeducators, anth this way, a mutual associion can take



placeover time and acrosgye groupsD & mour and Oandasan (2005) indicate tltatoatos

can either be enabl ers or barriers to studen

Over the years IPE curricula has gained popularity through ougelethecurricub. This
outcome-led curricub often has itemised collaborative competen¢Barr 1998) andhas
proved helpful in aligning professional and interprofessional objectives where the professional
programmes are also competef@ased. Competence or capabilitgsed outcomes help in
setting provisional objectives for undergraduateiningg in IPE. Preparedness for
interprofessional practice should be followeg in a collaborative environment, which

includes clinical practice or fieldwork settings whamerprofssionalearning can occur.

Interprofessional Education (IPE) is mostmanonly used by universities when referring to
undergraduate training and achieving graduate attributes in those completing their degrees
(St one, 2009) . | PE can b ealdcatidneccusewhennwodr as
more professions learn witlipm and about each other to improve collaboration and the quality

of careo (Centre for the Advancement of I nt
definition by CAIPE isapplicable tdboth students and qualified health professionals working

inthef i el d. The term fiprofessional 6 includes su

and nursing assistants.

It can however also becorporated intéeaching and learning opportunities for qualified health
professionals in the field as part ioterprofessional learning (IPL). IPL isfghilosophical
standpoint that embraces adult learning principles|difig learning and a continuous learning
process between various health care professionals and ablfivatholland, Barnett &
Spencer, 2014. 2). IPEis thus a leading approach to facilitate student learning for future
interprofessional teams in addressing the complex health needs of the community. Students
familiar with this approach as part of their education are more ltkebyecomecollaborative
interprofessional team members who show respect and positive attitudes towards fellow
colleagues (Bridges, Davidson, Odegard, Maki & Tomkowiak, 2011).

Stone (1999)kexplains thatthe World Health Organisation (WHQO) approves of the term
Interprofessional Collaborative Practice (IPCRB¥ a concept whicincludesthe preferred
behaviour resuihg from IPE and IPL. IPCP therefore refers to the exchanges between various

disciplines in a team (Atwal & Caldwell, 2006).



IPE cantherefore be seen asleveloping acontinuum of learning together with the ultimate

progression towards collaborative practice.

1.3 The ShftinHe al t h Professions©éb Education to

and Practice

Health professior@seducation (HPE) trainingrograms hashe responsibility of providing

education that benefits both the specific professions as well as the community a¥iaeage.

than two decades ago, Shugars e(1#91)hi ghl i ghted the need for H
solution tothe problems facing healthrea (p. 282).The World Health OrganisatioWWHO)

in the African region highlighted that HPEawin need of immediate attention. They
emphasied the need to ensure the relevance of education and training of health professionals

to the health needs the ppulation served.

In addition,almost 20 years latea commissioned report published in The Lancet in 2010
presented the results of a comprehensive investigation into the current global status of HPE,
highlighting the range of challenges that have emeageadresult of the increasing complexity

of healthcare systen{Brenk et al., 2010 The authors of this report identified two key issues
with regard to HPE in the 2Icentury: (1) the need for transformative learning to graduate
leaders and change agerdnd (2) recognition of the interdependence of role players involved

in healthcare and HPRIthough these issues were identified as relevant, the challenge that
remained weréentifying relevantstrategieshat would assist health professional educatior

instil thesecore competencies in our graduates.

Freeth (2001) emphasises that it is widely acknowledged riexting the needs of
individuals/groups/communities are far beyond the expertise of any single professithrat
genuine service deliverequires interprofessional collaborative céirE was seen as a vehicle
for change as itvas noticedthat it could contribute oneof the vital strategies that higher
education programes can employ to prepare health care providers to contribute to,a new

more collaborative, future health care workforce.

The Lancet Commissiorsubmitted bytwenty diverse professionals and academic leaders

recentlyreportedhat globally HPE has not prepared graduates to address the health challenges



of the twenty first entury andthis is attributedlargely to fragmented, outdated and static
curricula(Frenket d., 2010) The commission presented a vision for HPE that emphasised that
all health professionals globakhould beeducated tanobilise knowledgeengage inrmtical
reasoning and ethical conduct in order to produce a health worlkhatcislocally responsive

and globally connected. In order to achieve this vision, the commission recommended a series
of institutional and instructional reforms within the hkgltofessiondeducations realm that
would ultimately produce health graduates that are change agedtsa health education
system that underscores local and global collaborative networks and engages with all
stakeholders and communitiés.alignment wih the Lancet Commissioris researctstudy
focuses specifically on contributing to the instructional reforms within health professional
education at the University of the Western Cag®WC). The Lancet Commission

recommended the following instructiomaforms, according to Frendt d. (2010):

1 Adoption of competendyased curricula that is responsive to rapidly changing needs
rather than being dominated by static coursework.

1 Promotion of interprofessional and transprofessional education that overcomes
professional silos while enhancing collaborative and-ha@rarchical relationships in
effective teams.

1 Exploitation of the power of IT for learning through development of evidence, capacity
for data collection and analysis, simulation and testing, dcariearning,
collaborative connectivity, and management of the increase in knowledge.

1 Adaptation locally but harnessing of resources globally in a way that confers capacity
to flexibly address local challenges while using global knowledge, experience, and
shared resources, including faculty, curriculum, didactic materials, ansgtudents
linked internationally through exchange programmes.

1 Strengthening of educational resources, since faculty, syllabuses, didactic materials,
and infrastructure are necessanstruments to achieve competencies.

1 Promote a new professionalism that uses competencies as the objective criterion for

the classification of health professionals, transforming present conventional silos.

Foll owing the Lancet GCsptratmandosmatomddREWaSS seeroammme n d a
a priority by many higher education institutions across the world. fioresseenthat this

transformatiorcould prepare health professi@ssudents for working collaboratively in teams



with the common goal of buling a safer and better persoentred and community/population
oriented health care system (Interprofessional Education Collaborative Expert Panel, 2011). In
South Africa, promising developments towards transforming health profedsidusation
have beertaking place (Mpofu, 2012). These developments includddll@ving changes
Moving away from disciplinespecific faculties to health scienédaculties that include a
combination of three or more of the following disciplineiz. medicine,dentistry,pharmacy,
nursing, public health, physiotherapy,occupationaltherapy,nutrition anddietetics, speech
therapy andaudiology. Integration of interprofessional/multidisciplinary core courses in the
undergraduate health professidosrricula which are commnly developed around health,
primary health cax, health promotion and ethiddoving away from the teaching hospital to
the teaching platform which includes hospitals, clinics and communitiesher words to all
levels of care; andéxtended collaborain among faculties in the provinces where clinical
platforms are shared with provincial health authorities. The WHO (201®) reports that
after almost 50 years of investigation, the implications of these developmenigpaneised

health serviceseinforced health systems and improved health outcames

1.4 From a Traditional Model of Education to an Interprofessional Model

In 1988 the World Federation of Medical Education (WFME) acknowledged IPE by making
a global call for all doctors to be trainedth other health professions. As this was reinforced
over the years (WFME, 1994), the president of the WFME claimed that the philosophy of
teamwork had been established through IPE. This was erspthdsy Walton (1995ho
stakedthat a more costffective doctor was being produced who would be able to wopads

of ateam for the benefit of clients/patients and communities.

In 2006 WHO agreed to convene a study group in partnership with the International
Association for Interprofessional Educatiorda@ollaborative Practice (InterEd) which had
recentlybeenlaunchedasIPE had beerabsent from any WHO publicationrfabout 20 years

(Barr, 2015) A request was made by WHO to the study group to interact with strategic policy
makers both nationally andternationally to address prevailing healthcare difficulties. This
group had to convince the WHO through demonstration how IPE and collaborative practice
could relieve the global workforce crisis in health care (WHO, 2006) gidwgpdeveloped a

frame ofreference to assist stakeholders in IPE to test the appeal and the viability of a package

of interprofessional proposals in the context of national and international needs, priorities,



resources and opportunities (WHO, 20M¥HO (2010) stated thahé oy shortcoming of

the studygroup werethat they did not report on the impact of IPE on the workforce crisis
Shortly after thisthe WHO published the report without recommending it. Following this
report, the Health Professidifdetworks nevertheless follved uponthe report together with

the newly established Health Professim@®bal Network (HPGNpanddiscussedPE aspart

of a series of twaveek webbased discussion®MHO, 2010). This initiative resulted id 000
participants froml00countries sigmg up, of whon293 wergrom 44 African countries. The
countries who contributed to the discussions weainly from developing countriesThese
countries tended to specificallpcus on interprofessional collaboration in education and
practicewith anemghass on primary health care. These participants globally supported the
incorporation of IPE into undergraduate programmes, providing early exposure for students to
IPE, linking theory and practigéogether with positive interprofessional role models (s
UsherPatel, Fusco et al., 2010). Eventually the opportunity to build on this significant initiative
was lost but many other initiativedevelopedover time including the Global Forum
Partnership Initiative and th&frican Interprofessional Educatiand Collaborative Practice
Network AfrlPEN), which is elaborated below.

1.4.1 The Global Forum Partnership Initiative

In a response to The Lancet Commission's findmgationed abovehe Institute of Medicine

(IOM) of the United States National Academy aiéhces established theM Global Forum

on Innovation in Health Professional Educationm 2011 This forum not only conveme
stakeholders to highlight contemporary issues in health professional education, but also
supportedan ongoing, innovative mechamisto incubate and evaluate new ideas. This

i ncubator mechani sm or asfimultifoca, indetpiofessionat and | a b o r
global. The IOM, through th&lobal Forumand affiliated innovation collaboratives a sense
suppored a global sharing ofperspectives, as well as a largely seiftained global
collaboration mechanism. Th@lobal Forumwas taskedvith applyingan orgoing, multt
national, interprofessional approach to illuminate promising innovations for achieving reforms
in the instructimal and institutional sphereBSour universitybased innovation collaboratives,

one in the US or Canada, one in Latin America or the Caribbean, one in Africa, and one in
Asia, were identified through a competitive application procéseseproposalsvere lased

on a twoyear programme of innovative curricular and institutional developmentespoise

to one of the recommendations in the Lancet Commiésgeport These innovation



collaboratives each represedtformal partnerships between at least three plementary
academic institutions. Stellenbosch University, in collaboration UMAC and the University

of the Free Statevas selected as the African innovation collaboratNegandhi et al., 2015)

Negandhi et al. (2015) goes on to expltdiatthe main aims of this grougvereto promote
interprofessional core competenciasgociated tgraduate attributeshlso, toapply WH® s
International Classification of Functioning, Disability and Health (ICF) as an interprofessional
care framework for individals, communities and health systearsd to build the capacity of

all facilitators of learning (academic staff and health professionals) to become role models for

interprofessional practice and collaboration.

1.4.2 African Interprofessional Education and Collaborative Practice Network
(AfrIPEN):

In 2015, anewly establishedPE network was established to repeat South Africa in the
globalarena(AfrIPEN, 2016) AfrIPEN is crucial in recognising the need for IPE in HEIs and
provides the platform to share taang experiences, engage in joint research projects and
present emerging work at national and internal confereftesrepresentativdsavemet on

two occasions at local conferences ard inthe process of formaing this body. The

objectves of the network are to:

i) Recruit and mobitie policy makers, professional bodies, institutional leadership,
faculties service providers, funders and other champions to advance IPE in Africa.

i) Collaborate in identifying, developing, adapting and sharing IPE resodar the
African context.

iii) Utilise relevant global, regional and national networks and platforms to create an
awareness of anaobilisation oflPE.

iv) Advocate for and facilitate the inclusion of interprofessional collaborative practice
(IPCP) intothe scqpe of practice of all members of the health workforce.

v) Advocate for and facilitate the integration of interprofessional collaborative
competencies into health workforce curricula offered by education and training
institutions in Africa.

vi) Advocate for, pronote and facilitate the cultivation of IPE values and competencies

among facuies preceptors and health practitioners in Africa.



vii) Participate in international networks informing best practice models inclualibgot
limited to, the WHO Global Researdhterprofessional NetwortGRIN), All Together
Better Health (ATBH), Best Evidence Medical EducatiofBEME), and WHO
Collaborating Centre@VCCy.

Viii) Conduct collaborative research to inform IPE in Africa. (AfrlPEN, 2018) p.

AfrIPEN continues to play argcial role in SubSahara Africa in terms of developing and
promoting IPE and collaborative practice in the form of teaching and learning practices and
joint researchReeves et al. (2016) report that national and international policy makers have
repeatety called for the use of IPE to better prepare health and social care learners to enter the
workplace as an effective collaborator (Frenk et2i10; WHO, 2010; Institute of Medicine

2015). As a result, IPE is gradually being offered across health arad sare sectors to an

array of students (prgualification, postjualification, continuing education) based in
classrooms, simulation labatories, clinical settings and increasingly through online (virtual)
environments (e.g. Luke et @2010; Bridgeset al, 2011; Palaganas et ,a2014). From this
growing amount of empirical work, it is possible to see that IPE can have a beneficial impact
on studentsd attitudes, k also iermeed gsecopllabardtivel | s |,
competencies (AbRish & al., 2012; Makino et aJ.2013). In addition, evidence is growing
which suggests that IPE can also positively affect professional practice as well asnmprov
clinical outcomes (Kent & Keatin@013; Reeves et ak013).

1.5 Interprofessional Education Care Competencies

Thistlethwaitheet al.(2014) explain that the shift in the use of the teffearning objectives

to icompetenciascan be linked to the movement in the 1960s and 1970s to define hehhvio

and observable objectives. For health profession st udent s t o be consi de
have to demonstrate that they have grasped a set of competencies. There appears to be a lack
of consensus in the literature about the meaning of competency and capadildy a result

it is used interchageably. Bainbridge, Nasmith, Orcharand Wood (2010) state that IPE
statements about competence recognise specific knowledge, skills, attitudes, values and
judgments that are active, evolving and evolution&@sgpabilities on the other hand are
consideredy some educators to reflect more optimally¢bmpulsiornby whichstudentsand
professionals respond and adapt to health care and systems cbangesongoing basis

(Walsh, Gordon, Marshall, Wilson, & Hunt, 2005)



For the purposes of this research gtuthe term competency will be useBarr (1998)
distinguishesand definesthree types of competencieSommon competencies which are
believed tabe commonto all professionsComplementary competencies which highlight one
profession and complements thosehich distinguish other professions arttirdly,
collaborative competencies encompag®roportions of competence which every profession
needs to collaborate within its own statuses with other disciplines, includifgrofassionals,
within community or@nisations, between orgasations, with clients and their caregivers, with

volunteers and communiyased groups.

Barr (1998) was the first author to develop a set of core competencies for collaborative practice
among health and welfare practitioners. Jdeollaborative competencies includethe
following:
i) the ability to describea n i n direle ahd sespdnsibilities clearly to other
professioamls, together with the ability to make successfyplanationgo others;
i) the ability to recognise and abs ve t he constraints of oneft
ability to identify needs in a broader context;
iii) being able to recognise and show respect for diheless, responsibilities, competence
and constraints in rel ati owhenttodanvaiveah&rs o wn
through preferred channels;
iv) being able to evaluatservices, effect changes, improve standards, probtdwe and
resolve conflict during various interventions;
v) the ability to assess, plan, provide and evaluate care with fellofgsgronals for
individuals and caregivers;
vi) being able to endure limitations, differences, ambiguities, misinterpretations and
autonomous changes in fellow professionals;
vii) the ability to enter into interdependent relationships, teaching and sudpathier
disciplines, learning and being sustained by them; and
viii) being able to facilitate interprofessional case conferences, meetings, team

working and networking.

Following Barr (1998), th€anadian Interprofessional Health Collaborative (CIHC) published
aNational Interprofessional Competency Framework in 2010. This framework is unique in that
it relies on the ability of students and qualified healthcare professionals to integrate knowledge,

skills, attitudes and values in arriving at certain judgments. hafEgsional competenciese
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developedfrom these judgments to help achieve interprofessional collaboration. The six
competency domains that the CIHC highlgyhatre: i) interprofessional communication; ii)
patient/client/family/communitgentred care; iiiyole clarification; iv) team functioning; v)
collaborative leadership; and vi) interprofessional conflict resolution. The CIHC (2010) claim
that there are two competency domains that are key in supporting the other four danthins

thatthey are interpri@ssional communication and patient/family/commuicigntred care.

Another set of interprofessional competencies was later develop#te dgterprofessional
Education Collaborative Expert Panel [IECEP] (2011) who identified a competency framework
which mentions four core competency domains for interprofessional collaborative practice
viz: (i) interprofessional teamwork and tedmased practice; (ii) interprofessional
communication practices; (iii) values/ethics for interprofessional practice; and l@s)and

responsibilities for collaborative practice.

Figure 1.1: Interprofessional Competencig$ECEP, 2011)

Interprofessional
teamwork

Roles and
responsibiliti
es for
collaborative
practice

Interprofession
al
communicatio

n

Ethics for
interprofessional
practice

When facilitating interprofessional collaborative practice it is important to identify tlee co
competencies thatudents neetb develop or adhere to when working in interprofessional
teams. The expert panel on ACore Competenci e
onthe need for core competencies in order to ensure that essentedtasrembedded in all

health professior@education curricula, guide curricula development to achieve outcamdes

provide the foundation for a continuum of learning in interprofessional competency
development. Furthermore, the IOM has identified foungetencies for interprofessional

teamwork. These are: (i) provision of patieentred care; (ii) use of informatics; (iii)
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employment of evidenebased practice; and (iv) application of quality improvement measures.
These competencies are based within #ferementioned four domains of the core

competenies for interprofessional collaborative practice.

Figure 1.2: Competencies for Interprofessional Teamwo{ioM, 2011)

Evidence
based
practice

Use of
informatics

Provision of Quality
patient improvement

centred care measures
Interprofessional
Teamwork

The Under Graduate Training Comragt(UET) of the Medical and Dental Board of the Health
Professions Council of South Africa (HPCSA) recently adopted a set of core competencies for
medical, dental and clinical associate students. It is envisaged that these competbiuties,
arebased othe CANMeds model of the Royal College of Physicians and Surgeons of Canada
(Frank & Snell, 2014), will be accepted by all professional boards of the HPC Silafmrm
partofthecomci | 6 s ac cr dhlkiUETaidentited kexand enablmg caatpncies

for seven different roles that an effective health professional should fulfil, which include being
a health practitioner,communicator collaborator,scholar, manageikeader,and professional

and healthadvocate.In South Africa this document waslapted withthe permission of the

Royal College of Physicians and Surgeons of Canadaltitergraduate Education and
Training Subcommittee of the Medical and Dental Professions Board in collaboration with
training institutions and the South African Conttee of Medical and Dental Deankhiswas
described in ar\frican Medical Education Directions for Specialisefr(MEDS) document
entitled Core competencies for undergraduate students in clinical associate, dentistry and
medical teaching and learning grammes in South Africa (HPCSA 2014t2). These

adapted competencies are highlighted in Figure 3 below:
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Figure 1.3: AfriMEDS Core Competencies

Healthcare

Pracmloner .

In a study done by MosteWentze| Frantz and van Rooijef2013), core competencies for
communityphysiotherapy (PT) studentsere identified through PT panelists with a specific
background in clinical work, education and research. rbles and attributes that healthcare
practitioners have to be competent iara clinical practtioner, professionalism, effectiveness

as acommunicabr and collaborair, experienceas anevidencebased pradiioner, ability to
incorporateclinical prevention/health promotion, population health, community aspects of
practice and &alth systems and health policy. It is evident that core competencies have been
identified theoretically but how do we instil these competencies practically and evaluate

whether we have instillethem inour students?

Brewer (2013) from the Curtin Univetg introduced the IPE community to the Curtin
Interprofessional Capability Framework in 2011. This framework highlights five capabilities
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(which the writer refers tascompetencies) whichre requiredo interact with each other in
order to achieve cligrcentred service; client safety and quality and collaborative practice. The
capabilities are listed as: 1) communication, 2) team function, 3) role clarification, 4) conflict
resolution, and 5) reflection. The additional competency not listed by theopseauthors

(Barr, 1998; CIHC, 2010lECEP, 2011 MostertWentzel,Frantz, & van Rooijen2013) is
reflection (Brewer & Jones, 2011). Reflection is described as the abikiypdoy insightful
processes in order to work in partsi@p with clients/familjcommunity and others to warrant

safe and effective services/care. It is also the ability to recognise and address personal learning
needs with the aim of ensuring optimal service/care delivery by the team. Brewer (2013) further
remar ks t ha tpaciy todéemomnsteate tinfegrofessional competence in various
settings will bedetermined by their comfort level, familiarity and slgét within any given

context.

Figure 1.4: Curtin Interprofessional Capaility Framework (Brewer & Jones, 2011)

coMMUNICATY,

In 2016, the Interprofessional Education Collaborative [IEC] (2016) published an update on
the core competencies for collaborative practice. The update reiterates the value and influence
of the core competenciesich subcompetencies as disseminated under the umbrella term,
Interprofessional Education and Collaboration (IPEC). SecotiidyIEC proposes that the
competencies (values and ethics, roles and responsibilities, interprofessional communication

and teams ahteamwork) nowbe groupedwithin a singé domain callednterprofessional
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Collaboration. Initially these four competencies were proposed as domains by the IEC within
IPE (IECEP, 2011). The authors further sthi since their initial publication hasemerged

that interprofessional collaboration is a domain on its own. In addition, creating this shared
classification couldiid in streamlining and getting -@peration in educational activities and
related assessment and evaluation processes amonggrefdgsionals. The third leg of the
update by the IEC (2016) was to expand the interprofessional competencies to better attain the
Triple Aim (improve the patient experience of care, improve the health of populations, and
reduce the per capita cost of lieadare), with specifibocus onpopulation health.
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Tablel.1: Summary of IPE Core Competencies to highlight overlaps

problem solveand
resolve conflict
the ability to assess
plan, povide and
evaluate care with
others;

ability to endure
limitations,
differences,
ambiguities,
misinterpretations
and autonomous
changes in others;
ability to build
relationships; and

collaborative
practice.

Barr (1998) CIHC (2010) IECEP (2011) IOM (2011) AfriMed (2013) Brewer (2013) IEC (2016)
Describerolesand | Interprofessional Interprofessional | Provision of | Health Pradtioner, | communication Interprofessional
responsibilities; communication teamwork and patient centredl Communicatoyr team function Collaboration
recognise and patient / dent / family / | teambased care Collaborator, role clarification | (values and ethicg
observe the communitycentred practice; use of| Scholar, gonflictresolttion,| roles and
constraints of own | care; interprofessional | informatics; Manager/iléader | and regponsibilities
discipline; role clarification communication employment of| Professional and | reflection. interprofessional
show respect for team functioning practices; evidencebased | Health Advocate communication,
others; collaborative values/¢hics  for| practice; and and teams anc
being able to leadershipand interprofessional | application  of teamwor}
evaluate services | [iCIDICICSSIONE. practice; and quality

effect changes, conflict resolution roles and improvement

improve standards, responsibilities fo measures.
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Table 1.1illustrated thelPE core competencies and the colour coding gives an indication of

the similarities betweerdifferent authors and timeframes. The Canadian Interprofessiona
Health Collaborative (CIHC, 2010) was foyrturing a faculty focus groupe be the most
comprehensive and most common set across all the literato@ding to an IPE task team at

UWC (Appendix C) Therefore, dr the purposes of this research stukg,researcher will refer
totheCanadian I nterprofessi onsxlcompeteachlamains§Go!l | abo
interprofessional communication; ii) patient/client/family/commuyntred care; iii) role
clarification; iv) team functioning; v) collabvative leadership; and vi) interprofessional

conflict resolution.

1.6 Current Status of Interprofessional Education in the Faculty of Community

and Health Sciences

The interprofessional education programme inRheultyof Community and Health Sciences
(FCHS)started with thembedéhg of core modulemto the curriculunofferedto first, second

and thirdyearstudents These modules includedé He al t h , Devel opment ar
Careo o6, 6060l nterdisciplinary Healarhd PDiosmad ef
respectively(Waggie & Laattoe, 2014)hese core modulesere consideretlindamentain

preparing students for the final and fouysmar levelof interprofessional practic®ver the

years severdPE and practice exemplars have been dgvaiioand offered to these final year

students from the disciplines of Occupational Therapy; Physiotherapy; Nursing; Social Work;
Dietetics, Natural Medicine; and Sports Sciend¢aggie and Laattoe (2014) highlight

examples of these interprofessional exemgpiehichincludethe Interdisciplinary Community

based Practice Module that uses sereegning as the pedagogical approach. This madule
carriedout in a community setting whereby students practice in a structured collaborative
manner. The second exeplar programme, Interprofessional Commu#ifised Practice, is

based on the core principles for interprofessional collaborative practice (Interprofessional
Education Collaborative, 2011). Activities for the programmeeediverse and incluakesmall
groupdiscussios, didactic input, video clips, rolplay and case studieghe third exemplar
programme described by Waggie and Laattoe (2014), the Interprofessional World Cafe’,
provides an opportunity for students to engage in discussion around the cgmeiessional
competency domains (Interprofessional Education Collaborative, 2ZlXidnterprofessional

World Caféprogramme bean with didactic input based on current trends in the South African
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healthcare context and the need for healthcare professitmnbé trained to address complex
healthcare issues globally as well as contextually.

Through these exemplars the FCHS at the University of the Western Cape has developed a
scaffolded approach, where IPE and collaborative practice (CP) teaching antjleativities

are offered in the curriculum, as well as co-curricular activities from first to final year (Rhoda,
2016). A number of developmetiactivities wereoffered to academics, clinical supervisors

and clinical ceordinators to equip them with theecessary knowledge and skills to act as
facilitators in IPE and CP student activiti¢lclean, Cilliers & van Wyk, 2008) An
interdisciplinary community-engaged research project by faculty, was also embarked upon

through a successful graasgpplication ¢ the National Research Foundation.

The FCHS is one of a few faculties in the country promoting bdian and rural based IPE
experiences for its students. Since the inception of the Interprofessional Education Unit (IPEU),
it hassuccessfully integratelPEand IPP into its undergraduate curricula across all disciplines

in the faculty extendingopportunities across the Faculties of Dentistry and Science to
pharmacygdentistry andral hygiene students. THEEUwas established to emrdinate and to
provide interprofessional opportunities for students and staff in order to enhance the IPE & IPP
experience in the faculty. IPEémndorsedicross the three programmatic arebeaching and
learning, research and community engageraedWC Strategic IPE ians and objectiveare
currently refned for each of the three areas:

a) Teaching and Learning includes:

i) Interprofessional core curri@ivhich areembedded in the syllabus of all professional
programmesAt first-year level all students need to regidtera Primary Health Care
module,at secongd/ear level n an Interdisciplinary Health Promotion module and at
third-year somalepartments offethe Measurement of Health Disease module which
is a qualitative research module.

i) Interprofessional practicakes place during fieldwork placemexttthird and fourth
year leves. Wheretwo or more disciplines are placetbncurrently students are
expectedo eitherengage ira joint project or meet one afternoon during the week to
discuss a particular case aferestwhich iscommonto mostdisciplines.

iii) Interprofessional World Café is an event that takes place once per term whereby all
disciplines are invited to participate inoaeday workshop to interact with students

from other disciplines.
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iv) Faculty develoments are opportunities for staff to Eemiliarised wth the latest
developments in IPE and to participate in shaping the vision for faculty in advancing

the agenda for IPE.

b) Research
i) Setting a collaborative research agenda in the faculty wherebga@flohes can work
on joint niche areas and publish

i) IPE postgraduate coursasd programmes stitleed to be developed

C) Community Engagement
i) IPE servicdearning is important in establishing specific sites for students to work
collaborativelyasclients/groups/projects
i) IPE community development initiatives are important in building partnerships with
communities for student placement that will contribute to community development.
iii) Local and international networks for IPE establisteedrawboth on expéetise and to
promote the local IPE advancements globally.

It is thus evident that theCHS has a lonfpng history ofinnovative activities, curricaland
research promoting? E opportunitiesat UWC andvith various stakeholdems the community
Thefoundation of the success in this emerging area can be attributedestaftishment of

the Interprofessional Education Unit (IPEW) 1998. The IPEU thenonceptualised thidea

that learningogether couldiltimately promote collaborative practicAs sud, IPE has been
conceptuakedat UWC buthe activities and opportunities that currently exist do not take place
within a structured frameworlCharles, Bainbridge and Gilbert (2010) explain thathsa
framework in the form of a model can give clear gmice to future emerging IPE curricula,
academic activities and research to ensure that IPE core competency development is instilled
in students Currently students are only being exposed and immersed in IPE, but mastery is
dependent on that specifioint which a studenhas attainedh his/her professional training.

As educators we need to be cognisant of the fact that stuatedisactitioners have different
levels of readiness as well as different learning needs at differes# in the learning proces
(Cone & Hatrris, 1996). Theéevelopment of thismodel can be seen as a toofrtanage learning

(De Weerdt et al., 2002)vhich in turn will help us to be sensitive to the learning neefds

students and practitioner3his model will provide a framework fo understanding and
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developinglPE experiencesbearing in mind thdistinct needs of students and practitioners at

various points irtheir under/postgraduate training apbfessional careers.

1.7 Aim of this Study

To develop an interprofessional educatiorodel that aims to instil the core competencies of

interprofessional collaborative practice in allied health studehtnge of title Appendix E)

1.8 Research Questions

1.

What are the findings of previous research studies instilling interprofessional core
competencies in higher education programmes?

What specific interprofessional core competencies are most commonly used and how
are they instilled in students?

Which interprofessional core competency framework is most preferred by higher
education institutins on a global level?

What activities are best suited to instil each interprofessional core competency in a
scaffolded curriculum?

Whatassessment practices can be used to evaluate interprofessional core competency
development within students?

How ready a@ student$o engage in interprofessioni@lrningactivities at various year
levels?

How can interprofessional corompetencies béncorporatedsuccessfullyinto a

comprehensive curriculum for allied health students?

1.9 Objectives

a) To assess the current emvention strategies used to evalugerprofessional are

competencies in students.

b) To determine and compare the readiness of first and dewnir students for

interprofessional learning.

c) To describe activities and evaluation strategies thatd beused to develop core

competencies through a Delphi study.

d) To identify the occurrence of IPE core competencies in cuarand to understand the

similarities of IPE core competencies and graduate attributes.
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e) To develop an IPEmodel that incorporates theore competencies of IPCC as an
outcomefor the University of the Western Cape

f) To positionthecurrentlPE prograrmewithin a proposed model

1.10 Significance of the Sudy

The ultimate aim of IPE and collaborative practice is to provide
patients/clients/fanies/communities with betteguality health outcomes. This can only occur

in an environment whereby students/practitioners, patients/clients/families and communities
are enabled to develop and maintain good interprofessional working relationships (Canadian
Interprofessional Health Collaborative, 201The significance of this study, thereforijll

assist the EHS at UWC to implement an interprofessional curriculum embedded in all
programmes across the faculty. eTtproposed modeWwill provide guidelines tainstil
interprofessional competencies in studetitat could enable them to make appropriate
judgments essential for collaborative preetiin terms of knowledgeskills and attitudes
(Canadian Interprofessional Health Collaborative, 20&@)dents shdd be competent in the
following spheres: i) interprofessional communication, ii) patient/client/family/community
centred care, iii) role clarification, iv) team functioning, v) collaborative leadership, and vi)

interprofessional conflict resolution (CIHZ010).

1.11 Definition of Terms

Interprofessional educatiorfi éf wh e n  sfitoro tive or tmere professions leaafout,
from and with each other to enal#&ective collaboration and improve healthut ¢ o me s 0
(CAIPE, 2002).

Interprofessional collaborative prace: A Wh e n mul tiple health wor
professional backgrounds work together with patients, families, carers [sic], and communities
to deliver the highesp.dquality of careo ( WHC

Core competenciesDimensions of competence whichegy profession needs to collaborate
within its own ranks, with other professions, with faofessionals, within organisations,
between organisations, with patients and their carers, with volunteers and with community
groupsd ( Barp.184.1998
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Interprofessional Teamwkr i The | evel s of cooperation, co
charactesing the relationships between professions in delivering patientn t r e d car e

(Interprofessional Education Collaborative Expert Panel, 2013.

Interprofessioal roles and responsibilitiesi Us e t he knowl edge of onebo
of other professions to appropriately assess and address the health care needs of patients and to

promote and advance the health oforatwveg20L6l ati on
p. 10.

Interprofessional communicatioi Co mmuni cate with patients, f
professionals in health and other fields in a responsive manner that supports a team approach
to the promotion and maintenance of health andpthee vent i on and treatm

(Interprofessional Health Collaborative, 2096 10.

Teamsandteamwark Ap p | y r ulilding valwes and thegprinciples of team dynamics

to perform effectively in different team roles to plan, deliver andaluate
patient/population/populatiecentred care and population health prograsiand policies that

are safe, ti mel vy, efficient, effective and
2016 p. 10.

1.12 Thesis Layout

Chapter One

The first chapteof the study introduces the reader to the field of interprofessional education
and the progression of the development of core competencies. The collaborative practice
competency domain is explored together with its accompanying vaueserprofessional
communication, ii) patient/client/family/communitentred care, iii) role clarification, iv)

team functioning, v) collaborative leadership, and vi) interprofessional conflict resolution
(CIHC, 2010).

Chapter Two
This chapter introducgbemixed methodlmgy that was used in the study as well as explgin
the different processes that were followed at the different stages. This chapter provides an
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overview of the steps followe@nd the inrdepth detail isspecified ineachchapter toavoid

duplication.

Chapter Three

Chapter Thredighlights thesystematic review that was conducted to determine the amount of
higher education programmes being implemented that instil interprofessional core competeies
into their curricula. Of these programmes, the stuelplorateson the understandingf the

main competencies being used by universities and the strategies that support the
implementation thereof. This initial stage of the study praadieirther rationale for the study

since there were only seven studies fbihat met the criteria andf these studiemnone

emanatedrom South Africa.

Chapter Four

ChapterFour reflectsa further stagein the study by conducting a survey, Readiness for
Interprofessional Learning, to determine how prepared students are #geeng
interprofessional learning. The study was conducted with first year and-smrebstudents
and the resultsfor each groupcompared tounderstand if there are different levels of
preparedness in relation to the interprofessional activities teegxaosed to over the duration

of their studies.

Chapter Five

In Chapter Five a Delphi Study was conducted witpaael ofinternational expest to
determine what activitiesouldbe used effectively for each interprofessional core competency,
what assesment practices would be appropriate, any additional competencies that could be
added to the existing list and guiding principles for integrating interprofessional education into
curriculum. A total ofL8 experts were recruited and only two rounds weresgary to reach

consensus among the panel over a peridd@ofonths.

Chapter Six

Chapter Six includes a curriculumapping exercise whereby graduate attributes were
analysed with IPE core competencies to determine the overlap witliehBon ofdevebping

an integrated document that facutguld infusento their curricula.
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Chapter Seven
Chapter Severdescribes the interprofessional education model that developed which

incorporates all elements of the research study as a whole.

Chapter Eight

Is ageneral discussion anddludesan overview, summary of significant findings, implications
of the researchrecommendations and final conclusions for future stydisseachchapter
represents different stage in the study with its specific conclusiongifat section.
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CHAPTER 2

2 METHODOLOGY

2.1 Introduction

ChapterOne provided the background to the stuaty well as the aims and objectivasthe
study Theobjectivesf thestudy ardo developaninterprofessional educationodelthat aims

to instil the core competencies of interprofessional collaborative practicelired health

s t u d eumicula ©his chapter provides an overview of the methodological framework of the
study. To achieve this aim, the study employed a mixed method segjuerploratory
approach, using i) a systematic reviewDlphi study; iii) a quantitative questionnaire data

set and iv) curriculum mapping

2.2 Mixed Methodology

The term mixed method reseaistilescribeés thecombination of quantitative and quatitee
research methods (Hanson, Creswell, Plano Clark, Petska & Creswell, 2005). The authors
believe that when the two research methods mérdee r esear cher 6sbefi ndir
enhancedCreswell, Klassen, Clark, and Smith (2011) define mixed nastliesearch as a
research approach or methodology concentrating on research questions that caHlifer real
circumstantial understandinghey offer multi-level perspectives and cultural influences;
using rigorous quantitative reseatolassestheextent and frequency of constructsincludes
rigorous gqualitative researdio examire the significance and understanding of constructs;
employing multiple methods (e;gntervention trials and hdepth interviews); purposely
integrating or linking these rtieods to draw on the strengths of each; and framing the research
within philosophical and theoretical positions.

Mixed methods researchers usad oftenclarify, varied philosophical positions. These
positions are@isuallystated as dialectal stances tivék postpositivistand socialconstructivist
worldviews, pragmatic perspectives and transformative perspectives (Greene, 2007). For
example, researchers who embrace different philosophical positions may find mixed methods
research to be perplexing besauwof the tensions created by their diverse beliefs (Greene,
2007). However, mixed methodssearch camepresent th@rospect oftransformng these
tensions into new knowledge through a dialectical discovery of information. A practical
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perspectivedrawsso engagi ng fdAwhat works, 0 using diver

importance of the research problem and questamdevaluating both objective and subjective
understanding (Morgan, 2007). A transformative viewpoint suggests an orienting frdmewor
for a mixed methods study based on creating a more just and autonomous soGaty s

the entire research process, from the problem to the conclusions, and the use of results
(Mertens, 2009).

In mixed methods studies, investigators purposefuliggrate or combine quantitative and
gualitative data rather than keeping them separate. The basic perception is that the combination
of quantitative and qualitative data maxsas the strengths and minses the weaknesses of

each type of data. This ide& combning the two methodseparates current views of mixed
methods from older perspectives in whigsearchersollected both forms of data, but kept

them separate oarbitrarily combinedthem rather than using systematic integrative
procedures. Onef the most difficult challenges is how ittcorporatedifferent forms of data.

Three approacheare discussedh the literature (Creswelkkt al, 2011) as merging data,

connecting data and embedding data.

Creswellet al.(2011) claim thatie research ntieods ina studymust fit the research problem
or question.Research studiemost suitable for mixed methods are those in which the
guantitative approach or the qualitative approach by itseikigficientto developnumerous
perspectives and a complatederstanding o& research problem or question. For example,
guantitative outcome measures mayupelerstandablesing qualitative data. Alternatively,
gualitative studiesmay usefully occur prior téhe development of suitableinstrumentfor
measuremdn By including qualitative research in mixed methods, health sciesearchers
can study new questions and initiativesyltifacetedphenomena, hastb-measure constructs

and interactions in specific everydegntextsin addition to experimental settiag

The advantages of using mixed method research are ttirdsastrengths that balance the
weaknesses of both quantitative and qualitative resdanctexample, quantitative research is
weak in understanding the context or setting in which pe@tiau® whichaspects addressed
by qualitative research In contrast qualitative research is seen lasking because of the
potential for biasedinderstandingnade by the researcher and the difficulty in gensngi
findings to a large groupf people Quantitative research does not have tres®tcomings

By using both types of research, the strengths of esthodcan balancéhe weaknesses of
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the other. It also nevides a morevidespreadand completeunderstanding of the research
problem th&aneither quantitative nogualitative approachesnsolelyprovide.Mixed method
provides anopportunity for developing better, more contesgpecific research toolqfor
example by using qualitative research itnsorelikely to gather information about a cairt
topic orideain order to develop an instrumenith greater construct validity) antinally, it

can telp to explairresultsor how causal processes W@gARRC, 2016)

The FRRC (2016) point outome of the thadvantages and limitatioref mixed metiod
researchare that the research design can be veriricate; it is moretime-consumingand
resourcentengve to plan To implement this type of research;nay bechallengingto plan
and implement one method by diiag on the findings of another; arndmay beinconclusive
in the resolution oihconsistenciethat arise in the interpretation of ttesearctiindings.Some
of these challenges are highlighted belmgether wititheapproaches that the researcher took

to overcome them.

2.3 Research Setting

This research study was conducted in the Faculty of Community and Health Sciences (FCHS)
at the University of the Western Cape (UWC), Cape Town, South Africa. UWC is a public
university situated in BellvilleCape Town, South Africaestablished in 1960nder the
apartheid government as a higher education institution for the training afmmte students

for lower and middle civil service positions. In 198Re institution opened its doors to all
South Africans andhrough its mission statementade goublic statement that it rejected the
notion of segregated education.

The institutional report of the Higher Education Quality Committee (2008) audit of UWC,
highlighted a limitation in the Institutional Operating Plan of U\{&2D042009) in that the
charcteristics of a UWC graduate were not embedded within programmes, and were therefore
not included as educational outcomes and assessed accordimgtdition it wasnecessary
thatthe six Interprofessional Core Competencies adopted by the FCHS (& do be
embedded into the learning outcomes across all academic programmes in the faculty. As a
response to the above audit report, UWC developed the Charter of Graduate Atinibigtes

is based on a commonly used framework (Barrie, 20@ighlighting what it is,in addition to

disciplinespecific outcomesthat distinguishesa UWC graduate from other graduates
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However, since the charter is a relatively new document, only a few departments at UWC have
gone further than incorporating the attritaiteto their administrative documents, while others

are in the process of writing the attributes into their cumiclil the implementation and
assessment of graduate attributes and IPEamrgetencies a® advance the institution in

terms ofproducirg twentyfirst century graduate we needetterto understandhow we can
change teaching and learning methods that would facilitate the development of these attributes

and core competencies in students at UWC.

This research study arosat ofa need fodepartments to incorporate graduate attributes into
the learning outcomes of all moduldsstilling interprofessional core competencies was
recognsed by faculty as a need to improve teaching and learning stratigieesby preparing

a graduate whas alde to work collaboratively with other health professionals in the fi#id.
makessense at a faculty level to combine graduate attributes and interprofessional core
competencies so as not to confuse students and departments.cOhgsetencies wilbe
introduced through a scaffolding desjgmhich would allow for increased complexity at
different year levels through a variety of instructional techniques (Frantz & Rhoda, 2017).

2.4 Research Design

McKenrey and Reeves (2012) state that design research hasheen to be an effective
method for conducting research in higher educaliois noted that assessing these research
projects can be challenging because there is no recognised method for this approach., There are
however featuresharedvith other metbdologies that can assist in the development of sound
design research projecBesignbased research was best suited for this research astioky
rationalebehindthe use of thedesignbased research is that it focuses on using design in the
service ddeveloping broad models of how individuals think, know, act and learn. It is a critical
element of desigihased research in that the design is conceived not just to meet local needs
but to advance a theoretical agendad to discover, explore, and comfi theoretical
associations (Barab & Squire, 2004). Easterday, Lewis and Gerber (2014) describe design
based research (DBR) as a method that combines design and scientific methadlolemg
researchers to produce useful tools and effective theorpliong specific (individual and/or
collective) problems in education. The design and DBR processes cosipiisgtive phases

in which researchers focus the problem, understand the problem, define goals, conceive the
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outline of a solution, build the sdion and test the solution (Figugel). The desigrbased

research process for this study is described below accordingsix fiteases

Figure 2.1: DBR process
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2.4.1 Focus

The importance of this phase is tlitasets the direction of the research praojéctspecific

design is meant to accomplish an envisioned goal that exists because of an opportunity to
address a problem and ensure that there is something worth designing and that the researcher
has the capaliil to succeed. In the focus phase the researcher conducted a systematic review
to determine the need for the research study in the South African context. The research topic
and focusdeveloped from the systematic revieas it specified the general protvi¢hatthe

aim of thestudy wouldbe addressing and how hiad developed. The scope of the study

specified the limitations and the scale of the research project.

2.4.1.1 Systematic review

Uman (2011) explains that systematic reviews, as the name implies, allgsisicolve a

detailed and comprehensive plan and search strategy withjgwtiveof reducingpreference

by identifying, appraising, and synthesg all applicablestudies on apecifictopic. According

to CochraneCollaboration(2012, p. J , fl anatic ng\getv & a highevel overview of

primary research on a particular question that tries to identify, select, sgathediappraise
alhighqual ity research evidence rel Ehusgawauldt o t he
be anappropriatavay to focus this studyA systematic review typicallfzas five stepswvhich

include framing the question, identifying relevant wodssessing qualityf studies,

summarising the evidence and interpreting the findings (Klanz, Kleijnen & Antes2003).
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i.  Formulate the review question
The first stage involvedeveloping the review question. The question should include the group
of interest, the intervention being investigated, the control or comparison group and the
outcomes of interestJman, 201); thus we look at the PICO or PI®@he review questiofor
this systematiaeview was: How do professional programmes incorporate Interprofessional
Core Competencies in their interprofessional curai@ndon which competenciearethey

focuse®

ii.  Identifyin g relevant work
At this stage of theeviewi,it is important to identify the sources to be searched and the selection
criteria, in orderthat inclusioncriteria andexclusioncriteria are identified.The Cochrane
Collaboration acronym PICO (or PICOC)which stands for population, intervention,
comparison, outcomes (and context) cabdreficial in guaranteimg thatresearcherdecide
on all key components prior to starting the review. It is afsentiato describeoperationally
the types of studies tinclude and excludge.g., randonsed controlled trialfRCTg only,
RCTs and quasexperimental designs, qualitative reseanclyuantitativeresearch studigs
the minimumtotal of participants in each group, published versus unpubligsedrcistudies,
and languagboundariesUman (2011) advises that at tistageit could be extremely helpful
to approach a reference librarian to assiskeivelopng and ruming electronic searchem the
topic/title. It is importantto establisha widespreadist of k ey t er ms (i . e. , n N
associated witkach component of PICOC to be able to identifyaplblicableresearchin a
givenarea.The search termare constructedfter a review of relevant literature and incldde
terms such as core competenciesiritgrprofessional collaborative practice (used as a search
item phrasebecause many reviews have been done on IPEdbain IPE core competencies).
The second term wasterprofessional collaboratioas well asindergraduate health sciences
students (sth as Dietetics, Occupational Therapy, Physiotherapy, Social Work, Natural
Medicine, Sports Science, Nursing, Phacgdentistry and Oral Health)

A comprehensive search was conducted in databases and specific journals such as Ebscohost
(Academic SearclComplete, ERIC), Directory of Open Access Journals (DOAJ), PubMed,
PubMed Central, BioMed Central Journal, ScienceDirect and Journal of Interprofessional Care
for the period of 2002015.The researchers selected these sowasdhey were fountb be

the mostcomprehensive source dferences to interprofessional education at the time of the
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review. Manual searching of refererles wasundertaken and articles referred to the author

by experts in the fielvereincluded

Criteria for inclusion into thestudy were: (i) publications in the English language; (ii)
publication dates between 2005 and 2015; (iii) qualitative studies; (iv) quantitative studies
Studies, which generally focused on Interprofessional Education programenegonsidered

but if they did not have development of core competencies as an outcome, they were excluded
from this study.

iii.  Assessing quality of studies
Whena comprehensiveumberof abstracts hae beensavedandstudied dl studies appearing
to meet inclusion criteriare retievedand reviewed in full. Thistep in theeview isnormally
completedby at least two reviewers to establish imaer reliability (Uman, 2011) It is
strongly suggestetthatboth authors keep eecordof all reviewedarticles togetherwith their
reasons for inclusion or exclusion, and it mayéguiredto contract study authors to obtain
omittedinformation needed for data poolin@.g., means, standard deviation®)e authors

may also need to determine iibslationswill be requiredKhan etal. (2003) indicate that
studies should be subjected to thorough methodological assessmeid aanthassist in
deciding whether to includée studiesnto the reviewas well as exploring the heterogeneity
of the articlesThe quality assessment of thdicles was done using the data extraction and
guality assessment fornslasgow McKay, Piette & Reynolds2001 & BlackmanZoeliner,

Berrey, Alexander, Fanning, Hill, & Estabroo913) Each article was allocated a percentage
out of 100. The ratingscoe had t hree | evel s:-70%)endkstroagd3 0 %) ;
(>70%) 1 Table 2. Studies were excluded if one component of the assessment was weak
(<30%) and if one of the interprofessional comnpetencies wasot used as an outcome of

the interventionA narrative synthesis of the included studiess carriedut.

iv.  Extract data and summarise the evidence
Data extraction by at least two reviewersvigl for establishing interater reliability and
evading data entry inaccuraciessi#nple data extractioform or tablecan be veryhelpful in
organsingthe information extracted from each reviewed study (e.g., authors, publication year,
number of participants, age range, study desigiicomes, included/excluded) according to
Uman (2011)In this studyaselfdeveloped data extraction form was used to extract the data

from the studies, using criteria that were determined prior to the data extraction phase. The data

31



extraction form was designed to extract information such as author, country, populatibn, hea
education topic, intervention aims for participants, outcomes and implications for peer
education programmes (Table 3). Reviewers compared opinions and reached consensus on the
final articles to be included in¢hreview.

v. Analyseand interpret results
A number ofstatistical programmes areavailable to calculate effects sizes for matalyses,
such as the Review Manager (RevMan) progreaandorsedy the Cochrane Collaboration,
among othersThe dfect sizes arendicatedtogether witha 95 % confidece interval (CI)
range, and presented in both quantitative format and graphical representation (e.g., forest plots).
Forest plotare ideal tavisually depict each trial as a horizontal diamond shape withtégor
representing the effect size (e.g., BMand the engboints representing both ends of the CI.
These diamonds are presented on a graph witfiddle line signifying the zero mark. In
addition, most programes are ablgo determinea heterogeneity value to indicate whether the
individual studiesarecomparableenough taassociateAs with all papers, thinal step in the
writing processcomprisesa summay of the findings and providing recommendations for

clinical work and researamaterialfor further research.

2.4.2 Understand:

The understand phasgplores the research problem through empirical methods and secondary
sources, and combines that knowledge into a form that can be easily used later in the research
process. Empirical methods includes techniques related to theimays that can be perfoed

quickly, such as observation, interviewirgyrveys, data analytics, etouring this phase
curriculum mappingvas done and aurveycarried outamongst student® gaina better

understanding of the research problem.

2.4.2.1 Survey research (Readiness fomiterprofessional Learning Survey)

According to Isaac and Michael (1997: 136)

S

have been raised, to solve problems that have been posed or observed, to assess needs and set

goals, to determine whether or ngpecific objectives have been méilso to establish

baselines against which future comparisons can be made, tseatnalyds across time, atal

describeigener al what exists, in what amoust and

three distingishing features of survey research, namely: it is tsetescribegquantitatively
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particular characteristics of a given population (normally investigating the relationships among
variables) Secondly the data collectedre usuallyfrom people and are, ¢hefore, subjective;

and thirdly, survey research uses a designated percentage of the population from which the
findings can later be genersdd back to the population as a whole.

Survey research is an especially useful approach when a researcher dé@ssribeexplain
or comparefeatures of a very large group or groups.this case, theesearcher usethe
Readiness for Interprofessional Learning Survey (RIPLSppendix G to determine the
readinesgfeature)of first year students to engage in interprofessitgahing and t@ompare
this resultto senior studendsinterprofessional learningp ascertain whether readindsas

increased over the duration of student training

2.4.2.1.1 Population and sampling

Population

The population for this study included first yeardsnts from the following disciplines
Dentistry, Dietetics, Natural Medicine, Nursing, Occupational Therapy, Oral Health,
Pharmacy, Physiotherapy, Social Work, and Sports Scieegiesered for th®rimary Health
Care(PHC) interdisciplinarymodulein the 2015 and 2016 academic year. In addition, final
year students in the following disciplinedlursing, Occupational Therapy, Pharmacy,
Physiotherapy, Social Work, and Sports Sciemea® also targeted for this aspect of the study.
These two groups of studis were selected as the participants of the study as it allowed the
researcher to determine if there was any progression in the levels of readiness along the

continuum of learning in undergraduate studies.

Sampling

Convenience sampling was used wherelatis from theabovementionedlisciplines were
invited to participate in the studsom the PHC classe# total of 798first-yearstudents was
targeted and 295 completed the questionnatekling a response rate 87% In addition,a
total of 281 senor students waspproachedand wasavailable to participate in the stydy

yielding a response rate ©00%.

2.4.2.1.2 Data collection methods and tools
A 19-item Likert scale, Readiness for Interprofessional Learning Scale (RIPLS) (see Appendix

A), adapted from Raell and Bligh (1999) (1, strongly disagree to 5, strongly agree) was used
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in this study to assess attitudes towards interprofessional education. Parsell and Bligh (1999)
divided the survey into three main areas nanefmwork and collaborationprofessonal

identity androles and responsibilitie®eachhavingnine, sevenandthreeitems respectively.

The adapted RIPLS excluded elements around patient centredti@isssasdy did not require
interaction with live patients/clients but rather focus onlte curriculum at tertiary level.
Furthermore, first year students would not have had contact with patients/clients during their
first year of studyParsell and Bligh (1999) confirmed this questionnaire to be a valid research

tool. Testretest was peoimed and Cr onbachds al pha coeffici
reliability and internal consi st eoffpontwasf t he
0.7 and the auth& confirmed face and content validity of the questionnardirmed as it

wa i nternally consistent. T h-éassCorelatibna(IC@)6 s a |
was above 0.7 in each subscale. The RIPLS questionnaire was cordfyoerso be valid

and reliable ana@ould beused to assess interprofessional readif@asgenter, 1995; Hind,

Norman, Cooper, Gill, Hilton, Judd & Jones, 2003; Horsburgh, Lamdin, & Williamson; 2001
Morrison Boohan, Moutray, & Jenkins, 200&heextended version of tHRIPLS toolhad 29
statementand did not include demographic factors.

2.4.2.1.3 Data collection procedure

A pilot study was conducted with one of the thirteen classes participating in the
interdisciplinary moduleThe researcher met with all the facilitators of the module to explain

the nature of the pilot stuénd asked them to engagith their students to attract an eagerness

to participate in this process of the research. Facilitators gave feedback to the researcher and
the class who showed the most interest was chosen to conduct the pilot study with. The
researcher had an informaticsession with the students, obtained written consent and
administered the questionnaire to the participahtsconvenient date and ting&udents were

asked to participate vahtarily in the pilot prior to the start of the mod@dimce the researcher
wanted to administer the questionnaire to the rest of the classes at the first official Teoture.

pilot study was necessary as the researcher needed to ascertain whether the students understood
the statements in the RIPLS ahthey couldrankthe staterants accordinglyusing the given

Likert scale.lt also allowed the researcher to establish the time it would take to complete the
survey, whichwould be important in negotiating slots in the other classes. During the pilot
study it was found that studeritad minor difficulty with the negativelppaded statementbut
aftersomeexplanation fronthe researcher, the students were able to complete the survey. The

researcher also found that it was importememphasiséo studentghe completon of the
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demogaphic section of the survegssome studentiiled to fill in partsof this sectiorwhich
could causedifficulties during the analysis of the survey. With some explanation before
administering the survey, these two findingere satisfactorily dealt wit. Since no major
difficulties were encountered during the pilot study and becausdurther changeswere

necessaryo the questionnairehequestionnaires were included in the main study

The researcher met with #itiefacilitators of the interdiscipiary module during their weekly
meeting to explain the nature of the research study and to requesibletimeslot during

their next class to administer the survey to all students. It was decided that the researcher would
meet with all facilitatorsn their next weekly meeting before the start of clamsrs in ordeto

train the facilitatoron how to administer the questionnaire and to become familiar with the
instrument. Facilitators would also have the opportunity to discuss or ask questiohthabo
research study. Following the training session, information sheets, consent forms and survey
sheets were given to all the facilitators in order for thebetmdministeedin their next class.

In addition,the researcher explained the study andnébed for participation to the module
coordinator, departmental representatives and heads of department beforehand. The
guestionnaires were then administered during the next interdisciplinary class by these
facilitators who hadbeentrained in the adminisition of the survey. The reseagciwas

available during this process in the event of any queriesoblemsvhich might arise

2.4.2.1.4 Data analysis

Data from the RIPLSvere capturednd analysed by Statistical Package for the Social Sciences
(SPSS) software. éording to Muijs (2004) SPSS, im all probability the most common
statistical data analysis software package used in educational research and is available at most
higher education institutions. It is fairly usielendly and extremely flexible in ternmd the

desired results required of an assortment of research studies. This does not necessarily mean
that it is the best or the only software package, but SPSS is by far the most commonly used
statistical data analysis software. It is a Windda&sed progamme, and shares many features

with other Windowshased softwareédpplicable items on the Negative Professional Identity

and Roles/Responsibilities subscales were rexayded prior to analysis in SPSS (McFadyen,
Webster, Strachan, Figgins, Brown, & Matmie, 2005). Mean scores on the RIPLS and its

four subscales were compared by dichosaehidemographic variablgscluding genderage,
discipline and yearlevel hr ou g h L i $RS&a& Hosnogeneity bf varianadrough

at test Where significat levels were less th&05, the two groups were not equal in terms of
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variances and therefore the assumption of homogeneity of variance was violated and the Equal
Variances Not Assumed statistic was ugkthe significant level was more than 0.05, tive

groups were then equal in terms of variances and the assumption of homogeneity of variance
was therefore meandthe Equal Variances Assumed statisticm Leveneds Test
(Garson, 2012). In additiorgescriptive statistics (frequency distributjoand percentages

were used to summarise demographic information and attitudes towards interprofessional

learning

2.4.2.2 Curriculum Mapping

Harden (2001) detailed two main purposes of curriculum maps in medical educktiese
were includedo make the curculum more apparent to all tletakeholdersand to show the
links between the various aspects of the curgid@urriculum maps can aid in three primary
waysaccording to Harden (2001)
1) ascertain whether the proposed material is actually being tamghwhat students
actually learn;
2) demonstrate the associations among the different key components of the curriculum:
learning outcomes, learning opportunities, content and assessment; and
3)yexamine speciyc aspects of the curriculum

and timetables, in addition to examining the curadtdm multiple viewmints

Kelley, McAuley, Wallace and Frank (2008) defingriculum as the educationlalluepint of

ary institution, school, college, department, prognaeor course.There are four different
notions that form a curricula chain of connectedness whie@mizedded within this broad
deyni ti on (&drter& 8mithson; 2001Thayrstnotionisthe intended curriculum
which is theplanned curriculumfound in course outlines or promotional material. This
intended curriculums usuallyapproved by regulatory agencies suchthes Department of
Higher Education and/or the Health Professions Cowicsouth Africa.By mappingthis
curriculum the accredii ng agencies can conyrm that what
elements of apecific degree adiploma is in fact, being delivered. Theecond notioms the
enacted curriculum or what actudtgppensn the classrooncharacterisetly course outlie).
The thirdnotionis the learned curriculum gn other wordswhat studentactuallyexperience.

T h e rnotoaid the assessed curriculunwhich students aractually assessl, with regard

to competence in the curriculuidelley, McAuley, Wallaceand Frank (2008) suggest that b
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viewing curriculumthrough these four lensescomprehensive picture can benfioifatedthat

comprisee |l ement s of desi gn, Itiglbaded on this mmethodology that e r i y
Chapter six will highlightthe Unives i t y of the Western Capeods Gi
Interprofessional Core Competency documents to report on the overlap and determine the gaps
between the two documents in the process of developing am&@El Curriculummapping

is defined asa mehod of plotting a programme to detect and highlight gaps in academia,
redundancies and misalignments for purposes of refining the overall cohererprec#ss or

set of outcomesApbott, 2014).Plaza, Draugalis, Slack, Skrepnek and Sauer (2006) explain

that curriculum mapping demonstrates the links among the different key components of the
curriculum and examining it from various perspectivess a reflection of when, how, and

what is imparted, as well as the assessment measurssdutliexplairthesuccess of expected

student learning outcomes (Harden, 2001).

The development of IPE core competencies is often seen as embedded in the hidden
curriculum. Haf f er t y and ObedD asitioad the h{d@0O Tufriculum by
highlighting fourtypes or leels of the curriculum. Thérst levelis the official curriculum

whichis normallyapproved by recognisedommittee and endorsed by tiegtiaryinstitution.

The secondevelis the informal curriculunwhich refers to the questions or discussions that
students have outside of the lecture rooms with other students or the |éldtetaird level is

the hidden curriculunwhich can generally be considered as what the university teaches
students without them generalbging aware that it is being taugfiis curriculum is at the

level of thei n s t i tulturei androltextthat shapgthe way students make sense of their

|l earning environments. T h e wthich araléssons éhateate i s t
noticeable by their absence. For examplepihing is saichbout group dynamiosithin the

formal curriculum then students may conclude that these are insignifocariéent

2.4.3 Define

According to Buchanan (1992), defining means converting an uncertain problem, which has

no current solution, into eertain problem that can be unravelled. There are many ways to
structure a research problem. The author provides the following example to demonstrate his
point. If a researcher discovers that the participants are from immigrant communities, the
researcne mi ght want to i mprove these participar
and civic education standardé there are gaps in research literature about how to influence

| ear ner s 6 c uthet theresebrchmpreldem wauld besstateca numler of ways.
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The question could be askddh ow mi ght we engage students it
An alternative questions might bé& how mi ght we teach student
documentaries about i mmi gr at i ontstpandlysethg 2 0 or
political values in Englisi8panisil a n g u a g e vy Bywsimply statmglth@ah?r odHeve A

mi ght we. . . ?0 t thegoalrers theainfirdtdamd unkndwa numiteesof goals

that could be define a suggested or consideretusion. It is essential that researchers define

a specific goalhich can be efficiently solvedearing in mind the importance of that goal to

the stakeholdersOnly after the goal hadseen clarifiedcan desigrbased research be said to

be successful onot successfullt is saidthat a novel problerdefinition can be the central
innovation that can lead to completely new kinds of solutiBaghanan, 1992)n the define

phaseof this study, the researcheasked the questiomnow might weestablish apmpriate

activities, evaluation strategies, additional core competencies and guiding principles for
implementation of IPE through a Delphi st@dy

2.4.3.1 Delphi technique

Theoretically, the Delphi procesan berepeatectontinuouslyuntil consensus is reaett. In

most instancetree rounds are claimed to be sufficient in collecting the required information
from participants (Cyphert & Gant, 1971; Brooks, 1979; Ludwig, 1994, 1997, Custer, Scarcella
& Stewart, 1999). Typically, in the first round of the Dphi processopenendedquestions

are asked which serve as the foundation in lobbying for specific information about a content
areafrom expertsin that knowledge area (Custer, Scarcella & Stewart, 1999). Once the
information is received from participantbe researcher/s need to convert this into a suitable
guestionnairewhich will serve as the survey instrument for the second round of data collection
in the Delphi process. After conducting a literature review, it is also an accepted practice to use
a stuctured questionnaire in round one of the Delphi process if basic information concerning

the specific issue is available and usable (Kerlinger, 1973).

Hsu and Sanford (2007) go on to explain, in the second round of the Delphi ptbaeas
second qu&tionnaire be sent out to participantsvho areasked to give further input on the
items summarsed by the researcher/based on the data given during the first round.
Participants may be required to rank or rate items in order to establish prionteg)st
previous data given. In this critical round, any discrepancies or agreements will be identified

(Ludwig, 1994, p. 565). Where disagreements may occur, participants may be asked to justify
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their rating priorities in the data set (Jacobs, 1996}thdfre are no disagreements, then
consensus can be reached and the actual outcomes pagsbrted tgarticipants (Jacobs,
1996).

Should the need arise for the Delphi process to progress to the third round, then each participant
will receive a questioraire, which includes all data with ratings sumnsad by the
researcher/s. Participants are then asked to review input given previously whére
necessaryto provide reasons for any statemetitat differsfrom whatwas agreed upon
(Pfeiffer, 1968, p152). Compared to round two, one can only expect a minimal increase in the
degree of consensus from participants (Weaver, 1971; Dalkey & Rourke, 1972; Anglin, 1991;
Jacobs, 1996)in this research study a Delphi study was selected as the most appropriate
technique to gather the opinions of expests designing a model for IPE curricula. The
researcher saw the Delphi techni@sea group communicationethodwhich ainsto achieve
agreementon appropriate activities and assessment practices for IPE core teoitips
embedded in curriculaThe Delphi techniquevas therefore ideas a method foreaching
consensus through series of questionnaireglministered througmultiple iterations to

accumulataelata from aglobalpanel of selectedxperts

2.4.3.1.1 Population and sampling

Selection of the appropriate participants is regarded as one of the most important phases in the
entire Delphi process as it directly impacts on the quality of the results produced (Judd, 1972;
Taylor & Judd, 1989; Jacobs, 1996). Since thedpbi technique concenteton prompting

expert views over a short period of time, the selection of participants is usually reliant on the
disciplinary areas of knowledge and skills required by the specific issue at hand (Hsu &
Sandford, 2007). As interpfessional education is a relativelgwdevelopnentarea in South
Africa, it was initially difficult to identify local experts in the field. The researcher had to
identify between fifteen and twenty participgrasid namesvere garneredrom the initial
experts identified to include a diverse group of experts as faaapossible. Following this
process, the participants madeaigroupof 29 participants. The experts in this group came
from various organisationsuch asthe Centre for the Advancement bifterprofessional
Education (CAIPE) in the United Kingdom; the University of Missouri; Stellenbosch
University (SU); the University of the Western Cape (UWC); the University of Cape Town
(UCT); the University of Pretoria; the University of Sudan; the SDamal University; the

University of Cairo; the University of North Carolina; the University of North Texas; the
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University of Kwazulu Natal; the University for Development Studies; the University of the

Free State; Curtin University; and an orgation @lled Psych Care.

2.4.3.1.2 Researchdesign

The Del phi design falls under the broad cl as
which inturn isunder the general grouping of action research methods (Vernon, 2009). Avella
(2016) reports that consensusheiques are normally applicable when there is limited
evidence or when the existiegidence conflictsvith the specific topic of interest. Delphi itself

is uniquely relevant in areas where there is little previous research or where advemiidje

be baeficial in the collective subjective judgment of experts in a particular field (Hejblum et

al., 2008). This technique has also been applied in large, multifaceted prottechsvere

vague andplagued bya lack of clarity andin situations where causatiocould not be
established (Yang, Zeng, & Zhang, 2012). Delphi is largely qualitative in nature, but it can

have a quantitative element depending on the specific application.

The basic design of this method involves gathering groups of experts withagrcéor
geographyandwho area s k e d , by means o ftoraspondutarebspecifico f A r
guestion oruestions through e-mail or other online tools (eg. Google forms) according to
Linstone and Turoff (2002). After each round of the Delphi, pigidints receive feedbadh

the group responsewhich characteristically useshe method of highlighting points of

agreement listed in order of most to least often mentioned.

Avella (2016) explains that the Delphi method historically falls into one etttypes which

di ffer by their purpose. A fAPolicyo Delphi i
to address a particular probl em,; a ACl assic
ADecivaikamgo Del phi i s isiorsneaking.tWhile éheske designtypes t t e r
may differ in purpose, the carrying out of the design can take many different fegasiless

of the purpose.

The rounds process repeats itself with the goal of decreasing the number of responses until
Aconsoenissusreached among participants (Linstol
Delphi, specifiaeactions receiviacreasing or decreasing commeitgentually resultingn a

conclusion acceptable to all. Avella (2016) states that consensus does motl@®8a

agreement, as ican be exceedingly difficult to get participants representing different
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organgations/institutions with varying perspectives and priorjtieseach agreement. Vernon
(2009) points out that a Delphi consensus typically ranges $oto 100% agreement, with
70% considered the standatdsually it seemghat early responses from participants exhibit
wide ranges of optiongut arequickly condensed after very few iterations (Fischer, 1978).

was therefore decided to adhé&rehestandard 70%n reaching consensus from participants

in this study.

Researchers highlight two typical Del phi de
Del phi . o Delphi (often referred to as fAConve
pnel experts initiate the options in respons

on the other handindicates the method whereby the initial options in response to the
researcherds questions are carhefpankll(Gustes el ect
Scarcella, & Stewart, 1999 this study a modified Delphi method was selected as the options

given bythe panebf expertshad to be carefullghoserasthey needed to link tepecificlPE
corecompetencies befoteeing presented badi the panel to research consensus.

2.4.3.1.3 Data collection methods and tools

Once all the consent forms were received, the participants were sent a link to begin the Delphi
process by completing an online questionnaire in Google Fd&msgle Forms is a free

reliable online survey tool that is portable and responses can be downloaded into a Google
spreadsheet dcomma Separated ValueSgV) f i | e f or further anal ysi
responses (Young, 2017CSV files are traditionally text files that containformation

separated by commas (hence the name) that can be saved irsértedtleed formaflhe first

section of the questionnaire included a demographic aspect whereby participants had to
indicate their discipline, years of experience in IPE, yeaellof student engagement in IPE

and the average number of students engaged in IPE per annum. The Psychology Ethics
Committee of the University of Aberdeen (PEC, 2014) posits that it is normal practice to assign

a numerical reference to participants isgarch studies for the purposes of anonymity. It was
particularly necessary in this study to tr

responses during the nawund ofthe Delphi study.

2.4.3.1.4 Data collection procedure
The questionnaire was basedl the six interprofessional core competencies identified by the

Canadian Interprofessional Health Collaborative (CIHC, 20MDereby participants were
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asked to identify activities and methods of evaluation for each competency détftain.
completing thigask,participantsvere asked taentify any additional competencies that could

be added to the list. The questionnaire was online which allowed participants to complete it at
a time and spac@ which they were comfortableThe researcher enabled sejsnn Google

Forms to be notified via emahndquestionnaires were completed by participants according

to their allocated participant numberhich enablel the panel of expert® keeptrack of the

total amount of completed questionnaires

Duringroundtwo, the researcher compiled a second questionnaire whereby participants had to
rate the activities and assessment practices most favouraiséiltdPE core competencies as
presented in roundne The scale extended from5] ranging from strongly age to strongly
disagree. The most common activity types and assessment methods were selected by the

researcher fronround one | t e ms wer e c 0 n whettethreea maes 6con

participants made the same comment. The participants were given a sgaquestionnaire

to make any further comments should they feel that the ilisinwasnot appropriate or in
alignment with comments thdyad made previously. Participants had to state whether they
agreed with the listed assessments and activitiesby tlepa st at i ng fiyeso or
were no objections and no comments made indicatiygnappropriateness of the listed items

the researcher concluded that consensus was reached at the complatiomddivo This

decision was communicated to alarpcipants in addition to gimg participants a final

opportunity dispute the decisigio which there were nobjections

2.4.3.1.5 Data analysis

The questionnaires in the Delphi process included both qualitative and quantitative aspects.
Hsu and Sandford (200Emphasse that researchers need to find a suitable process to deal
with the qualitative information collected. In this study the qualitative data in the form of
comments was read together with suggested activities and assessment practices to further
undersand the reasons for listed items. Statistics used in Delphi studies can be interpreted by
the use of a median score, which tends to be highly favoured when based ontyhé&scale

(Hill & Fowles, 1975; Eckman, 1983; Jacobs, 1996). Round two in tleiHD process
incorporated a rating scale and the median scores for each core competency indicated

consensus among the participants.
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2.4.4 Conceive

A plan for the solutioo the research probleim normally drétedat this stage of the process
This involvesvisualigsng a solution andjuestioningvhether itwill be effective The researcher

has not committed to implementing the design dutmg phase, but rather creates a-non
functional, symbolic or graphical representation that allows rdmearcherto aralyse
conceptuallythe solution by determining the components of the design and how they might
work together. Researchersnay also develop theoretical products (diSessa & Cobb, 2004)
such as design arguments (Van den Akk8g9), the underlying principgeof which may be

of different levels of complexity (Buchanan, 200&hd from communication to artifacts,
services and systems (Penuel, Fishman, Haugan Cheng & Sabelli, 201dayyTtigference
between the conceive and build phase is between thatafaeptual plamhibited only by
theresearche 6 s knowl edge and twhiahisatdehst partiatlyouncionalt e pr

andcontrolledby a medium.

At this phase,the researchehas numeroustools for planning, sketching andodelling a
resarchdesign. These tools allovesearcherso test theresearchdesign against their own
knowledge and theory, to identify problems and improve solutions before committing to

implementation in a particular medium, which can be diffiadstly andime-consuming.

During this phase the IPE model was conceptualised. The Leicester Model of Interprofessional
Education (IPE), outlined by Lennox and Anderson @0®@as used as a guideline for this
study (Figure 2.2). This model is ideal as it shows the atal setting within the overall
health and social care curriculum in the Faculty of Community and Health Sciences (FCHS).
The outer circle of the model represents professpetific learning and the middle circle
refers to the core competences shardt wtherprofessions, whickan be learedas a shared
learning experience or in uprofessional situations, for example, communication skills. The
inner circle represents interprofessional learning in which students learn about, with and from

one anotheto improve collaboration and the quality of care (CAIPE, 1997).

Figure 2.2: Leicester Model of Interprofessional Educatigihennox & Andersor2006)
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Core Learning
profession-specific knowledge,
skills and attitudes

Uni or Shared Learning
generic knowledge,

skills and attitudes

IPL
preparation for
working in teams
in practice

The remaining two phases will not be part of this aede studyand arehighlighted as a
recommendation to be testedtive future. Thephasesare described beloto highlight what

they entailand to create a complete picture in the DBR process. The phases are:

2.4.5 Build

During this phase, researchers impletmidie solutions. Once the research design has been
conceptualised, the researcher can implement the research design in a form that can be used.
Thisimplementation coulte of lower or higher fidelity depending on the stage of the research
project and thequestion that the research designer wants to exam, which may be about a
specific aspect of the educational intervention, or whether the educational intervention as
conceptualised can achieve the research aim. A specific research design must be employed to
achieve an aim andbecause a research design is never entirely completed, every

implementation provides a model that can answer questions about whether the aim has been
achieved.
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2.4.6 Test

In the test phasegsearchersvaluate theffectivenes®f the ®lution. Iterative usetesting
involves testingconsecutiveversions of the design at increasing levelseadability. Early
testing of theesearctplans produced in the conceive phasatreson questions of relevance
and consistency artien onexpected practicality, with expedriticismsand walkthroughs.
Later testing on prototypeseatedn the build phase focus on questions of actual practicality

and effectivenessising 11, small group, field trials and theilternativegTessmer1993).

Testing often uses formative evaluation, whielm quickly reject bad designBhis increases
the probability of finding an effectiveresearchdesign that can be verified later through
summative evaluation. Someesearchersconsider themargin between fomative and
summative evaluation the point at which dedigisedresearch endsind the sciences of the
artificial (Simon 1996), or in this case, rigorous evaluation testihgtrong causal claims of
design principles, beginsBoth forms are considereehlid forms of testing in DBR. Testing
provides theesearchewith critical feedback about the success of tegearchdesign and the
validity of the theoretical propositions. It tells tresearchewhether theesearctdesign has

achieved its practicalnd theoreticahims for a particular study

2.5 Conclusion

This chaptehasoutlined the methodology that was employed in the research study, which was
a mixed methods research approach. The specific research design wadbdssthresearch
(DBR) as this was best suited to the aim of the study, which was to develop a model for IPE
for the Faculty of Community and Health Sciences at UWC. The six iterative phases of DBR
provided the structure for the study, which included phase one (Facsygdtematic revig,

phase two (Understand) a Readiness for Interprofessional Learning Survey (RIPLS) and a
curriculum mapping exerciséhase 3 (Definelncludeda Delphi study; phase four (Conceive)
development of an IPE model; and phase five (Build) and phase six\{fresh) did not form

part of the study. In the next chapter, the process of the systematic review will be discussed.
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CHAPTER 3
PHASE 1: FOCUS

3 SYSTEMATIC REVIEW

3.1 Introduction

In Chapter Three, the process of a systematic review is outlined. The purposdwitng a
systematic review is to determine how interprofessional interventions are used to develop core
competencies amongst undergraduate allied h
inclusion and exclusion criteria, methods of the reviewpraipal tools, data extraction

methods, results and discussion are outlined below.

3.2 Background

Interprofessional education (IPE) has been identified as a key aspect in transforming health
professionsd education to addrheatthsprofedsiens f r agr
curricula. The intention of an interprofessional approach to health anebe®ly is to provide

optimum client care, diminish duplication of services, address the gaps in service delivery and

to overcome adverse consequences to miatid=or this reason an extensive interest has
developed in IPE in undergraduate programmes globally. However, implementation of IPE
programmes that equip students with core competencies, remainallenge for higher

education institutions, and obtainimag understanding of successful interventions would be

helpful (Frenk et al., 2010).

Various reviews on IPE have been conducted previously. Reeves et al. (2016) recently
published an update to a previous BEME review done in 2007. The aim of this update w
highlight the evolving nature of the IPE evidence through inclusion of 25 new IPE studies. The
new studies were included with the original 21 studies from the earlier review to form a
comprehensive data set of 46 higiality IPE studies. Inrelationo Bi ggobés (1987)
the updated review found that many of the presage and process factors in the model, identified
from the previous review, were reinforced in the newer studies. In regard to the products
reported, the outcomes from the includeddsts are much more positive. The additional
studies propose that students react well to IPE, their attitudes and perceptions of each other

improve, and they indicate increases in collaborative knowledge and skills. Reeves et al. (2016)
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further reportedhat a smaller degree of evidence shows changes in behaviour, organisational

practice and benefits to patients/clients.

In another review conducted by Munro, Felton and Mcintosh (2002), it was concluded that
despite the fact that several studies have Ipedatished on interprofessional education, the
methodological rigour of the studies did not allow the authors to accurately interpret the impact
of IPE on professional practicélattick and Bligh (2003)conducted a systematic review
focusing on interprofesmal learning involving medical doctors and although methodological
rigour was identified as a concern, the value of IPE and practice was still considered important
to be an answer to improving health outcomes. Hammick, Freeth, Koppel, Reeves and Barr
(2007) thus conducted a review that focused on identifying and reviewing the strongest studies
that evaluated IPE in order to classify the outcomes and report the influence of context on them.
It was reported by the authors that IPE initiatives are gegenadll received and enable
improvement in knowledge and skills in the area of collaborative work. Most of the reviews
conducted at this stage have a strong oadiocus. Olson and Bialocenkski (2013)
conducted a review with a focus on allied healthgssionals. The authors reported that most

of the studies reviewed focused on determining feasibility of IPE interventions and the extent
to which interventions improved readiness for interprofessional practice. The authors also
highlighted that transferdliy of interventions across professions, institutions and countries
may not be as easRReeves, Zwarenstein, Goldman, Barr H, Freeth, Hammick & Koppel
(2009) provided an update of Hammick et al. (2007) and reported that the more recent
interprofessionaltadies indicated that learners still reacted positively to IPE with outcomes
such as improved knowledge, attitudes and skills to collaborative pratbwever, the effects

of IPE on changes in behaviour, organisational practice, and benefits to paieniss/
remained a challeng&he ongoing importance of the significance of IPE to collaborative
practice and ultimately to healthcare processes and outcomes, cannot be overemphasised.
These health outcomes can be achieved only if there is success opdeyebmpetencies in

the graduated.hus, when facilitating interprofessional collaborative practice it is important to
identify the core competencies that students would need to develop or adhere to when working
in interprofessional teams. The identifismle competencies for IPE are combinations of skills,
knowledge and values/attitudes that are required when working across professions. Barr (1998)
defined eightcompetences required to work collaboratively (Table 3.1). These were later
redefined by theCanadian Interprofessional Health Collaborative (CIHC, 2010) into six

competency domains (Table 3.1), followed by tierprofessional Education Collaborative
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Expert Panel (IECEP, 2011) summarising these domains into four (Table 3.1). For the purposes
of this systematic review, the core competencies described by the CIHC were found to be most
extensive and were used during the literature seafthisscurrent review aims to assess and
describe theintervention strategies used to develop and evaluateprofessional core

competencies in students.

Table3.1: Core competencies for IPE

Barr (1998) CIHC (2010) ICCEP (2011)

Roles and responsibilities | Interprofessional communicatior Values/Ethics for
Interprokessional Practice
Recognise and show respg Patient/client/family/community | Roles/Responsibilities

for ot her s|centredcare
responsibilities, competen(
and constraints

Ability to recognise anq Roleclarification Interprofessional
observe the constraints | Communication
oneds own di g

Being able to evaluatl Team functioning Teams and Teamwork

services, effect change
improve standards, proble
solve and resolve conflic
during various interventions
The ability to assess, pla| 5. Collaborative leadership
provide aml evaluate carg
with fellow professionals fol
individuals, and caregivers
Being able to endur{ 6. Interprofessional condf

limitations, differences| resolution
ambiguities,
misinterpretations an|

autonomous  changes
fellow professionals

The ability to enter intq
interdependent relationship
teaching and supporting oth
disciplines, learning ani
being sustained by them
Being able to facilitatg
interprofessional cas
conferences, meetings, teg
working and networking
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3.3 Methods

3.3.1 ReviewQuestion

A specific, targeted review question was formulated identifying the population, intervention
and outcomes that the review would evaluate (Khan g2@01). The PICO (Population,
Intervention, Control and Outcomes) format igvidely known strategy that breaks down a
research question into four components, facilitating the identification of relevant information
on a specific topic (Aslam & Emmanuel, 2010). It was necessary for the population to include
undergraduate studentsrndhe allied health sciences. The intervention (I) needed to be in the
form of an interprofessional programme delivered over a period of time as part of a particular
curriculum. The outcomes (O) of the study needed to incorporate elements of the six
interprofessional core competencies as highlighted by the Canadian Interprofessional Health
Collaborative (2010)The review question was thusow are interprofessional interventions

used to develop the core competencies amongst undergraduate allied healthesged st ud e n:

3.3.2 Search Strategy

A comprehensive search was conducted in databases and specific journals such as Ebscohost
(Academic Search Complete, ERIC), Directory of Open Access Journals (DOAJ), PubMed,
PubMed Central, BioMed Central Journal, Sciebgect and Journal of Interprofessional Care

for the period 2002015. These sources were selected by the researchers because they were
found to have the most references to interprofessional education at the time of the review.
Manual searching of referendists was undertaken and articles referred to the author by
experts in the field were included. Search terms were constructed after a review of relevant
literature and included terms such as core competencies for interprofessional collaborative
practice this phrase was used as a search item because many reviews have been done on IPE
but not on IPE core competencies). Other terms includéerprofessional collaboration, and
undergraduate health sciences students (such as: Dietetics, Occupational Therapy,
Physiotherapy, Social Work, Natural Medicine, Sports Science, Nursing, Pharmacy, Dentistry
and Oral Health).
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3.3.3 Inclusion Criteria

Criteria for inclusion into the study were: (i) publications in the English language; (ii)
publication dates between 2005 &2l 5; (iii) qualitative studies; (iv) quantitative studies
Studies, which generally focused on IPE programmuese considered but if they did not have

development of core competencies as an outcome, they were excluded from this study.

3.3.4 Methods of the Review

Initially the search was conducted by GCF and the abstracts and titles were screened by the
same researcher. The initial search yielded 2 519 articles for interprofessional collaboration.
The second search included interprofessional core competemhieb,yielded a total of 916
articles, which were used as the sample. The next phase was to remove all duplications and
irrelevant articles from the data and a final sample of 16 studies was retrieved. Additional
articles were added from expert souraes) which was inclusive of the 16 studies identified.

The citations for the 16 articles were retrieved and were independently read by GCF and JMF
to determine if they could be included in the systematic review. A further eight articles were
sourced fromtie reference lists of the articl@de titles and abstracts of the identified literature
were screened by two independent reviewers, using the inclusion criteria as indicated in the
next section. The full text of all potentially relevant articles waseretd by one reviewer

(GCF) and then screened by another reviewer (EM), using the same criteria in order to
determine the eligibility of the papers for inclusion in the review. The second reviewer was
given all the articles and, through data extractiors, alde to verify those which met the criteria

for the review. Both reviewers independently identified seven articles that met the inclusion
criteria of the review at this stageclusion into the final systematic review was based on the
methodological quay of the study.

3.3.5 Methodological Quality Appraisal

The quality assessment of the articles was carried out using the data extraction and quality
assessment forfppendix I] (Glasgowet al, 2001 & Blackman et al., 2013ach article

was allocated a peentage out of 100. Theat i ng score had three
moderate (30%) and strong (>70%) Table 3.2. Studies were excluded if one component

of the assessment was weak (<30%) and if one of the interprofessional core competencies was
not used as an outcome of théemvention. A narrative synthesis of the included studies was

drawn up.
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Table3.2: Scoring sheet for the critical appraisal

Author 1/2|3|4|5|6|7|8|9|10|11 12|13 |14 |15 |Scoring
Bridges et1 12|02 (02|02 /0|1 |2 |1 |O |1 |0 |60%

al., 2011
Van derf,2 (1|12 /121|201 (1|1 |2 |1 |1 |1 |0 |86%
Wielen et
al., 2014

Addy etal, 1 |2 (1|2 /020|221 |1 |1 |1 |0 |1 |80%
2015
Irichetal,j]2 (212|202 |2 (2|22 (1 (1 (1 (0 (0O |80%
2015
Huls et al,j1 |1 (1 |1|0(2|0 (2|21 (1 (1 (O |0 (0 |67%
2015
Kim,2015 {1 (0O (1|1 |12 (1|20 |2 |1 (O (O (O |O (O |53%
Nicely et/1 |O]|O0O|2(0O|2|02|/0|1 |O |1 |2 |0 |0 [47%
al., 2015

3.3.6 Data Extraction

A self-developed data extraction form was used to extract the data from the studies, using
criteria that were determined prioo the data extraction phag@ppendix H) The data
extraction form was designed to extract information such as author, country, population, health
education topic, intervention aims for participants, outcomes and implications for peer
education programmég3able 3.3). Reviewers compared opinions and reached consensus on

the final articles to be included in this review.
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Figure 3.1: Review process
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Table3.3: Data extraction form

clinical laboratory,
medical radiation
physic, nurse
anaesthetists,
pat hol ogi
assistants,
psychology,
physician
assistants,
medicine dentistry,
pharmacy, nursing
physical therapy
clinical and health
psychology, publig
health and healt
professions,
nutrition graduate
students, students

veterinary medicine

communication,
service  learning
evidencebased
practice, and quality
improvement
Improve Health &
Wellness  among
children

students to work
collaboratively

Author Country | Population Health Education | Intervention Aims | Outcomes Implications For Peer | Core
Topic For Participants Education Programs Competencies
Bridges et| United 3 Universities: patient care, The 3 programme] The results shov The following aspects wer Communication
al., 2011 | States ofl 480 first year| interpersonal an( have different that students wer| highlighted for futurel skills  and team
America | students communication components, ie able to work| programnes: administrativg interaction

3 500 students skills, and| didactic  sessiong collaboratively on support, programmati

2 300 students professionaism, servicelearning & | different tasks ang infrastructure, committed §

Disciplines: patientcentred clinical at various levels. | experienced staff an

allopathic and care, with emphasi| components. The acknowledgement of stude

podiatric medicine| on team interaction components expe( effort.
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Van der| Virginia | 8 health science] A Case study by { To identify the| Students can Four core benefits 0 Role clarifcation
Wielen et| Common | students student led group | understanding engage in interdisciplinary  collaboratior
al., 2014 | wealth behind the| interdisciplinary | and involvement developed:
Univer- motivation for| collaboration the development of knowledg
sity, USA developing g from a student| and skills, interprofessiong
student group an{ initiated apprach| networks, professiona
the core benefits g and competence, and role clarity.
group involvement.| likely improve the
care of future
patients
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3.4 Results

Of the 16 articles, the reviewers identified seven articles that met the criteria for the review
following methodological appraisélable 2). The excluded nine articles made no reference to
interprofessional core competées; did not focus on students and/or were reports that had no
interventions attached to them. Articles included in the review included all information from
the seven categories in the data extraction tool, which are author, country, population, health
edication topic, intervention aims for participants, outcomes and implications for peer

education programmes.

When reflecting on the articles, the authors needed to consider the aims and objectives of the
review, which were: To what extent do interprofesaio programmes incorporate
interprofessional core competencies as part of the outcomes among allied health students?
The article by Bridges, et al. (2011) describes three best practice models which were
implemented for allied health students across diffethigher education institutions. The
interprofessional competencies highlighted in these programmes were interprofessional
communication; teamworlkand identification of other health professions that could be of
benefit to the clientOther competencieadluded working with other health professionals to
effect change in current practice; respect for the roles of others; collaboration with others to
assess, plan, provide and review care; confliahagement skills; interprofessional leadership;
identifying and overcoming barriers to interprofessional collaborative practice; and facilitation
of interprofessional forums and seminars on topics of interest across professions (Bridges et
al., 2011). Interprofessional core competencies were focussed on a raileapproach to
patientcentred care, with special emphasis on team interaction, communication, service
learning, evidencéased practice, and quality improvement. The programere based on

three separate components, namely: a didactic componentja$earning component, and

a clinical component, through which competencies were instilled.

The van der Wielen, et al. (2014) article included students freaith disciplines, including
medicine, pharmacy and health services research, who forméaehélealth Professionals
Alliance (IHPA), an official student organisation to nurture interdisciplinary collaboration
within their university. The ultimate goal of IHPA was to encourage collaboration among
health professional students studying at Vili@ommonwealth University (VCU), with a

specific focus on community engagement. The interprofessional core competencies highlighted
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in this study were: the development of interprofessional knowledge and skills; the
establishment of interprofessional neti& role clarity; and developing an appreciation and
value of other health professional programmes in addition to an improved appreciation of
communication, collaboration and teamwork to improve patient &ae er Wielen et al.,
2014) A studentled intiative by six health professional students led to the development of the
Inter Health Professionals Alliance (IHPA) to address the gap in interdisciplinary training in
their education. This forum identified four fundamental benefits of interdisciplinary
collaboration, which included the development of knowledge and skills, professional networks,
professional competence and role clarity. The main aim of IHPA was to encourage
collaboration among health professional students with a focus on community eegagem
Since this is a student initiative, there are no assessments attached to this initiative, which

includes monthly outreach projects and discussions around topics.

The University of South Carolina implemented an introductory interprofessional course f
more than 500 students from the disciplines of public health, social work, medicine, pharmacy
and nursing. The course entailed three live class meetings and online coursework with a
curriculum which entailed exploring concepts related to social detamsirof health and
health disparities, health system improvement, patient safety, cultural competency, and ethics
to address interprofessional educational core competeraey,(Browne, Blake& Bailey,

2015) Although the ore competencies by the IECERene adopted for this module, the
competencies focussed on were: values/ethics for interprofessional practice,
roles/responsibilities, interprofessional communication, and teams and teamwork. Students
were required to complete an online esfecourse evaluson with items designed to address
course objectives and specific coucsmtent learning areas. This introductory course will
continue, as there are plans to develop an advanced course asthislinstitution. The long

term effects of IPE were not reported on, although there were plans mentioned to develop

advanced courses in IPE.

Irlich et al. (2015) highlight the Group Medical Visit (GMV) model from the Codapeversity
Hospital Urban Health Institute in Camden, New Jersey. The focus is on healthcare delivery to
underserved patients with diabetes mellitus, wherély atients are each scheduled for an
hourlong visit. The healthcare team comprises an endolagist, a clinical pharmacy faculty
member, an advanced practice nurse (APN), a licensed practical nurse (LPN), a medical

assistant, and a behaviourist. These patients are then interviewed by an APN, an LPN, or a
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clinical pharmacist (referred to as naaigrs) through a progression of questions relating to
diabetes, hypertension, and dyslipidaemia which is captured within the electronic health record.
Each member of the team has a specific role to play which is followed by the presentation of a
healthrelated topic of a prplanned curriculum of pharmacy students. Interprofessional core
competency domains included in the curriculum are: values and ethics for interprofessional
practice, to promote mutual respectesanthd sha
responsibilities and those of other professions to appropriately address healthcare needs of
patients, interprofessional communication, and teamwdith, Kaufman& Ganetsky, 2015)

The programme is seen @fective in that it instills specificore competencies in the team.

This initiative hassince thenbeen adoptedy staff and the respective institutions and
healthcare facilities. The programmwl continue to bepart of a module and will take place

every year as part of student training. The lemgn effects of the programmes on students

were, however, not reported on. No assessment methods were mentioned.

Huls et al. (2015) describes a geriatric clargsat the Radboud University Medical Centre in
Nijmegen in the Netherlands. The authors argue that most learning takes place in clinical
hospitals but at the same time nursing home environments can provide a suitable learning
environment in which to gaicompetencies in geriatric medicine. The study reported that the
nursing home differed from the hospital in three aspects: interprofessional learning and
collaboration was more evident; the limited resources available in nursing homes stimulated
students tdbe creative, and students reported having greater autonomy in nursing homes
compared with hospitals, where more extensive educational supervision is prélited¢

Rooij, Diepstraten, Koopman& Helmich, 2015) The study reachedhe intended target
population, which were the students. It was effective in that it instilled specific core
competencies (communication and role clarification) in students during a clerKstigp.
initiative hassince therbeen adoptetly staff, the respective institutions and placement site/s
(hospital or nursing home). The programmes are part of the Wumcand take place during

the studenfsixth year of study where they have a mandatory geriatric placement. The study
reports on perceived benefits and learning opportunities (specifically related to autonomy and
social learning) trough reflection witrstudentsilt is hoped that other learning institutions will

adopt this approach throughout the Netherlands.

Kim (2015) states that interprofessional collaborative care has verified improved outcomes for

patients, providers and the health care systenriirsB Columbia, which indicates the need
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for advancing interprofessional education. One such stuies@n initiative for service
learning are studemtin clinics (SRCs), the concept of which lends itself to developing specific
interprofessional core agpetencies such as: team functioning, role clarity, interprofessional
communication, and conflict resolution (Kim, 2015heTstudy reachethe intended target
population, which were the students. It was effective in that it instilled certain core
competencies in students through studentclinics (SRCs). These programmes have been
adoptedoy staff and by their respective institutions, although the authors report that there is no
evidence that SRCs effectively develop IPE competencies. The programmes are part of the
curriculum and take place every year even though there are curragtfgweSRCs in Canada.

The longterm effects of the programmes on students were, however, not reported but are

definitely seen as a vehicle for meaningful IPE experiences for students.

Nicely and Fara (2015) report on senior level nursing students whaba@ted with
interactive media studies (IMS) students with the aim of designing a virtual reality simulation

in a module for disaster management and triage techniques (Nicely & Fara, 2015). This module
was carried out over a fivweek period and studentised Google Docs, Google Groups, and
Google Hangouts to remain in contact with each other outside of classroom times. An open
ended survey questionnaire was administered at the end of the module and it was found that
responses were strongly positive mberprofessional education, teamwork, and simulation as
learning modalities. fie study reachetthe intended target population which were the students.

It was effective irthat it instilled specific core competencies in students through virtual reality
simulation (VRS). These programmes have been adbytsiff at their respective in&ttions

and will continue to take place as part of their curriculum. The-feng effects of the
programmes on students were not reported on as VRS is seen as an emerging teaching

methodology.

3.5 Discussion

This review has systematically identified glolbaterventions that specifically focus on
instilling interprofessional core competencies. It is evident from the literature that several
interprofessional interventions have been proposed but very few specifically focus on
promoting interprofessional coremmpetencies. The discussion will cover three key areas that
emerged during the review below: iR context, ore competencies addressed using various

strategies andsaessment strategies.
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3.5.1 IPE Context

Bridges et al. (2015) describe the IPE and collabmmatraining curriculum of three
universities, the Rosalind Franklin University of Medicine and Science, the University of
Florida and the University of Washington. The proposed models have different aspects with
respective learning outcomes. These comptnare: a didactic programme, a commuity
based experience and an interprofessigsimbllation experience. The three institutions
describe facultyted initiatives that include common elements and the outcomes from these
initiatives have led to successflE experiences for students. Lessons learnt from these IPE
initiatives include opportunities for students to experience, share and practise elements of
responsibility, accountability, coordination, communication;operation, assertiveness,
autonomy and nrual trust and respect. In the second article, Virginia Commonwealth
University describes a studeled initiative to address the gap in their training by forming the
InterHe al t h Professional s6 Al |l i anc éeasedlhéaRhA) .
outreach projects and campbssed activities that expose students to an assortment of issues
related to the various health disciplines (van der Wielen et al., 2014). This can be advantageous
as the initiative comes from the students in this instance, whieh riflection of their
commitment to their learning needs. Students will automatically put in more effort if they are
in control of their learning. Addy et al. (2015) describes another faladtinitiative whereby

the University of South Carolina (USC)alslished an interprofessional education committee.
This committee was mandated to facilitate and provide IPE learning and dearnciag
opportunities to students from more than 20 schools and colleges. Tswopapproach is
another method of impleamting IPE initiatives, ensuring maximum participation from all
faculties, departments and schools. With a directive from a formalised body, in this case a
committee, it leaves little room for ngparticipation from staff and students. The Cooper
University Hospital Urban Health Institute in Camden, New Jersey, uses Group Medical Visits
(GMVs), as another faculhed initiative whereby a clinical team sees eight to twelve
patients/clients for an hodong visit to help them manage their diabetes mellitine am
constitutes an endocrinologist, a clinical pharmacy faculty member, an advanced practice nurse
(APN), a licensed practical nurse (LPN), a medical assistant, and a behaviourist (Irlich et al.,
2015). This model is different to the above models wheeeuniversity partners with service
providers in the field for a collaborative practice experience. This experience can be seen as
modelling the desired method of healthcare delivery in an interprofessional manner. Huls et al.
(2015) describe one of tleeght medical schools, viz. the Radboud University Medical Centre
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Nijmegen, that offers a compulsory practical component in geriatric medicine. This geriatric
practical component at the Radboud University Medical Centre Nijmegen is facilitated by
fifteen dverse nursing homes and nine hospitals established in the southeast of the
Netherlands, where another facdligyl initiative is described in a specific setting linked to a
practical component of the curriculum. This IPE experience is incorporatedétearning
outcomes of a specific curriculum which ensures 100% participation of students. The fifth
example is a studeied initiative whereby students gain valuable skills in studentclinics
(SRCs) in British Columbia, providing ideal opportunititr IPE among health care
professional students with a large percentage of ageing residents. These SRCs are based at
community health centres and provide services for the underprivileged (Kim, 2015). It is not
clear if the SRCs count towards clinical h®or learning outcomes but the actual opportunity
provided is ideal for gaining practical skills in a réfd setting. It is also not clear what faculty
involvement there is in these SRGkcely and Fara (2015) reported on a facidt initiative
wheresenior level nursing students collaborated with interactive media studies (IMS) students
with the aim of designing a virtual reality simulation in a module for disaster management and
triage techniques in Ohio. It is clear from the literature that boitlestled and facultyled
initiatives for IPE learning experiences are advantageous to students. A variety of learning

opportunities allows for more competencies to be instilled into students.

3.5.2 Core Competencies Addressedsing Various Strategies

At the three universities that Bridges et al. (2015) highlight, the didactic programme has a
specific focus on interprofessional team building skills, knowledge of professions, patient
centred care, servidearning, the influence of culture on healthcare delivand an
interprofessional clinical element. The second component, the comrbasigl experience,
validates how interprofessional collaborations afford service to patients and how the
environment and availabil ity ©®heintermafessiomac es i m
simulation experience defines clinical team skills training in both formative and summative
simulations used to cultivate skills in communication and leadership. The IHPA from the
Virginia Commonwealth University identified four coetency domains that were lacking
from their current educational curriculum, including the development of knowledge and skills,
professional networks, professional competence and role clarity (van der Wielen et al., 2014).
Addy et al. (2015) describe thereocompetencies focussed on by USC: values/ethics for

interprofessional practice, roles/responsibilities, interprofessional communication, and teams
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and teamwork. The clinical teams associated with the Cooper University Hospital Urban Health
Institute in Gimden, New Jersey, ascribe to the Core Competencies forpinfessional
Collaborative Practice, from the Interprofessional Education Collaborative, as cited in the
Accreditation Council for Pharmacy Education (ACPE) standards. These domains are values
and ethics for interprofessional practice to promote mutual respect and shared values,
knowl edge of onedés own roles and responsibil
healthcare needs of patients in the appropriate manner, interprofessionalr@oation and
teamwork (Irlich et al., 2015). Huls et al. (2015) mention two main competencies that that were
prominent in the geriatric practical aspect: viz. communication skills and interprofessional
collaboration (teamwork) skills. Students partatipng in the SRCs have the opportunity to
improve their competencies in team functioning, role clarity, interprofessional communication
and conflict resolution, according to Kim (201%®icely and Fara (2015) report on the
competency domains of interpro$ésnal collaboration and communication which are fostered

throughdidactic learning and clinical skills.

3.5.3 Assessment Bategies

Rosalind Franklin University of Medicine and
pass/fail modules for their IPE pnroga mme s . The University of F
Family Health course is part of a bigger course in terms of grading and credits. In order to
receive a pass score, students from the University of Washington participate in training
simulations and denmstrate acceptable performance in the summative assessment simulation
(Bridges, et al., 2011)The IPE initiatives at the Virginia Commonwealth University was
studentdriven to bridge the gap in their curriculum and therefore none of the activities had an
assessment attached to it (van der Wielen et al., 2014). The University of South Carolina (USC)
introduced a foundation IPE class as an elective module for students. No assessment strategies
were mentioned in the research study, but students were askahptete an online enaolf-

course evaluation in alignment with the course objectives and specific course content (Addy,

et al., 2015). The Cooper University Hospital Urban Health Institute in Camden, New Jersey,
makes use of Group Medical Visits (GMVs) whley their students form part of medical teams

to gain practical experience. No assessment strategies were discussed in this paper as the focus
was on the structar of the IPE experience (Irlickt al., 2015). The geriatric practical
component at the RadbdWwniversity Medical Centre Nijmegen study explores what students

perceive as the main learning outcomes in a hospital or a nursing home, and explicitly addresses
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factors that may stimulate or hamper the learning process. Therefore no assessment strategies
were mentioned in this study as the focus wa the learning process (Hasal., 2015). In

British Columbia another studedtiven community service initiative is emerging that
enhances IPE. This initiative is studeah clinics under the supervisiofhealth professionals
providing health services to the underprivileged communities. The paper describes this
initiative, and no assessment strategies were discussed (Kim, 2015). At two universities in
Ohio, the nursing students and students in the Dmpatt of Interactive Media Studies
collaborated on a joint module and made use of summative assessments and course
examinations to assess comprehension of course content, as well as to enhance IPE core

competencies (Nicely & Fara, 2015).

No studies have le&m done in South Africa. From the review it is clear that although the
interventions were found to be methodologically rigorous, when they were systematically
reviewed for their strengths and weaknesses they were found to have limitations. Some of the
main limitations identified were that not all interprofessional core competencies described by
the CIHC were incorporated into programmes. These core competencies have also not been
widely accepted by the advocates of interprofessional education; not gidt@ammes
implemented were credit bearing; there appeared to be a general lack of administrative support;
widespread buwyn from academics across institutions; acknowledgement of student
participation in new and innovative interprofessional programmksskaof committed staff

and budgetary constraints.

As this is a developing field in academia, when evaluating the effects of the intervention it is
evident that there is a lack of studiesthe literature.In addition, when reporting on the
intervention it is important that followup information is provided in order to be able to
measure future adoption and maintenance of intervention programmes. This will assist future
researchers in understanding whether interventions have impacted on behaviougal chan
which one should be able to see in practice, ultimately resulting in a transformation of the

health system.

3.6 Conclusion and Iimplications for Practice

The aim of this review was to assess and describmtdrention strategies used to develop

and evéuate interprofessional core competencies in studédnerall, the articles that formed
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part of the review mention various types of activity to instill interprofessional core
competencies. These activities include: IPE classroom simulations, IPE iigsyredrvice
learning opportunities, studenin clinics and IPE clinical practice. The gaps in these articles
reflect that these activities are not linked to a framework that would guide the understanding
of IPE development over the continuum of learniaggd that these activities appear to be
initiatives from faculty champions. Only Irlich, Kaufman and Ganetsky (2015) use the term

O6model 6 to describe the group medical visits

In addition, most of the articles hmwo assessment strategies attached to their IPE initiatives

and only two institutions ma padicipat®min framing of ob
simulation through demonstration of acceptable performance in a summative assessment.
Another instiution includedsummative assessments and course examinations to assess
comprehension of course content. This review emphasises the need for a clear curriculum
framework which highlights the IPE outcomes, activities and assessments in alignment with

IPE core competencies at each year level. The next phases of the study will attempt to address
the gaps in the literature by describing the process undertaken in developing an IPE model for

a South African university, as there was no literature found foctmtext. The next phase of

the research study focuses on the readiness of first and -bmmbrstudents for

interprofessional learning.

68



CHAPTER 4
PHASE 2: UNDERSTAND- SURVEY

4 READINESS FOR INTERPROFESSIONAL LEARNING

4.1 Introduction

During thisphas of the study the researcher ai med
interprofessional learning. Chapter Four endeavours to determine the readiness of students for
interprofessional learning, and describes the specific methodology that was doifoareler

to collect and analyse the data gathered, the results of the data collection and, finally, a

discussion of the results.

4.2 Background

Many current qualitative research studies have featured the significance of interprofessional
practice and edutian (Honan, Fahs, Talwalkar & Kayingo, 2015; Furness, Armitage & Pitt,

2012). Based on the core competencies of interprofessional practice, research has highlighted
how enhancing these competencies can improve patient outcomes (Baggs, Schmitt, Mushlin
Mitchell, Eldredge, Oakes & Hutspot®99 Puntillo & McAdam, 2006). According to Furness,

Armitage and Pitt (2012), improving communication and understanding of professional roles

can result in less errors in patient care (Furness, Armitage & Pitt, 20b2Y. highlight that

positive team experiences can minimise destructive stereotyping, facilitate understanding of
roles and responsibilities, and increase <cor

member.

Thistlethwaite (2012) states that paftthe motivation for an IPE approach during tertiary
education is to prepare students to be able to work with other professionals, to understand roles
within their respective health systems and to be grounded intiaaed care delivery before

they gradute, rather than expecting them to steer through this complexity once they are
clinicians. Traditionally there appears to be an implied expectation that health professional
students will automatically work together successfully as team members once thast afe

the workforce. If the expectation of students is to learn about teamwork and professional roles,
and to be prepared for collaborative practice, it would appear both logically and educationally

compulsory, that teamwork is included in health preifasal curricula and also to explore
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critically the most effective method of delivering learning activities to promote future
collaboration (Thistlethwaite, 2012). Consequently the need to integrate IPE into training
curricula has become widely acceptedrbgher Education Institutions (HEIS). In light of its
importance, the prospects for learning with and about other healthcare professions is absent in
many HEIs training programmes, and the integration of effective IPE into curricula has much
room for impovement (Interprofessional Educational Collaborative, 2011; Greer, Clay, Blue,
Evans & Garr, 2014).

Many barriers have been described in the literature that hinder the implementation of
successful IPE programmegheyinclude structural and organisatainconflicts related to
programme length and size, institutional support, geographic separation, faculty expertise,
scheduling conflicts and varied assessment methods and learning needs (Honan, Fahs,
Talwalkar & Kayingo, 2015; Furness, Armitage & Pitt, 20Hammick, Freeth, Koppel,
Reeves & Barr, 2007; Horsburgh, Lamdin & Williamson, 2001). On the other hand,
discrepancies in student attitudes towards IPE may be the leading barrier. While a number of
factors influence the effective implementation of IP&sddine student attitudes are among the
most significant factors influencing positive outcomes. These baseline attitudes can be
grounded in an assortment of factors, including age, work experience and gender. Furness,
Armitage and Pitt (2012) emphasise ttlmerely bringing together students from diverse
backgrounds and training programmes is insufficient to overcomexmeng attitudinal
barriers when considering the mixed success of past interventions. Parsell and Bligh (1999)
emphasise that it is becamg more and more important for educators to have an understanding
of student attitudes towards IPE prior to curricular design, and to take into account the
differences in values and beliefs of students. Van der Wielen, Do, Diallo, LaCoe, Nguyen,
Parikh etal. (2014) claim that very little is known about readiness for and attitudes towards

IPE among healthcare professional students at the start of their training.

Although we understand the importance of interprofessional education in driving health
professi onsé6 education, and the value it provi
othersé professions, the successful i mpl emer
key stakeholders, namely the students, being ready to engage. In lystedtari Stalmeijer,
WidyandanandScherpbier(2016), it was reported that medl students in Indonesia did not

want to share knowledge with other health professionals and thus opposed the concept of IPE.

Al-Eisa et al. (2016) indicate in their stuitiye readiness of undergraduate healthcare students
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for IPE and emphasise the need to implement shared learning. In a study conducted in America,
it was found that, although healthcare professional students demonstrated a readiness for
interprofessional k@rning, there were differences in the baseline readiness of the students and
this could influence the implementation of programmes (Talwalkar et al., 2016). All of these
recent studies indicate the need to identify studesdiness for interprofessionalueation as

it could influence the programmes and activities designed. This study differs from previous
studies as it aims to assess students in their first year of study, prior to exposure to
interprofessional learning opportunities in their course ahystand final year students who

have been exposed to interprofessional learning opportunities.

4.3 Methodology
4.3.1 Context of IPE at UWC

Teaching modules in the Faculty of Community and Health Sciences at UWC, where health
professionals are trained, tend to becigbline-specific and thus taught in isolation of each
other. This has resulted in health professionals having little knowledge of the role of other
disciplines. UWC then made a conscious decision in 1999 to embrace the ideology of the
Primary Health Carapproach that emphasises that a team of health workers and community
members plan and carry out programmes together. It therefore became essential for different
professionals to understand what each team member could do so that they could work together
effectively. This led to the introduction of the fingear interdisciplinary modules, which aimed

at providing students with a solid foundation in the interdisciplinary approach. All students
entering the Faculties of Community and Health Sciences (FCHEPantistry undertook
common firstyear courses that highlighted interdisciplinarity. The first year course now
includes communitpriented learning from the start, with exposure of students to health and
social problems of communities at the primary ¢avel. The firstyear courses equip students

for active roles as members of the health team. As students move into the more discipline
focused years of training, their interdisciplinary commubigged practice experience
becomes one of sharing sites fowilti-disciplinary team activities. The emphasis and
philosophy of the communitpased learning process at all year levels, including at secondary
and tertiary levels, is rooted in the Primary Health Care Approach. These courses have been
planned jointlyby staff from a number of health and welfaetated departments at UWC in

the Faculties of Community and Health Sciences (FCHS) and Dentistry. The courses are

compulsory for all health science students and serve as a foundation for all other
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interdisciplnary courses which are offered in the second, third and fourth year of training
(Filies & Waggie, 2016).

4.3.2 Study Population and Sample

Population

The study population consisted of first and senior year level students registered for the 2015
and 2016 academyear. The study included all firgear students registered for a Primary
Health Care module from the disciplines of Dentistry, Dietetics, Natural Medicine, Nursing,
Occupational Therapy, Oral Health, Pharmacy, Physiotherapy, Social Work, and Sports
Sciences. The total population of first year students was 798. Disciplines pursued by the senior
students included Nursing, Occupational Therapy, Pharmacy, Physiotherapy, Social Work, and
Sports Sciences.

Sampling

Convenient sampl i npgarticipatsg inutliseaspect obthe sts@ppethddxn t s 6
D). The number of first year students (n=295) and senior students (n=281) who completed the
guestionnaire and made up the sample for the study, was 576. The response rate for first year
students was 37%4% females and 26% males), while the response rate for senior students
was 100% (71% females and 29% males).

4.3.3 Design

Survey research was selected as the most appropriate design for this part of the study, as
outlined in Chapter 2, because it allows tbgearcher to describe or explain features of a very

large group or groupdt is a method for quickly gaining
population of interest to help prepare for a more focusedejnth study using timmtensive

methods such as-depth interviews or field research (Aliaga & Gunderson, 2002).

4.3.4 Data collection tools

A 15-item Likert scale, Readiness for Interprofessional Learning Scale (RIPLS) (see Appendix
G), adapted from Parsell and Bligh (1999) (1, strongly disagree to Bgbtragree) was used

in this study to assess attitudes towards interprofessional education. The RIPLS questionnaire
was confirmed to be valid and reliable and able to be used to assess interprofessional readiness
(Parsell & Bligh, 1999).
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4.3.4.1 Description of theprincipal factors of the RIPLS questionnaire

a) Teamwork and collaboration
The statements in this subscale signify a strong belief that learning together is valuable in a
number of ways. Six of these items are concerned with the attainment and usefuieass of
working skills and three statements with the need for constructive relationships between
professionals and other health care students. They can be grouped into two clusters: effective
teamworking and relationships with other professionals. The gasinstatement in the group
is "Learning with other health care students will help me become a more effective member of
a health care team'. The second strongest statement is "Patients would ultimately benefit if
health care students worked together toespatient problems’, followed by "Shared learning
with other health care students will increase my ability to understand clinical problems’, and
"Communication skills should be learned with other health care students'. The fifth statement
making up the @bscale is "Tearmworking skills are essential for all health care students to
|l earné followed by "~ Shared | earning will hel
clusterdés statements (Relationshiagdeamingd h ot h
with health care students before qualification would improve relationships after qualification’,
“Shared learning will help me to think positively about other professionals' and "For small

group learning to be successful, students neadisband respect each other'.

b) Professional identity
Seven statements contribute to the second subscale, which relate to both positive and negative
features of professional identity. These can be clustered into two groups: negative professional
identity and positive professional identity. The negative cluster is dominated by two items; the
first is *I don't want to waste my time learning with other health care students' and "It is not
necessary for undergraduate health care students to learn togeth#rird’hem is "Clinical
problemsolving skills can only be learned with students from my own department'. The second
cluster under this subscale is loaded with positive statements, which are "Shared learning will
help me communicate better with patientsl aother professionals', "I would welcome the
opportunity toworkonsmathr oup projects with other health
will help to clarify the nature of patient problems' and "Shared learning before qualification

will help me to becme a better teasworker".
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¢) Roles and responsibilities
There are three statements in this cluster. The first is "The function of nurses and doctors is
mainly to provide support for doctors'; this is followed by the negatively loaded statement “I'm
not surevhat my professional role will be'. The last statement in this cluster is | have to acquire

much more knowledge and skill than other health care students'.

4.3.5 Data Collection Rocess
4.3.5.1 Piloting

The research instrument (RIPLS) was piloted with one of teedim classes participating in

the interdisciplinary module.

4.3.5.2 Administration process

The researcher met with all facilitators of the interdisciplinary module during their weekly
meeting to explain the nature of the research study and to request a tanasigptheir next

class to administer the survey to all students. It was decided that the researcher would meet
with all facilitators in their next weekly meeting before the start of their classes to train the
facilitators on how to administer the questiaire and to become familiar with the instrument.
Facilitators would also have the opportunity to discuss or ask questions about the research
study. Following the training session, information sheets, consent forms and survey sheets were
given to all thefacilitators in order for them to administer the forms in their next class. In
addition, the researcher explained the study and the need for participation, to the module
coordinator, departmental representatives and heads of department beforehand. The
guesionnaires were then administered during the next interdisciplinary class by those
facilitators who were trained in the administration of the survey. The researcher was available

during this process in the event of any queries or problems which might arise

4.3.6 Analysis

Data from the RIPLS was captured and analysed by Statistical Package for the Social Sciences
(SPSS) software. According to Muijs (2004), SPSS is, in all probability, the most common
statistical data analysis software package used in edudatsearch and is available at most
higher education institutions. It is relatively u$eendly and extremely flexible in terms of

the desired results required from an assortment of research studies. This does not necessarily
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mean that it is the best tre only software package, but SPSS is by far the most commonly
used statistical data analysis software. It is a Windoaged programme, and shares many

features with other Windowisased software. The RIPLS questionnaire in this research study
was furtheranalysed by exploratory and inferential data analyses which will be explained

below.

4.3.6.1 Exploratory data analysis

Cox (2017) claim that exploratory (descriptive) data analysis attempts to recognise the key
features of a data set of interest and generatesepts for further study. When compared to
confirmatory (inferential) data analysis, the focus is more on model specification, parameter
estimation, hypothesis testing and firm decisions about the data set. Exploratory data analysis
further attempts to exaine and exhibit observed data in a fairly straiginvard manner,

which does not require the obligation of a prior model or hypothesis. Tukey (1977) emphasises
that a distinction between descriptive and inferential statistics is essential. The following
components of exploratory data analysis were used:

a) Descriptive statistics: Hebl (2014) explains descriptive statistics as numbers that are
used to summarise and describe research information. The word "data" is used for this
research information, which clouhave been collected from experiments, surveys,
interviews, focus groups, historical records, etc.

b) Data visualisation: Data was presented in a visual form (e.g., table form) to highlight
and communicate the findings of the research.

c) Central tendency: Wiin the table, the average or most typical values were indicated
to show the distribution. The most common measures of central tendency were

indicated through the median and the mode.

4.3.6.2 Inferential data analysis

Inferential data analyses are techniques rfaking generalisations about features of a
population, based on a sample, e.g. Correlatibestt Chi square, ANOVATukey, 1977)
With regard to the analysis of the RIPLS questionnaire, thesfTwas used, which is
appropriate as it compares the meafisvo sample groups, in this case, first year and senior
level student groups. Within thet&st analysis, statistical significance is reported on as well

as correlation:
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a) Statistical significance: St ati s istical al SiC
test that is being executed. The statistical test varies depending on the levels of
measurement of the variables, and the objective of the research or hypothesis. There are
sever al di erent tests but t hedollowmd:l) have
One Null Hypothesis: The null hypothesis typically states that there is no relationship
between the variables being tested. The null hypothesis is already determined and
grounded in the method being used. Most null hypotheses state thatbste or
number is equivalent to another statistic or number. ii) One Alternative Hypothesis: The
alternative hypothesis usually states that two or more variables are somehow related.
Like the null hypothesis, the alternative hypothesis has alreadyde&smined, based
on the method being used. The alternative hypothesis is the opposite of the null
hypothesis and usually states that one statistic or number is not equal to another statistic
or number.

b) Correlation: Correlations tell the researcher if theables are connected and also the
direction and strength of the association. Correlations only range -ftotlm 1. A
correlation of 0 implies that the variables are not related. A positive correlation specifies
a positive association (an increase ire orariable leads to an increase in another
variable), while a negative correlation specifies a negative association (an increase in
one variable leads to a decrease in another variable). The closer a correlatitrois to
1 the stronger is the associatibetween the variables.

Table 4.3 shows descriptive statistics of the readiness for interprofessional learning for the total
sample, first and senigre ar l evel students. Leveneds te
homogeneity of variance in the analysisttod survey in the study. When significance levels

were less than 0.05, the two groups were not equal in terms of variances and when the
significance levels were more than 0.05, the two groups were considered equal in terms of
variances. In a case wherewsptions of homogeneity of variance were violated, it meant that
there were unequal wvariances and the value wu
assumptions of homogeneity of variance were met, there were equal variances and the value
used wasf or 6equal variances assumed?®d. Wi th rec
statistics (frequency distribution) and percentages were used to summarise demographic

information and attitudes towards interprofessional learning.
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4.4 Results
4.4.1 Demographiclnformation

The results in Table 4.1 show that the mean age of the students in the first year group was 21,
22 years while the mean age for the senior students was 23.46 years. The gender composition
was unequal, with female students comprising 74% (n=2idb)rale students 26% (n=74) of

the firstyear student sample group. The senior student population comprised 71% (n=198)

female students and 29% (n=83) male students.

Table4.1: Demographic information of studnts

No. of I*'year No. of senior Gender distribution of participants

students per students per

discipline discipline 1styear students | Senior students

Frequency | Percent| Frequency | Percent| Female | Male Female | Male
Dent 32 10.8 - - 27 5 - -
Diet 8 2.7 40 14.2 6 2 33 7
Nurs 61 20.7 47 16.7 45 16 12 35
OccTh | 17 5.8 56 19.9 15 2 53 3
OralH |10 3.4 - - 8 2 - -
Pharm | 40 13.6 21 7.4 25 14 17 4
Physio | 20 6.8 36 13.1 16 4 25 11
SoNM | 14 4.7 - - 4 10 - -
SRES |15 5.1 27 9.6 10 5 13 14
SW 32 10.8 54 19.1 3 28 45 9
Total 216 74 198 83

295 100.0 | 281 100.0 74%) | (26%) | (71%) | (29%)

4.4.2 Results of the Readiness for Interprofessional Learning Survey (RIPLS)

Two variables were used to determine significance in the RIPL sugexnder and disciplines.
Readiness for Interprofessional Learning scores indicate that students are definitely more
responsive at the senior level, as compared to theybest level. RIPLS scores were
statistically greater in senior male students (F=1.74, p=0.01) for the subs€akemwork and
Collaboration, indicating more readiness for shared learning. For senior female students there
was statistical significance in the subscales of Positive Professional Identity (F=0.002, p=0.02)
and Teamwork and Collaboration (F=0.006, p20.0 Table 4.2 below indicates that both

student groups understand the importance of developing a positive professional identity within
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the context of a team approach to health care. No significant impact was noted for the subscales
of Negative Professiohddentity and Roles and Responsibilities with regard to gender

differences from first to senidevel students.

Table4.2: RIPL subscales and scores

Teamwork and collaboration
Participants N Minimum  Maximum |Mean Std. Deviation
First year level 287 2.33 5.00 4.3546 41907
Senior year level 277 2.89 5.00 45086 |.39281

Negative and positive professional identity
Negative firstyear 1, qq 1.00 5.00 3.8472 | 74497
level identity
Positive firstyear g, 1.00 5.00 3.9460 |.65778
level identity
Negative senioyear |, g, 1.00 5.00 3.9952 | 73322
level identity
Positive senioryear |-, 2.00 5.00 41432 61968
level identity
Roles and responsibilities

Firstyear level 287 1.00 4.67 3.1626 |.56432
Senioryear levé 281 1.33 5.00 3.1922  |.58507

With regard to significant differences in specific disciplines from first to séev@l students,
scores again indicated that students are more ready at a-lsgelofor interprofessional
learning. RIPL scores indicatew significant differences between first and senior students in
the following disciplines: Dietetics, Occupational Therapy, Pharmacy, Physiotherapy, Social
Work, Dentistry, Oral Health, Natural Medicine and Sports Sciences. The only significant
differencewas noted in the Nursing discipline for the subscale of Teamwork and Collaboration
(F=2.812, p=0.003).

When comparing significance between first and seleieel students it is useful to refer to
Table 4.3 below.
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Table 4.3: Comparison of Readiness for Interprofessional Learning from First Year

Students and Senior Level Students

Total Sample 15 Year Senior Students
Students

Scales Mean SD Mean SD Mean | SD t p
Negative Professiong 3.920 0.742 | 3.847 0.745 | 3.995 | 0.733 |-2.386| 0.017
Identity
Positive Professiong 4.042 | 0.646 | 3.946 0.658 | 4.143 | 0.620 | -3.676| 0.000
Identity
Teamwork and 4.430 0.413 | 4.355 0.419 | 4509 | 0.393 | -4.504| 0.000
Collaboration
Roles and 3.177 | 0.574 | 3.163 0.564 | 3.192 | 0.585 |-0.613| 0.540
Responsibilities

For negative professional identity, the hypothesis was rejected and it can be concluded that
there is a significant difference between first and seygar level students (0.02 < 0.05). The
hypothesis for positive pfessional identity was rejected and it can be concluded that there is

a significant difference between first and setyiear level students (0.00 < 0.05). With regard

to teamwork and collaboration, the hypothesis was rejected and it was concluded ¢hiat ther

a significant difference between first and sefyiear level students (0.00 < 0.05). In the last
category, roles and responsibilities, the hypothesis was not rejected which indicates no
significant difference between first and seryear level studes (0.54 > 0.05). The results
show that senior students are more ready for learning interprofessionally compared to first year

students.

4.5 Discussion

Based on the findings of this study, various key results emerged which focused on a willingness

to collaboate, the year level and the influence of gender and exposure to IPE activities.
Findings from the current study showed that the students valued collaborative learning with
other healthcare professional students, as well as sharing experiences with ether th
Numerous studies have observed that health science students are inclined to report positive
attitudes towards interprofessional education in general (Twsdbbe et al., 2003; Pollard et

al ., 2004). There are médnpudef nngehnenal of tth
Mladinic, and Otto (1994) as an overall evaluation towards a specific target. The target in this

case is interprofessional learning. It is usually understood that an attitude includes three distinct
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components: cogtive, affective and behavioural (Rosenberg & Hovland, 1960). This is
important to know in curriculum development because cognitively students learn, read, see and
hear about the positive aspects and importance of interprofessional collaboration (IR§) duri
related courses. Furthermore, they experience IPE and IPC in a manner that results in positive
affect, having the students collaborate interprofessionally on a task that allows them to
experience positive emotions. Although studies suggest that thiv@adtitude towards IPE
diminishes over time, early IPE experiences can have a positive impact on students' willingness
to continue learning together throughout their professional training (Anderson & Thorpe, 2008;
Horsburgh, Lamkin & Williamson, 2001}t is therefore important, when designing IPE
curricula, to include a range of teaching and learning activities along the continuum of learning
SO as to maintain this positive attitude towards IPE. Studies indicate that students whose
undergraduate traing included an interprofessional curriculum, tended to be more confident
as graduates about their skills in communication, interprofessional relationships and
professional engagement with others (Anderson & Thorpe, 2008). Considering the significance
of atitudes toward learning and the resulting behaviours, critical learning outcomes should be
geared towards the understanding of student perceptions and attitudes regarding
interprofessional learning, teamwork and collaboration with other health profesgieabérd

et al., 2004). Therefore, when designing the interprofessional model, a baseline needs to be
established whereby measuring points are clearly determined for each IPE programme at all

year levels.

Another significant subgroup findingwasthérat i onshi p bet ween the st
all subscales in RIPLS. Senior students scored higher than the younger students, meaning that
they agreed more often with items in the survey, stressing the values of teamwork and
collaboration, professionaentity, and roles and responsibilities. This indicates that students
had become more ready for IPE learning from their first year of study progressively into their
senior years. AEisa et al. (2016) claims that the difference between the two studemptsgro

could be due to senior students having had the experience ofteatkervices and having
learned about interprofessional work during clinical practice, unlikeyigat students. There

is an expectation that first year students would have nogbawhkd knowledge or readiness
toward IPE. Curran, Sharpe, Forristall and Flynn (2008) state that health professional students
should be exposed to positive role modelling throughout their education, which in turn
develops values for interprofessional cbbiaation. In terms of curriculum development,

exposure and immersion in experiences and practice placements that promote these values
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should be included throughout the learning continuum. Another mechanism is to incorporate
in the development of an IPE meldhe creation of gmortunities whereby senior students can
interact with junior students through various activities that will allow them to share experiences
and hopefully become positive role models. Interprofessional collaboration is touted as a
signiycant sving and eegeyingfheatth systams, and, as such, it has become
critical for students to develop competencies which will enable them to become highly effective
team members (Currat al, 2008). Furthermore, sindgst year students are still developing

a professional identity, it would possibly make sense to focus on generic teamwork
competencies without consideration of the different roles of each professional group
(Horsburgh, Lamdin & Williamson, 2001). Poldre (1998) supports this initial focus on
teamwork and reports that barriers to teamwork include a lack of knowledge about the roles of
different health professionals. Horsburgh, Lamdin and Williamson (2001), on the other hand,
state that literature is not clear on when the introduction to differefiessional roles would

be most useful. Harden (1998) provides some guidance by stating that an approach should be

adopted which will be most appropriate for the stage of learning at which the students are.

Gender seemed to influence the scores in thdyswith females valuing professional identity,
teamwork and collaboration. Many studies have found that females tend to have a more positive
attitude to interprofessional learning than their male counterparts. Coster et al. (2008) suggest
that the diffeences in learning styles between the genders can be explained through females
being more receptive to IPE. In particular, women tend to accentuate listening, understanding
and trusting the views of others while learning. This should be viewed as a pasjtieet

during curriculum design and, although it is a global phenomenon, that there are more female
health professions students and that interprofessional groups should include both genders.
Another reason offered for the gender differencestaat menappear to besocializedinto

being more technically competent, while women are socialized tarimee respectful and
humangKerssensBensing &Andela, 1997)According to Karell (2017) wmen tend to view
communication as a path to create friendships anld belationships while men tend to
communicate to negotiate for power, seek wins, avoid failure and offer adackar as
possible, interprofessional learning groups should not be exclusive to one gender. However,
further study is still needed to compend the impact gender has on readiness for IPE and how

to apply this information to the design of IPE curricula.
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The final significant subgroup finding was the discipline which had the least exposure to the
current IPE activities in the faculty and hadignificant lower score on the Teamwork and
Collaboration subscale. Hertweck, Hawkins, Bednarek, Goreczny, Schreiber and Sterrett
(2012) offer an explanation for this finding by stating that these students are educated in the
medical model. They furthexplain that possibly some students are attracted to the physician

who influences their opinion on the value ¢
students on a team. Tanaka and Yakode (2005), in addition, found that medical students were
signifi cantly | ess positive toward | PE than othe
a possible reason for this finding is that the nursing discipline does not form part of the second
year | evel | PE curri cul umpnmenthfialtcore comgetenciess o0 n
in relation to students from other disciplines who are participating in IPE activities at each year
level. This means that those students with more exposure to all the current IPE activities agreed
more often with statementbout the value of working with other health care students. This

may indicate that students participating in all IPE activities viewed and experienced
interprofessional interactions more often and had a better opportunity to attain IPE core
competencies.nl terms of curriculum design, it was necessary to design additional learning
opportunities for nursing students to foster a more positive attitude to teamwork and
collaboration. It was also important for the nursing students to participate in all IPHEesctiv

under the guidance of the IPE model suggested in this study.

Hertweck et al. (2012) state that the RIPLS scale seems to measure attitude rather than
behaviour, and is by no means a measure of interprofessional practice, and determining the
effect d a longterm interprofessional curriculum on both attitudes and behaviours could be
advantageous. The findings from this study *h
readiness for learning interprofessionally increases with regard to profdsgiemtity,

teamwork and collaboration. The research findings show no significance with regard to roles

and responsibilities in both student groups. There is a consistency across three subscales for
the two groups of students in that they recognise theflie of shared learning and that the
attainment of teamwvorking skills is beneficial in becoming health professionals, it is beneficial

to patient care and possibly could enhance working relationships.
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4.6 Conclusion

It is evident from the discoveries algthat four key findings emerged and that these included
the influence of gender, year level, exposure to IPE activities and willingness to collaborate.

It is important to note that interprofessional learning and the learning outcomes to be achieved
at any stage of a curriculum, are factors that need to be considered when designing an IPE
model. The scaffolding approach (Frantz & Rhoda, 2017) to interprofessional learning is
therefore a vital consideration in determining the correct timing to learrt #moulifferent
professional roles. Other authors advise that learning about different professional roles should
be introduced only when students can participate in joint clinical practice or at a postgraduate
level (Harden, 1998). Although undergraduaterprofessional learning is qualitatively
different to postgraduate level, opportunities can be created for undergraduate students to
consider the various professional roles. This can be done throughgsomall work or

problembased case studies with iaterprofessional focus during curriculum design.

Based on the findings of this study, it is therefore essential that academics in the FCHS have a
broad understanding of the IPE curriculum, as students will attain different competencies at
each yeatevel aligned to specific content. This scaffolded approach to learning cannot be left
to chance and needs careful design to ensure that students attain competence in all IPE core
competencies when reaching their final year of study. These competenci¢s heeadigned

to the appropriate selection of activities that will demonstrate the level of competence which
needs to be assessed through suitable methods. This type of curriculum with its specific
activities and assessment methods, should be packadedform of an IPE model to create a

clear understanding of the type of health profession graduate that will be produced. The next
phase in the research study will describe the process undertaken to determine the most
appropriate activities and assessmemactices in this regard in consultation with a panel of

experts.
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CHAPTER 5
PHASE 31 DEFINE

5 DELPHI STUDY

5.1 Introduction

Chapter Five outlines the defined phase of the study. During this phase a Delphi study was
used to reach consensus on the mostoggpate activities to use in an interprofessional
curriculum that would assist in instilling interprofessional core competencies in allied health
students, together with the applicable evaluation methbads.following sections will be
discussed in thishapter: background to the study, methodology, results from round one and

two, discussion of the findings and conclusions.

5.2 Background to the study

The overall objective of any health professional curriculum is to ensure that the knowledge,
skills and attiudes of the students are influenced by the curriculum and to instil these attributes
into the students to help them becora&pable, compassionate and inquisitive health
professionalsMcKean, Budnitz, Dressler, Amin and Pistoria (2006) highlight the faed
medical educators to align their learning objectives with the core competencies if we are to
ensure that the students achieve a degree of competency. Currently, in interprofessional
education, it is not always clear which activities may be used titdéeithe development of
interprofessional core competencies. However, it is our understanding that, if health
professional students are exposed to the interprofessional core competencies effectively, it may
result in health care professionals who haveingproved understanding of interprofessional

practice, thus improving practice within their specific disciplines.

Competencies are being used gradually by many professions to comprehensively describe ideas
such as interprofessional collaboration (Woéthvell, Vanstolk, Bainbridge & Nasmith,

20009) . A good example i1is the Royal Col l ege
coopetency framework which has been embraced
chiropractors, paramedics, physician assistants, family physicians and veterinarians. The
College of Health Disciplines (CHD) at the University of British Columbia (UB€Leint i y e d

a need for a commonly set of interprofessional competencies as a method to integrate IPE into
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their present health professional curricula. The process that the CHD followed was to review

the educational literature associated with competéasgd education and existing
competency frameworks. They then consulted with curriculum developers to identify a specific
process as a method to comprehensively inform curricula on the integration of interprofessional
education. Wood, Flavell, Vanstolk, Bainlg@land Nasmith (2009) state that the development

of a comprehensively appropriate interprofes
this process. Using this framework as a foundation, the CHD compared and contrasted current
interprofessional, diggline-s peci yc and core competency fr am
Di scussions with the curriculum and | PE expe
a Competency Framework for Interprofessional Collaboration. This framework was designed

to inform curriculum development at the University of British Columbia for health and human
service professionals throughout the continuum of learning, from undergraduate level to
continuing professional development. As related to this study, the panel ofsexp@ugh a

Delphi study, assisted in the development of an IPE model which informed curriculum

development at the University of the Western Cape.

In order to meet the needs identified in the curriculum development, this study used a Delphi
approachd identify teaching strategies that aim to develop interprofessional competencies in

undergraduate healthcare students. The study is significant in that it goes beyond not only
identifying teaching strategies, but also looks at assessment strategieslithbeaused. These

strategies could, in turn, form a crucial aspect in developing the IPE model.

5.3 Methodology
5.3.1 ResearchDesign

The Delphi method is a research design that usually involves approximately three rounds of
surveys that are distributed to a plamfeexperts, with each round being informed by responses

to the previous oneThe Delphi process can be continuously repeated until consensus is
reached. In this study the Delphi method was useeéach consensus on the most appropriate
activities and asessment methods to use in an interprofessional curriculum that would assist
in instilling interprofessional core competencies in allied health students. The opportunity was
also used to gain additional information from the t panel of experts on guidnugpjes for

IPE curriculum design, as well as their viewpoints on additional IPE core competencies as

professed in the literature.
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5.3.2 Panel Rarticipants

Selection of the appropriate participants is regarded as one of the most important phases in the
entireDelphi process as it directly impacts on the quality of the results produced (Judd, 1972,
Taylor & Judd, 1989; Jacobs, 1996). Since the Delphi technique concentrates on prompting
expert views over a short period of time, the selection of participantsa#iyuseliant on the
disciplinary areas of knowledge and skills required by the specific issue at hand (Hsu &
Sandford, 2007). As interprofessional education is a relatively developing area in South Africa,
it was initially difficult to identify local expes in the field. The researcher had to identify
between 15 and 20 participants and names were garnered from the initial experts identified, so
to include as diverse a group of experts as possible. Following this process, the participants
made up the groupf 29 participants. The experts in this group came from various
organisations, both local and international. International organisations included: the Centre for
the Advancement of Interprofessional Education (CAIPE) in the United Kingdom; the
University of Missouri; the Suez Canal University; the University of Cairo; the University of
North Carolina; the University of North Texas; Curtin University in Australia; the University

for Development Studies in Ghana; and the University of Sudan. South Afrsi#ations
included Stellenbosch University (SU); the University of the Western Cape (UWC); the
University of Cape Town (UCT); the University of Pretoria; the University of Kwazulu Natal;

the University of the Free State; and Psych Care in Pietermaritzburg

5.3.3 Procedure

All the identified participants and experts in the field of Interprofessional Education (IPE)
received an invitation letter via email containing information regarding the current Ph.D. study
and a request for their assistance as an expi iireld of IPE (Appendix B). A consent form

was attached to the email, which needed to be completed and returned to the researcher, should
they agree to participate in the study. Once all the consent forms were received, the participants
were sent a linko begin the Delphi process by completing an online questionnaire in Google
Forms. The first section of the questionnaire included a demographic aspect whereby
participants had to indicate their discipline, years of experience in IPE, year level ot studen
engagement in IPE and the average number of students engaged in IPE per annum. The
Psychology Ethics Committee of the University of Aberdeen (PEC, 2014) posits that it is
normal practice to assign a numerical reference to participants in research fiudies

purposes of anonymity. It was particularly n
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in order to verify their responses during the next round of the Delphi study. The questionnaire
was based on the six interprofessional core competendentified by theCanadian
Interprofessional Health Collaborative (CIHC, 2010) whereby participants were asked to
identify activities and methods of evaluation for each competency domain. Participants were
asked at the end of the questionnaire to ifieany additional competencies that should be
added to the list. The questionnaire was sent online, which allowed participants to complete it
at a time and space in which they were comfortable. The researcher enabled settings in Google
Forms to be notifi@ via email when questionnaires were completed by participants according

to their allocated participant number and, by this method, the panel of experts could keep

track of the total number of completed questionnaires.

Prior to the Delphi Study, thesearcher presented the two (CIHC, 2010 & Interprofessional
Education Collaborative Expert Panel, 2011) competency documents to faculty who
collectively decided to use the six competency domains outlined by CIHC (2010). The
participants in the Delphi Studhad to review the combined six competencies liste@GIBiC

(2010) and the two additional competencies suggested by an Interprofessional Education
Collaborative Expert Panel (2011), and to list any other competencies as additional information
for the rese@her. For the purposes of this study, the focus is primarily on the six competencies
listed by CIHC (2010), together with the additional core competencies of the Interprofessional
Education Collaborative Expert Panel (2011), ie. Values/ethics for infegsional practice

and roles and responsibilities for the sake of compreheriR@mmd one required participants

to list as many activities as possible to instil each of the eight core competencies into
undergraduate students. While listing activitiesythad to think of different assessments that

could be used to evaluate the different competencies.

Duringround two, the researcher compiled a second questionnaire whereby participants had to

rate the activities and assessment practices most favotwab#til IPE core competencies as
presented in round one. The scale of reply extended from one to five, ranging from strongly
agree to strongly disagree. The most common activity types and assessment methods were
selected by the researcher fromandonel t ems wer e considered as 6c
more participants made the same comment. The participants were given a space on the
guestionnaire to make any further comments should they feel that the items list was not
appropriate or in alignment witlomments they had made previously. Participants had to state

whet her they agreed with the | isted assessme
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Since there were no objections and no comments made indicating inappropriateness of the
listed itens, the researcher concluded that consensus was reached at the completion of Round
two. This decision was communicated to all participants, in addition to giving participants a
final opportunity to dispute the decision, of which there were none.

5.3.4 Analysis

The questionnaires in the Delphi process included both qualitative and quantitative aspects.
Hsu and Sandford (2007) emphasise that researchers need to find a suitable process to deal
with the qualitative information collected. In this study the qualiéatiata in the form of
comments was read together with suggested activities and assessment practices to further
understand the reasons for listed items. Trustworthiness of the data was ensured by using
Gubads (1981) four criteria of trustworthine
i) Credibility
The researcher adopted appropriate, snaxtbgnised research methods, which were
familiar to the culture of the participating institution and used random sampling of
individuals serving as participants in the study; triangulation was done by tlé use
different methods, and different selected participants were used for different phases of
the research study in varying contexts. Detailed descriptions were given of the
background to the study and memibecks of data collected were done in the Delphi
study by allocating numbers to participants and getting them to confirm data
i) Transferability
The researcher provided background data in the study to establish the specific context
and gave a detailed description of the phenomenon in question, to allgarisons
to be made with other/similar institutions.
iii) Dependability
Different methods used in this study allowed for overlap and integration in order for
the development of an IPE model-depth methodological description was given in
chapter two, which &ws this study to be repeated.
iv) Confirmability
Researcher bias was reduced through triangulation of the data and all assumptions and
beliefs of the researcher were outlined in each chapter; shortcomings in the
methodology of the study and their likely effe are listed in the final chapter of the
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study, as limitations and an-depth methodological description is provided so as to

allow integrity of research results which can be scrutinised by experts in the field.

Statistics used in Delphi studies canibterpreted by the use of a median score, which tends

to be highly favoured when based on a Likgpte scale (Hill & Fowles, 1975; Eckman, 1983;
Jacobs, 1996). Round two in this Delphi process incorporated a rating scale and the median
scores for eachote competency indicated consensus among the particifantsnominal
categories were formed to report the data from the Likert scale used by the researcher. Strongly
Agreed and Agree were combined and Disagree and Strongly Disagree were combined for the
purposes of reporting the findingSreen (1982) suggests that at least 70 percent of Delphi
participants need to rate three points or higher on a four point itjfertscale to reach

consensus on subject matter.

Figure 5.1 provides an overview of thelpra process in this study. This figure outlines the
process from the recruitment of the participants (panel) up to the point where consensus was
reached.

Figure 5.1: Process of the Delphi study
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5.4 Results

During the first round of invitations, 29 participants were invited as experts in IPE to participate

in the Delphi study and 11 consented to participate, yielding an initial response rate of 37.93%.

As a result, the researcher had to expand the expert gataddase and invite additional
participants in order to have between 15 and 20 participants, as Ludwig (1997) indicates that
Aithe majority of Delphi studies have used be
able to source the database of thelgdarmed African Interprofessional Network (AfrIPEN)

and invited an additional forty potential participants. From the 40 potential participants, 20%

agreed and gave consent to participate in the study (n=8).

From the two sets of imitations a total of & participants consented to engage in the Delphi
study, thus vyielding a response rate of 18/69 (26%). In round one, all 18 (100%) experts
participated and in round two, 16 (88.88%) of the experts completed the questionnaires in the
Delphi process. All 18 articipants that had agreed to participate in the study, were invited to
both rounds to provide feedback and comments. Participants were assured of anonymity and
only by the use of a participant number could the researcher keep track of which participants
completed their questionnaire. The participants who did not complete the process were
encouraged to complete it by means of a courteous reminder through an email every second

week.

5.4.1 Demographic details

The demographic profiles of the 17 participants aesgnted in Table 5.1. They comprise 47%
females and 53% males and are from the following disciplines: nursing (n=4), physiotherapy
(n=2), social work (n=1), medical doctors (n=5), occupational therapy (n=1), education (n=1),
senior lecturers (n=2) and aeBn Emeritus (n=1). The minimum years of experience in IPE
was three, and the maximum was 26 years. The year level of students participating in various
IPE activities in whichthe participants were engagédcluded all year levels in both
undergraduate amubstgraduate programmes. The average number of students engaged in IPE
activities by participants per annum ranged from 15 up to 2 100. One of the participants with
extensive experience, does not engage with students in his current role but has written

extensively about IPE and is one of the pioneers in the field of IPE.
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Table5.1: Profile of participants

Gender Profession Years Of Year Level Of Average Number
Experience Student Of Student
Involvement Involvement Per
Annum
Male Social Work 26 n/a n/a
Male Dean Emeritus 20 Postgraduates 50
Female Physiotherapy 20 39and 4 25
Female Occupational 5 157 4t 150
Therapy
Female Education 19 1stand 4" >300 (Ftyr), 8 (4"
yr)
Male Physiotherapy 5 1stand 2¢ 100
Male Medical doctor 23 2100
Female General 20 n/a n/a
practitioner
Female Medical 15 2ndy gth 250
practitioner
Female Senior lecturer 20 151 final semester | 300
Female Nursing 8 Under and 150 (u/g), 1820
postgraduate (p/9)
Female Nursing 7 Under and 25
postgraduate
Female Nursing 3 4 300
Male Medical 13 407 g 23
practitioner
Male Surgeon 12 Under and 400
postgraduate
Female Senior lecturer 7 15ty 3 20
Female Nursing 10 Postgraduate 90
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5.4.2 Results of Delphi raund 1

In the first round, 17 participants responded by giving input on the questionnaire circulated by
the researcher. The respondents gave an extensive list of activities to instil interprofessional
core competencies into studentdheTsix core competeres identified by theCanadian
Interprofessional Health Collaborative (CIHC, 2010) and an additional competency,
Values/ethics for interprofessional practitet€rprofessional Education Collaborative Expert
Panel, 2011)were used as the IPE core competessey for this study.These seven
competencies were used as the framework in the Delphi study whereby participants could give
input on each domaior eaclcompetency, the participants had to give ideas of how to assess
whether these competencies wereiiattd by students and, lastly, input was given on additional
competencies that could be added to the list for consideration by the researcher when designing
the IPE model.

A summary of the IPE core competencies, with matching activities and the mosprigtp

assessment ideas presented by the participants, are listed below in Table 5.2.

Table5.2: Activities and assessments to instil interprofessional core competencies

Ipe Core Competencies Activities Assessments
Interprofessional Joint  assignments, tea| Observations, group/tea
communication building exercises| assignments, focus grou

interprofessional teatbased interviews, peer assessmer]
placements, interprofession questonnaires, portfolios, self
case presentations, shar assessment (reflection)
theory classes, discussi
groups on an -earning
system (blended learning
joint tutorials, developing
common language betweg
professionals (e.g. ICF
workshops, @rious activities
(gamesl/roleplays/case

studies) with a reflective

component
Patient/client/family/communi] Live/real case studiey Observation, dedback from
yZentred care interprofessional ward round| patients/clients/family/commun
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involvement of actug ty, development of a rubrig
clients/patients and family i| portfolios, student team
discussions and plannin{ working on real cases/scenarig
demonstrations by team

advocate for
client/patient/family/commun
ty

Role clarification Case studies, joint project Use of rubric, reflection (cag
workshops/discssions, rolg studies/reports/journals),
plays, reflective journaling portfolios, OSCE/OSPE
simulations, observing oth¢ formative  feedback, Self
professionals evaluation

(videos/questionnaires/feedbag
from clients, family &
community), group assignment

Team functioning Teambuilding exercisey Assignments, interviews an
workshops, group project{ focus groups, observe ai
formal team meetinggd document team  behaviqu
simulations, interprofessioni reflection, portfolios, simulate
mentoring, icebreakers activities, use of rubrics

Collaborative leadership Studertled teams/groups o] Observation, peer reviey|
campus and during placemej reflections, portfolios, simulate
case discussions, problen activities, formative feedbach
based assignments, role pla] rubrics, collaborative assaaent
videos and collaborativ| tool

exercises, use of ICF as
framework, games an
debriefing, servicéearning or
community projects
Development of a rotationg
schedule of leadership with

team
Interprofessional conflic| Case studies, role play] Observations and feedbad
resolution YouTube clips for discussiorn rubrics, questionnaires, writte
workshops, simulate( exam guestions arour
environments, debriefing scerarios, simulated rotelays,
team discussions reflective journals, portfolios
collaborative assessment tool
Values/ethics fol Simulation activities, rolg Observations, facilitating
interprofessional practice plays, case study discussiol discussions with studes)tessay

games/exercises, small gro| questions, case study rubrig
discussions with reflectior] simulated role plays, formativ
collaborative assessmern feedback/ debriefing 0
using the ICF framework situations experience(
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longitudinal portfolios,| longitudinal portfolios,
networking with other participation in scientifig
professionals, rokenodelling| conferences, collaborativ
within the IP lecture team assessment tool, preand post
value clarification exercisel questionnaires, -Earnirg
among professionals discussions

Participants were asked two additional questions to assist the researcher further in designing
an interprofessional programme for the faculty. The questions were:
1) What would some of the guiding print#s be for integrating IPE aridterprdessional
Practice (IPP) into a faculty curriculum frorft tb 4" year?

2) Are there any other interprofessional competencies that could be added to this list?

Guiding principles for implementation of an IPE programme and additional core competencies
arelisted in Table 5.3 and Table 5.4 below.

Table5.3: Guiding principles for implementation of an IPE programme

Guiding Principles

1 Parity as learners

Mutual respect

Valuing differences

Working towards commogoals

Teamwork

Leadership

Shared decisiemaking

Timetable alignment

Shared assessment practices

Commitment from faculty

Change management and communication plan to promote IPE(
Support from an accredited professional body

Interprofessional supervision

= =4 4 -4 -4 -4 -4 -8 _a -8 -8 _a -2

IPE modules and integration into curriculum
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Training the teachers to use participatory learning methods
Improve collaboration with training facilities

Simulation activities to practice and develop IP skills
Health promotion projects

Collaborative practice acomes to be integrated into curriculum

= =4 -4 -4 A A

Joint lectures

Table5.4: Additional IP core competencies

Additional Ip Core Competencies

T Academic literacy

Life-long learning

Health advocacy

Constructively engagas change agents
Research

Graduate attributes

= =4 4 A4 A -2

Understanding health systems, policy @
determinants of health

At the end ofround one, participants had the opportunity to make overall comments for the
researcher to consider about the process being akdartOut of the 17 participants, there
were only a few comments to consider, while the other participants had no further comments
and wished the researcher well with the rest of the process. The participant with the most
experience and a pioneerinthefid of | PE, felt that it was
role-modelling and mentorship emerged as a comment, in that the staff from every discipline
participating should be included in all IPE activities in which their students are engaged. Two
oftheparti ci pants indicated that the medicam 6 Al
nursing, social work, psychology, pharmacy and community health workers and that the
researcher should consider using another term to include all disciplineseAocothment for

the implementation process was to include clinical educator and other stakeholders in the

planning process, so that the IPE programme would not only be accepted in the academic
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environment but in clinical practice as well. A 8&9aluatiorof students by other professions,
Non-Profit Organisations (NPOs) and Community Health Workers, was another form of
assessment suggested. The last comment was that the researcher needed to consider underlying
educational principles and methodologies fansformative learning. The advice given in the

last comment was adhered to by the researcher when developing the IPE model in Chapter

seven

5.4.3 Results of Delphi Round Wwo

The suggestions given for activities and assessment strategies that were common to the
majority of participants were summarised and sent back to the participants for confirmation in
the form ofround two. Participants were requested to rate each suggestion given on a scale
(Table 5.5) and make necessary comments should there be any dise®pa

Figure 5.2: An example of a rating scale for activities and assessment strategies

Portfolios

0 [ L

Strongly Agree Agree Disagree Strongly Disagree

m Portfolios

In round two participants were requested to confirm the suggestions given in Round one as
activities and assessmemtrategies to instil interprofessional core competencies into
undergraduate student training. Not all suggestions were listed but rather those that were found

to be common to all participants, for further confirmation. Participants had to rate each
suggesi on by indicating on a scale whether th
0Strongly disagreed6d. These suggestions were
the most favourable activities and assessment strategies by the experfFpamethe 17
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participants fronround one, 14 responded to Round two, inttiggan 82% participation rate.

Table 5.6 indicates the rating under each core competency.

Table5.5: Response from experts round tvem activities

RATING SCALE

@
S| 4| 9loe
Ipe Core Compentency Activities Q Q S 8 o
< 3 & |&g3
g ®| 8|8<
(9]
(0]
Interprofessional Joint assignments 43.8% | 37.5% | 6.3% | 6.3%
communication Team building exercises | 56.3% | 31.3% | 6.3% | 0%

Interprofessional team 81.3% | 12.5% | 0% 0%
based placements
Interprofessional case 56.3% | 31.3% | 6.3% | 0%
preentations
Shared theory classes 0% 37.5% | 43.8% | 12.5%
Discussion groups on an e| 18.8% | 37.5% | 31.3% | 6.3%
learning system (blended
learning)

Joint tutorials 25% | 37.5% | 18.8% | 12.5%
Developing a common 25% | 56.3% |6.3% | 6.3%
language between
professionals (e.g. ICF)
Workshops 25% | 50% | 18.8% | 0%
Various activities 56.3% | 31.3% | 6.3% | 0%
(games/roleplays/case
studies) with a reflective

comporent
Patient/client/family/ Live/real case studies 68.8% | 25% | 0% 0%
communitytentred care Interprofessional ward 43.8% | 37.5% | 12.5% | 0%
rounds
Involvement of actual 75% 6.3% | 12.5% | 0%

clients/patients and family
in discussions and planning
Demonstrations by team to
advocate for client/patient/| 37.5% | 50% | 6.3% | 0%
family/community

Role clarification Case studies 66.7% | 33.3% | 0% 0%
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Joint projects 46.7% | 46.7% | 6.7% | 0%
Workshops/discussions 40% | 53.3% |6.7% | 0%
Role plays 53.3% | 40% |6.7% | 0%
Reflective journaling 26.7% | 46.7% | 26.7% | 0%
Simulations 53.3% | 40% |6.7% | 0%
Observing other 13.3% | 60% |20% |6.7%
professionals
Team functioning Teambuilding exercises 40% | 46.7% | 13.3% | 0%
Workshops 13.3% | 66.7% | 20% | 0%
Group projects 46.7% | 40% | 13.3% | 0%
Formal team meetings 40% 40% 20% | 0%
Simulations 46.7% | 33.3% | 20% | 0%
Interprofessional mentoring 46.7% | 40% | 13.3% | 0%
Icebreakers
6.7% |53.3% | 26.7% | 13.3%
Collaborative leadership Studentled teams/groups of 60% | 33.3% | 6.7% | 0%
campus and during
placement
Case discussions 20% 73.3% | 6.7% | 0%
Problembased assignment| 40% | 53.3% | 6.7% | 0%
Role plays videos and
collaborative exercises 60% |33.3%|6.7% | 0%
Use of ICF as a framework|
Games and debriefing 40% | 33.3% | 26.7% | 0%
Servicelearning or
community projects 13.3% | 53.3% | 20% | 13.3%
Development of a rotationg 73.3% | 26.7% | 0% 0%
schedule of leadership
within team 33.3% | 53.3% | 6.7% | 6.7%
Interprofessional conflict Case studies 26.7% | 60% |6.7% |6.7%
resolution Role plays 53.3% | 46.7% | 0% 0%
YouTube clips for 26.7% | 46.7% | 26.7% | 0%
discussion
Workshops 26.7% | 66.7% | 6.7% | 0%
Simulated environments | 60% | 33.3% | 6.7% | 0%
Debriefing 53.3% | 46.7% | 0% 0%
Team discussions 73.3% | 26.7% | 0% 0%
Values/ethics for Simulation activities 46.7% | 26.7% | 20% | 6.7%
interprofessional practice Role plays 53.3% | 40% | 6.7% | 0%
Case study discussions 60% 33.3% | 6.7% | 0%
Games/exercises 20% | 53.3% | 26.7% | 0%
Small groupdiscussions 60% |40% | 0% 0%
with reflection
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Collaborative assessments
using the ICF framework
Longitudinal portfolios
Networking with other
professionals
Role-modelling within the
IP lecture team

Value clarification exercise
among professionals

26.7%

33.3%
26.7%

33.3%

40%

33.3%

33.3%
60%

46.7%

46.7%

40%

33.3%
13.3%

20%

13.3%

0%

0%
0%

0%

0%

Table5.6: Response from expts on round two assessment strategies

RATING SCALE
n (@)
23 3 223
IPE CORE ASSESSMENTS = = = e =
COMPENTENCY Mo m mim <
Interprofessional Observations 25% | 56.3% | 6.3% | 6.3%
communication Group/team assignments 50% | 37.5% | 6.3% | 0%
Focus groups 18% | 68.8% | 6.3% | 0%
Interviews 18.8% | 56.3% | 18.8% | 0%
Peer assessments 37.5% | 43.8% | 6.3% | 6.3%
Questbnnaires 18.8% | 31.3% | 31.3% | 12.5%
Portfolios 37.5% | 43.8% | 6.3% | 6.3%
Seltassessment (reflection) 43.8% | 31.3% | 18.8% | 0%
Patient/client/family/ Observation 25% | 50% |18.8%| 0%
communitytentred care| Feedback from 68.8% | 12.5% | 12.5% | 0%
patients/clients/family/community
Development of a rubric 6.3% | 68.8% | 12.5% | 6.3%
Portfolios 43.8% | 37.5% | 12.5% | 0%
Student teams working onreal | 62.5% | 25% | 6.3% | 0%
cases/scenarios
Role clarification Use of rubric 6.7% | 53.3%| 33.3% | 6.7%
Reflection (case 46.7% | 40% | 13.3% | 0%
studies/reports/journals)
Portfolios 20% | 66.7% | 13.3% | 0%
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OSCE/OSPE 20% | 33.3% | 46.7% | 0%
Formative feedback, 60% | 33.3% | 6.7% | 0%
Self-evaluation 53.3% | 26.7% | 20% | 0%
(videos/questionnaires/feedback
from clients
Family & community)
Group assignments 46.7% | 33.3% | 20% | 0%
Team functioning Assignments 13.3% | 46.7% | 33.3% | 6.7%
Interviews and focus groups 13.3% | 53.3% | 33.3% | 0%
Observe and document team 46.7% | 53.3% | 0% 0%
behaviour
Reflection 33.3% | 60% |6.7% | 0%
Portfolios 26.7% | 53.3% | 20% | 0%
Simulated activities 66.7% | 20% | 6.7% | 6.7%
Use of rubrics 6.7% | 60% | 33.3%| 0%
Collaborative leadershig Observation 13.3% | 66.7% | 20% | 0%
Peer review 40% | 53.3%|6.7% | 0%
Reflections 26.7% | 53.3% | 20% | 0%
Portfolios 33.3% | 53.3% | 13.3% | 0%
Simulated activities 46.7% | 33.3% | 20% | 0%
Formatie feedback 53.3% | 40% |6.7% | 0%
Rubrics 6.7% | 66.7% | 26.7% | 0%
Collaborative assessment tool 46.7% | 33.3% | 13.3% | 6.7%
Interprofessional conflic| Observatios and feedback Rubriq 40% | 40% | 20% | 0%
resolution Questionnaires 6.7% | 33.3%| 60% | 0%
Written exam questions around | 0% 26.7% | 53.3% | 20%
scenarios 0% 33.3% | 46.7% | 20%
Simulated roleplays
Reflective journals 53.3% | 26.7% | 20% | 0%
Portfolios 26.7% | 60% | 13.3% | 0%
Collaborative assessment tool 40% | 33.3% | 26.7% | 0%
33.3% | 53.3% | 13.3% | 0%
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Values/ethics for

Observations

interprofessional practic| Facilitating discussions with

students

Essay questions

Case study rubrics

Simulated role plays

Formative feedback/debriefing of
situations gperienced
Longitudinal portfolios
Participation in scientific
conferences

Collaborative assessment tool

Pre and postguestionnaires

E-learning discussions

26.7%
46.7%

6.7%
20%
46.7%
73.3%

33.3%
0%

20%
6.7%
33.3%

60%
46.7%

13.3%
40%
40%
20%

33.3%
46.7%

53.3%
53.3%
40%

13.3%
0%

66.7%
33.3%
6.7%
6.7%

26.7%
40%

13.3%
26.7%
13.3%

0%
6.7%

13.3%
6.7%
6.7%
0%

6.7%
13.3%

13.3%
13.3%
13.3%

5.5 Consensus on Interprofessional Core Competency Activities

Through the successful implementation of the Delphdystthe following activities and
assessment strategies were confirmed as the most effective in instilling interprofessional core

competencies in undergraduate students across all disciplines. The most preferred activities

(with a score above 80%) for Integfessional Communication (Figure 5.4.1) according to the

scores from the expert panel from highest to lowest are: interprofessionabdsath

placements, team building exercises, using various activities (like games/role plays/case
studies) with a refléere component, joint assignments, interprofessional case presentations
and developing a common language between professionals (e.g. ICF). Activities with lower
scores, but still rated as favourable by the expert panel, were joint tutorials (62.5%) and

discussion groups on arlearning system (56.3%). The only activity that the experts disagreed

on was shared theory classes (56.3%) as an activity to instil Interprofessional Communication.

Comments by the expert panel for this competency further suppbeselected activities by

stating the following:

ifACt i

NnStudents must be assessed

Vi

ties should be

credi't

bearingo.

together
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AJoint assignments would only work i fot

communication within thegem o .

ATeambuil ding exercises wil/ i mprove teanm

not necessarily interprofessional communi
fiBeing reported strongly in the literature, notably from Australia and Denmark, with
many pr omi s i(pargcipam orefegrings  interprofessional tedased
placements).

APl acement is the better place for studen

Figure 5.3: Interprofessicnal Communication
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® Joint Assign B Team Building  m Placements
m Case Presentatiors Theory Classes m E-learning

m Joint Tuts m Common Lang ® Various

The most preferred activities for Patient/Client/Family/Commu@Gigntred Care with scores
above 80%, are indicated in Figure 5.4.2 below. Comments from participants supporting this
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competency were especially geared towards intermioiesl ward rounds and stated as

follows:
AnYes, with smal.]l manageabl e groupso.
AWith appropriate rotating | eadership, no
AThen it must be really 1P, so -tnttpstpr of es

standingaroundht e bed with the Dr talkingo.

Figure 5.4. Patient/client/family/communitycentred care

100 93,8
90 81,3 81,3
80
70
60
50
40
30
20 12,5 12,5
6,3

10 0 ’
0 ] —
Agree Disagree

m Live/real Case Studies m I[P WardRounds m Involvement of actual clients m Demonstrations

The most preferred activities for Role Clarification, according to the expert panel, are: case
studies, joint projecisvorkshops/discussions, role plays, reflective journaling, simulations and
observing other professionals (Figure 5.4.3). Comments from experts for this competency are

captured below:

5t

They must be guided explicithygl byt hiacsdtdu

AW t holpooesrtvati on r ef | éwith regards tcaobhsrvirdyiother u s s i

professionals).



Figure 5.5: Role Clarification
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The most preferred activities for Team Functioning ediog to the expert panel, are listed in

Figure 5.4.4 below. All activities are scored 80% and higher, apart from Ice Breakers, of which

60% of the participants agreeing that it was a suitable activity for this competency. Supporting

comments for this congpency are listed as:

l't is very wuseful I f the team are

3t

exercise and then the students disa

But then preparation, explicit gui

1]

AThen thereodhobbkdr batigon, debriefi

simulations).
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Figure 5.6: Team Functioning
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Participants agreed on the following activities as the preferred activities for Collaborative
Leacership: Studented teams/groups on campus and during placement, case discussions,
problembased assignments, role plays, videos and collaborative exercises, use of ICF as a
framework, games and debriefing, serviearning or community projects andwklgpment of

a rotational schedule of leadership within a team (Figure 5.4.5). The only two activities that
scored lower than the othengere use of ICF as a framework, and games and debriefing, of
which 66.6% of the respondents agreed were suitable actiit@aments supporting these

activities are listed below:
AThi s may (lbadershif)butnot nekceSsarily CLBollaborative leadership)
It can work if the team is more matore ( r e g a r ded teagns/graupscbrecanpus

and during placements).

AYes it wor ks, but i s more effective if

o n c e (remdrding role plays, videos and collaborative exercises).
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AThe | CF, i f-linearstaldemi@dyingacomplexity, forces one to work
collaborativelyand allow for different case managers (leaders) at the appropriate time.

It helps to break down silos. It is more effective in real cases. On paper cases it can be
a good tool. It helps students to see the whole picture and that different types of leaders
are needed at/ (regardihgtheuse ofthe ICF a5 g fram@work).

Figure 5.7: Collaborative Leadership
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The most preferred activities for Interprofessional Conflict Resolution according eéaptbet
panel, are listed in Figure 5.4.6 below. All activities scored 86% and above, apart from
YouTube clips for discussion, in which 73.4% of the participants agreed was a suitable activity

for this competency. Supporting comments for this competercysted:

AStudents must have a model how to handl e
mature inner functioning (identity). All these tools listed can work, but then you must
have a framework to evaluate your own inner world and how to presergefbin a

mature wayo.
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Figure 5.8: Interprofessional Conflict Resolution
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Participants agreed on the following activities as the preferred activities for Values/Ethics for
Interprofessional Practice: sidation activities, role plays, case study discussions,
games/exercises, small group discussions with reflection, collaborative assessments using the
ICF framework, longitudinal portfolios, networking with other professionals;mmdelling

within the IPlecture team and value clarification exercises among profess{éiguse 5.4.7).

The only two activities that scored lowewere collaborative assessment using the ICF
framework and longitudinal portfolios, of which 60% and 66.6% of the respondentsl égree

as suitable activities.



Figure 5.9: Values/Ethics for Interprofessional Practice
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The following assessment strategies were indicated by the expert panel as the most appropriate
to use when eluating interprofessional core competencies. The favoured strategies for
Interprofessional Communication were: observations, group/team assignments, focus groups,
interviews, peer assessments, questionnaires, portfolios andsseffisment (reflection)
(Figure 5.4.8). All items under this competency were rated favourably by 75% of the experts
and above. The lowesated item was questionnaires as an assessment for Interprofessional
Communication, to which 50.1% of participants agreed. Relevant commengs tmsl

competency include:

AA competency m(egarding ebseovdétisne)r ve d € 0

AOnly with r ef (regarding abservaions)er war d s o

fThe interview must be designed by experts. In our case it was done by Industrial

Psychologists. The intdew must be >1 professidregarding the use of interviews)
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AfOnce again students need t r(egardingtlhpuseow t o

of peer assessments).

it provides the measur ement of a mil es

(regading the use of questionnaires).

Al't must be a | (egarding theduserofpbrtfofos)r t f ol i 00

Figure 5.10: Interprofessional Communication
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The most preferred assessments for patient/cliemtffcommunityentred care, according

to the expert panel, are listed in Figure 5.4.9 below. All assessment strategies are in agreement
with at | east 75% and more of the expertsod o
are listed as:

AThe cr uM rlil (with egaidstd dieveloping a rubric)

AW th f éwthdrdgards koasing observations)



Figure 5.11: Patient/client/family/community€entred care
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The most preferred assessments foeRghrification, according to the expert panel, are listed

in Figure 5.4.10 below. All assessment strategies are in agreement with at least 80% and more
of the experts. Two of the assessment strategies are in agreement with fewer of the participants,
namey, the use of rubric (60%) and OSCE/OSPEs (53.3%).
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Figure 5.12
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The most favoured assessment strategies for Team Functioning by the expert panel were:

observe and document team behaviour, refiactportfolios and simulated activities (Figure

5.4.11). The assessment strategies rated by fewer participants were: assignments (60%),

interviews and focus groups (66.6%) and the use of rubrics (66.7%). Supporting comments by

experts listed below:

i | fis an assignment, students should have worked on something for a while. You
cannot measure a team if they've been together for a day or two. Team dynamics take

weeks to developo.

3t

Direct observation over aothgneisetisacehmBS t i me

and not TFO.

nlf it is confidenti al and the rubric an

and honesty NBO.

AA once off ev e n(withcegardstothe useofsisulatian aclivities).
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Al f it 1 s usedoweor atsismees sanmbde hraoti ofwitlc e o f f

regards to the use of rubrics).

Figure 5.13: Team Functioning
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All assessment strategies selected by the expert panel were highly favoured by all for

Collaborative Leadership (Figure 5.4.12). Supporting comments were:

AA validated rubric can help to give bett

AWith r gregardimgthe wsa ai portfolios)
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Figure 5.14: Collaborative Lleadership
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In this competency the expert panel disagreed mostlyrwithics, questionnaires and written

exams as being appropriate strategies for assessing Interprofessional Conflict Resolution (see

Figure 5.4.13). Justifications by experts are fourldvoe

AOr di narily people do not | ike exams. 0
AnAll owing a student to analyse his/ her <co
management i s pr ac twitl reghrdsute then upe df reflectiveo o 1 s ¢
journals).

ACri ti c adogniaved reicttii oveel a n a(Wwith segasds to the useecf d e d 0
reflective journals).
ADemonstrating process (with redamlsato the nsg ofand i

portfolios).



Figure 5.15: Interprofessional Conlict Resolution

Figure 5.4.13:
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The assessment strategies most favoured by the expert panel were: Observations, facilitating
discussions with students, simulated role plays, formative feedback/debriefing of situations
experienced and the collaborative assessmentgeelKigure 5.4.12). The explanations least
favoured by the experts were: essay questions, case study rubrics, longitudinal portfolios,

participation in scientific conferences and-fpestquestionnaires.
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Figure 5.16: Values/Ethics for Interprofessional Practice
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5.6 Discussion
5.6.1 Activities used to Develop Interprofessional Gmpetencies

Considering the above assortment of activities, it is evident that similar activities can be used
to instil morethan one competency, for example, case studies that mention interprofessional
communication,  patient/client/family/communitgntred care, role clarification,
interprofessional conflict resolution and values/ethics for interprofessional practice. Another
example is role play that can be used to develop the core competencies of role clarification,
collaborative leadership, interprofessional conflict resolution, and values/ethics for
interprofessional practice. However, when considering such overlap,dtappéar repetitive

and confusing in nature when designing new IPE activities and curricula. Barr, Koppel, Reeves,
Hammick and Freeth (2005) provide some guidance on how to classify different learning
activities that are frequently used in IPE. They dtaeusing different methods in combination

with each other can be very advantageous for students. The classification is as follows and the

results are discussed accordingly:
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i) Exchangebased learning, e.g. case studies and debates

i) Action-based learning,.@. workshops, problefhased learning, collaborative enquiry
and continuous quality improvement (CQI)

iii) Observatiorbased learning, e.g. joint visits to a patient by students from different
professions, shadowing another profession

iv) Simulationbased learninge.g. roleplay, games, skills labs and experiential groups

v) Practicebased, e.g. ctocation across professions for placements-pmsting to
another profession and interprofessional training wards

vi) E-learning, e.g. reusable learning objects relatinpécabove

vii) Blended learning, e.g. combiningearning with faceo-face learning

Viii) Received or didactic learning, e.g. lectures.

The following main activities will be discussed that were highlighted by the expert panel and
were common to most of the IPE ectompetencies: case studies, joint clinical placements,

simulations, role plays and workshops/discussions.

5.6.1.1 Case studies

Case studies can be considered as a prebbsad learning approach and classified under
exchangebased learning, according to Bakopppel, Reeves, Hammick and Freeth (2005).

Bonney (2015) highlights several advantages of using case studies as a teaching strategy.
Firstly case studies improve the devel opmen
cognitive learning, which moves Yyiend not only recalling knowledge, but includes analysis,
evaluation, and application. Secondly, case studies facilitate interdisciplinary learning and can

be used to facilitate connections between specific theory anavoelal societal issues and
applicdions. Case studies have the ability to increase student motivation to participate in class

activities, which promotes learning and improves performance on assessments.

Students in groups can be presented with astelctured problem or case study ihigh they
have to work collaboratively in a onod#f session of a week or longer duration, depending on
the outcomes of the session. During discussions they share ideas, identify key issues and pose

guestions to team members to follow, up either indivigual together as team. Well
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structured problems in case studies can stimulate interest and critical thinking, encouraging
active learning among team members. An effective facilitator will support the learning process
rather than act as a source of infotima for the group. The group process should regularly be
monitored by both participants and facilitator. Sefton (2009) states that a case study that is
typically concentrated on a patient or a family, has been proven to initiate and stimulate
learning amag students. The author further states that the presentation of the case study by the
group can be undertaken in any format, ie. paper, computer, film or video. It is further
suggested by Sefton (2009) that the group does not exceed ten students apccss study
should stimulate team members to explore basic scientific and clinical mechanisms together
with social, psychological, ethical or professional issues. Furthermore, it is suggested that
students and facilitators should undergo initial trairang should receive ongoing support to
understand and apply the process effectively. Case studies lends itself to behegagnt

allows for realistic problems to be used to stimulate interdisciplinary discussions; promotes
critical thinking, learningand participation among students, especially in terms of their ability

to view an issue from multiple perspectives and to grasp the practical application of core course
concepts (YadavLunderber, Deschryver & Dirke2007). Wellstructured case studiearc
include and develop all seven IPE Core competencies, i.e. integooi@scommunication;
patient/client/family/communitgentred care; role clarification; team functioning;
collaborative leadership; interprofessional conflict resolution and valuies/etfor

interprofessional practice.

5.6.1.2 Workshops

Workshops areclassified under actiehased learning (Barr, Koppel, Reeves, Hammick &
Freeth, 2005)The advantages of workshops as a teaching strategy are best described by Eison
and Stevens (1995). Workshogemonstrate modern principles of teaching such as active
engagement of the learners. They provide opportunities for the interaction that enables the
teachers to connect the material to the context of the learners. They provide an opportunity for
group ineraction, which is important for trainees who are becoming increasingly isolated in
their work (Eison & Stevens, 1998)ith regards to workshops, students need opportunities

to practise working in interprofessional teams in order to develop competdratieditenable

them to practise interprofessionally. When planning these workshops, it is suggested that
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student preparation and attendance should be a requirement, allowing for a greater success of
the workshop (VanKuiken, Schaefer, Hall & Browne, 2016)nost cases, students are often
unaware of the role of the other team members from the various disciplines. It is therefore, a
sensible suggestion for all participating students to do some preparation beforehand, in the form

of assignments or readings, obtain the same baseline knowledge on the interprofessional

roles and responsibilities of all disciplines that will be represented at the workshop. One
mechanism to get buiy from faculty is to invite new or neangaged staff members to attend

these wokshops with students and, in turn, support student preparation. Once these staff
members are convinced of the benefits of using workshops as a teaching strategy, it should
become easier to develop the learning outcomes to build the appropriate intsipnafere
competencies. Barr, Freeth, Hammick, Koppel and Reeves (2000, p. 24) support the benefits
of wor kshops wi t h student s, Aéchange att
communication, common objective setting, and action planning, and improvdekige of
professional sé respective roles. o0 Bolden anc
that changes in knowledge are reported by participants, but frequently it is the ability to work

as part of a team that is enhano&dcording to the expéepanel, the core competencies that

can be developed through actibased learning (workshops) araiterprofessional

communication, role clarification, team functioning and interprofessional conflict resolution.

5.6.1.3 Simulation based activities

There are twoactivities classified under simulatidrased activities, role plays and
simulations. Simulations provide students of all disciplines a safe space to interact with
each ot her coll aboratively, as wel |l as op
becoming an expert. Simulated activities provide students with an opportunity to explore

and appreciate the roles of other health professionals. During simulations, students have
the opportunity to learn, make errors and not to dread compromising patietyt sa
FowlerrDurham and Alden (2007) confirm that simulation intends to mimic reality whilst
offering a skillsbased clinical experience in a safe and secure setting. Hovancsek (2007,

p . 3) describes the aim of s i lofuhle assant@ln  a s
aspects of a clinical situation so that the situation may be more readily understood and

managed when it occurs in reality in clin
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simulation education are repetitive and consolidate ilegurand improve competence
(Issenberg et al., 2005; Hogg et al., 2006; Kardiadgren et al., 2008), using feedback
from a facilitator together with debriefing (Fanning & Gaba, 2007; Kuiper et al., 2008).
According to the expert panel, the core competentiat can be developed through
simulationbased activities arele clarification, team functioning, interprofessional conflict

resolution and values/ethics for interprofessional practice.

Russell and Shepherd (2010) state that role plays and simsal&timtion as learning tools for
teams and groups or individuals, as they can either engage with each other online or face to
face. Learning occurs through exploration whereby the power ratios in teaching and learning
relationships between students and cadors can be viewed through the character or
personality they are articulating in a particular setting. Students can be actively involved in
both self and peer assessment and obtain ongoing formative feefibvack.(2006) gives the
following reasons whyole play can beeffective as learning strategy;increases learning
retention, it is fun, it encourages haraitslearning; enables brainstorming and team building;
increases empathy and toleraniceaddition, itallows for evaluation of new techniqusghout

risk; allows for analysis of problems from various perspectives, increasessftfence; it is

low cost and can be performed anywhd@itee University of New South Wales (2016) confirms
that £enarios during role plays can be scaffolded, pregrely increasing in complexity to
ensure that students reach the necessary level of compeienoeding to the expert panel,

role play can be used to develop the core competencies of role clarification, collaborative

leadership, interprofessional couflresolution and values/ethics for interprofessional practice

5.6.1.4 Joint clinical placements

Joint clinical placements are categorised under prabtised learning according Barr,

Koppel, Reeves, Hammick and Freeth (2005). Joint clinical placementsvitad part of
undergraduate education, allowing students to transform theory into practice by engaging in
ord¢alf ed experiences to strengthen the academ
Practicebased learning is normally crediearing ad accounts for compulsory clinical hours

together with classiombased activities. Koh (2002, p. 41) warns that students who are unable

to |link theory and practice could possibly
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di senchanted, with some being forced to | eav
can also improve student heal t hcare workers
identities (Baglin & Rugg, 2009). The core element of a clinical placement is that learning
occurs by doing, since problems associated with clients/patients are placeatant and

critical thinking can be developed (Nolan, 199&ccording to the expert panel, the core
competencies that can be developed through praatised learning (joint placements)

are: nterprofessional communication, patient/client/family/comitydbentred care, role

clarification, collaborative leadership and values/ethics for interprofessional practice.

5.6.2 Assessmen#ctivities

The main suggestions given by the expert panel on assessment methods aligned to the
suggested activities are portfoljagflection and the development of appropriate rubrics
which will be discussed below.

5.6.2.1 Portfolios

Portfolios are ideal as an assessment tool as it allows for critical analysis of its contents,
which is a reflection of a particular student/group/communityey can therefore be
considered as multipurpose instruments since they can be used for assessments, monitoring
and planning, reflection, learning, and for personal development (Van Tartwijk &
Driessen, 2009). Portfolios have evolved over the years frbla with loose pieces of
paper/photos/diagrams to highly organised files demonstrating competencies. Portfolios
are known to stimulate reflection, as students are often required to look back on work they
have done and analyse what they have or have aimé¢veed and the reasons for this.
Portfolios are often compiled over a long period of time to allow a sufficient interval in
which collect information and to reflect on the knowledge that has been gained from these
experiences. Brown (1995, p. 3) defimes por t f ol i o as AA private
which demonstrates the continuing acquisition of skills, knowledge, attitudes,
understanding and achievements. It is both retrospective and prospective, as well as
repecting the cur raenndt asctta gva toyf ode vtehleo p nmedn t
proposes that a portfolio has the potential to integrate material from various sources and
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has the ability to express to others the qualities, competencies and abilities of the owner,
as well as providingraindication of possible developmerg&tudentsan sort the evidence

in their portfolios into sections corresponding to the different competencies to be assessed and
use captions to explain what the evidence shows about a specific competency, since many
medical curricula are based on competency critevian( Tartwijk & Driessen, 2009).
Portfolios as assessment tools, are linked to the core competencieterpfofessional
communication; patient/client/family/communitgntred care; role clarification; am
functioning; collaborative leadership; interprofessional conflict resolution; values/ethics for
interprofessional practice.

5.6.2.2 Reflection as an assessment tool

Sanders (20009) states that many assessment s
hierachical model is based on the notion of depth of reflection. Superficial reflection is
considered to occur when there is only a report of events but deeper reflection includes a
O0stepping backdé from events and sbechammets wi t h
current views and perceptions. This deeper
taking place. Reflection can be considered as a purposeful critical analysis of knowledge and
experience in order to achieve deeper meaning andrstadding of a specific body of
information. Reflection cannot be seen in isolation from reflective learning and reflective
practice. Sanders (2009, p . 685) concurs by
improving learning and when this hagys in the context of working with the-defined

probl ems of professional practice, i1t is oft
6l earningd is often not we l | defined. I n a
reflection, studens felt that learning together in both lectures and on clinical placement

all owed them to gain optimum understanding o
world experience helped them to appreciate the importance of teamwork and communication
skills. Reflection, critical reflection and understanding has been connedaedpdearning
approaches as compared to surface learning in literéiteteng & Kember,2003; Biggs,

Kember & Leung2001; Kember et al2000).Mann, Gordon & MacLeod (2009) otirm that

professional competencies can be assessed through reflection and that different levels of

reflection should be established for each year léM&tording to the expert panel, reflection
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as an assessment tool can be linked to the core compstesfciaterprofessional
communication; patient/client/family/communitgntred care; role clarification; team
functioning; collaborative leadership; interprofessional conflict resolution; values/ethics for

interprofessional practice.

5.6.2.3 Rubrics

The third assssment method highlighted by the expert panel is the use of rubrics. Rubrics
are a good indicator to students of what aspects of their performance will take priority and
how marks/percentages will be allocated to specific tasks for assessment purpeses. Th
use ofrubrics in assessments offers a means to provide the desired validisgaasing
complex competencies, without forfeiting the need for reliability (Morrison & Ross, 1998;
Wiggins, 1998). When designing rubrics, Malini (2011) strongly suggestassessors ensure

that thescoring criteria reflect the desired core competencies that would suggest success in
curriculum design and practicdhe scoring/rating of rubrics are descriptive scoring
schemeshat are developed by educators or others @ifins/supervisors/peers) to guide
the analysis of written work or practical
efforts (Brookhart, 1999). The author warns that rubrics are not checklists. Instead, they
should be considered as the developmentitd#r@ and rating scales for evaluation of the
written work or practical demonstrations in compliance with these criteria. Nitko (2001)
distinguishes two types of rubrics: holistic and analytic. Holistic rubrics are when the
educator scores the overalbpess or product of a student as a whole, without assessing
the separate components. On the other hand, an analytic rubric requires the educator to
score the separate, i ndi vidual parts of th
add up the indiidual scores of each section to obtain a final total. The advantage of using

a scoring rubric rather than weighted scores is that scoring rubrics provide an explanation
of what is expected at each score level (Moskal & Leydens, 280@)rding to the exgrt

panel, the use of rubrics iassessment can be linked to the core competencies of:
patient/client/family/communi®¢entred care; role clarification; team functioning;
collaborative leadership; interprofessional conflict resolution; values/ethics for

interprofessional practice.
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5.7 Conclusion

This study used a Delphi approach to identify teaching and assessment stithiggsem to
develop interprofessional competencies in undergraduate healthcare students. These identified
strategies will form a crucial aspect in developing the IPE model. The learning outcomes in the
IPE curriculum need to be clearly outlined and lshke each respective year level in terms of

the readiness for interprofessional learning. There is growing evidence that intensive
approaches to learning are more likely to be connected with higher quality learning outcomes
(Prosser & Trigwell, 1999). ArPE model will allow for flexible application of these learning
outcomes that are both challenging and reflective of the cognitive level of learning across the
learning continuum. This model will only be successful if it takes into account the challenges
highlighted with regards to the readiness for interprofessional learning in the Understand Phase
of this research study, ie. gender, discipline and year level. In order to understand these
outcomes across the learning continuum, a curricahapping exercisean be done to assist
faculty. In the next phase of the research study a curricatapping process is described
towards the attainment of a generic document of competencies and graduate attributes that

could inform curriculum in the design of an IPE miode
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CHAPTER SIX
PHASE 2: UNDERSTAND

6 CURRICULUM MAPPING: GRADUATE ATTRIBUTES AND
INTERPROFESSIONAL CORE COMPETENCIES

6.1 Introduction

The role of the higher education sector has become increasingly valuable in developing generic
skills for both goernment and industry and for the institutions themseBath( Smith, Stein

& Swann, 2004)This evolving significance of generic skills, or graduate attributes, in higher
education has been influenced by, amongst other factors, the following threetsidimen
popular perception that education is a lifelong process; a greater emphasis on the relationship
between education and the employment of graduates; and the development of outcome
measures as a part of the quality measure (Cummings, 1998).

Bath, Snith, Stein and Swann (2004) state tkaie academics might not be of the opinion

that graduate attribute development is part of their teaching responsibilities and may believe
that this is best taught by means of additional courses. However, the vieofitbmtiterature

is that graduate attributes need to be taught within a discipline, integrated and embedded in a
curriculum. This current focus on graduate attributes is complemented by not only the adoption
from institutions about the attributes thaeithgraduates will or do achieve, but that there
appears to be an active focus at grassroots level to ascertain and map the opportunities for
graduate attribute development across courses within a specific field of study. The aim of such
a process is exigitly to highlight to students, academics, management and external
stakeholders the ongoing support and opportunities for the development of the higher education
institution's adopted graduate attributes. Considering this important role that mapping of
graduate attributes plays in curriculum development and quality monitoring, is it enough to
authenticate the curriculum and the opportunities therein for graduate attribute development?

Bath, Smith, Stein and Swann (2004) remind us to query whiktber isalignment between
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what is adopted, what is endorsed and what students experience and learn? Another question

to consider is: how would we know when that alignment exists?

A task team at UWC perused several sets of graduate attributes and developed aatrafu
attributes that were based on a commonly used framework (Barrie, 2004) and the mission and
vision of UWC. The graduate attributes are:

i) SCHOLARSHIP: A critical attitude towards knowledge:

i) Within a rapidly changing environment, it is expectetVd@fC students to engage with
various challenges in society and confidently and effectively communicate the
knowledge that they have acquired.

iii) CRITICAL CITIZENSHIP AND THE SOCIAL GOOD: A relationship and interaction
with local and global communities ancetBnvironment:

iv) UWC strives to produce graduates that exhibit good leadership skills and aim to
contribute to the ethics of care and social justice.

V) LIFELONG LEARNING: An attitude or stance towards themselves:

vi) UWC graduates should continually striveexgpand their understanding of the world
and their environment through Lifelong Learning and critical reflection.

vii) CREATIVE AND COLLABORATIVE PROBLEM SOLVING: Deep and broad
engagementUWC graduates should be innovative and boldh@ped thinkers and
problem solvers. They should be knowledgeable within their own field of expertise and

have the ability to collaborate across disciplines to solve complex problems.

These graduate attributes are supported by several overarching skills and abilities, namely:
enquiry-focused and knowledgeable; critically and relevantly literate; autonomous and
collaborative; ethically, environmentally and socially aware and active; skilled communicators;
and interpersonal flexibility and confidence to engage across the difsréffioal Integrated

Graduate Attributes and Teaching & Learning Plan Document, 2015).

As we Treflect, |l PE initiatives i n acmdademic
experiences, which are often perceived as less valuable than core curricllard@fasterson,

Tullmann & Schmit, 2012). This creates an unwillingness for higher education institutions to
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devote resources and student and faculty time, resulting in less IPE initiatives being sustained
over time. If IPE is to be valued and sustainedgeeds to be integral to learning core clinical

skills in a variety of settings. In working towards this goal, existing IPE initiatives need to be
reviewed, articulated and aligned to IPE core competencies. Brashers, Peterson, Tullmann and
Schmit (2012) sggest that comprehensive curriculum reviews be undertaken in all
participating departments/schools to enhance existing courses, develop IPE objectives for each
course and identify areas where new IPE experiences are required to instil the desired IPE core
competencies. The authors suggest that a supporting academic unit could address specific
challenges at the different year levels by exploring IPE strategies for both curricular and
extracurricular learning, with the ultimate aim of developing new, cliyicalevant IPE

experiences across the learning continuum.

Mashiyi (2015) states that concerns about the employability of graduates globally, have led to
the investigation by higher education institutions (HEIs) into the development of graduate
attributes (GAs). Graduate employability has become a contemporary issue, not only for higher
education but also for industry, accrediting bodies and governments (Treleaven & Voola,
2008). Researchers commonly refer to GAs as key skills (Drew, Thorpe and Bag0i32yr
generic attributes (Wrigh1995); key competencies (May&B92); transferable skills (Assiter,
1995); employability and soft skills (Business, Industry and Higher Education Collaboration
Council, 2007). GAs are defined as the qualities, valusides, skills and understanding that
students should have acquired along the continuum of learning until they conclude their studies
(Bowden, Hart, King, Trigwell & Watts, 2000). These GAs are aimed at preparing students for
future employment and asitical and responsible citizens, contributing to the social and
economic welbeing of their communities (UWC Charter of Graduate Attributes and Strategic

Plan for Teaching and Learning Documezi09).

In the same light, when comparing GAs to competean&accia, Nakajima, Scheele and Kent
(2015) differentiate between the term compet
somet hing successfullyo and competencies by
of an ability to execute a spéciactivity can be observed and assessed. Both competencies

and attributes have to be acquired by future health professionals by the time they complete their
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undergraduate training. These competencies and graduate attributes have to be embedded in
the curiculum and staggered across the learning continuum in order to be measured and
monitored before a student can graduate from
been used by Caccet al.(2015) to refer to the abilities expected by health gssibns in

defined stages of their development. Milestones serve as a learning roadmap for students, and

they allow academic staff to track progression from a dependent to an independent learner.

Considering the above, curriculumapping is a method of gtting curricula to detect and
highlight gaps in academia, redundancies and misalignments for purposes of refining the
overall coherence of process or set of outcomesbpott, 2014).Plaza, Draugalis, Slack,
Skrepnek and Sauer (2006) explain that culuitumapping demonstrates the links among the
different key components of the curriculum and examines them from various perspectives. This
chapter aims to highlight the overlap and possible gaps between the University of the Western
Capebds Gr ad@A)and latarprofessionaltCore Competencies being implemented
in the FCHS at UWC. An understanding of the overlap and the gaps will assist in the
development of an appropriate and relevant IPE model for the FCHS.

6.2 Methodology
6.2.1 Curriculum mapping

Kelley, McAuley, Wallace and Frank (2008) state thatprocess of curricidamapping should

ideally be used not only to satisfy accountability requirements, but also to inform curricula
change and i mprovement . Figur e Ilseshnehthoop pr e s e
with the Mapping Loop overlaid in bold. It is a welksigned original assessment loop on

which the activities of curricula mapping have beeearlaidto show their correspondence with

the original concept. This figure illustrates the critipaint that, in order for the efforts of

mapping to make modifications to the outcomes of student learning, the data collected and
mapped must be used to inform change at the programme and module level. Therefore
mapping should be embarked on with thgzotive of gathering meaningful information to be

used for curricula transformation, thus providing a docusdgiten mechanism for informing

programme alterations.
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6.2.2 Curriculum -mapping process

The following phases were undertaken in the curricutb@pping process, as outlined by

Kelley et al. (2008):

Step 1: Planning

The Education White Paper emphasises that South Atigaer education institutions should

be generating

6graduates

wi t h

t he

s ki

S

learning This shouldnclude critical, analytical, problersolving and communication skills,

as well as the ability tdeal with change and diversity, in particular, the tolerance of different

Vi

ews and i deasbo

( E d AcRragranonmre folWHIighereEdulatop e r

and

3

Transformation, 1997). Thus, in planning, it was felt by the leadership of the FCHS that there

was a needo ensure that we understand the link between graduate attributes and the IPE

competencies so that there is no duplication of efforts in trying to instil it in the students.
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Step 2: Creating the code

Kelley et al. (2008) state that for each question gead in Step 1, a system or standard of
measurement, as well as a process for codifying that information, must be established. These
metrics and codes must be carefully and clearly defined as they need to be communicated to

staff who will engage in the aiculum-mapping exercise.

Step 3: Faculty input and data gathering

Kelley et al. (2008) state that, during this phase, the task team needs to decide how to best
gather the information described in step 2. It is also at this stage that workshops g traini
needs can be identified for faculty staff before embarking on the curriculum mapping exercise.
Before deciding on the best approach to take for training, the following questions need to be

asked:

1 How will the training occur?
1 Will it occur at faculty/@partmental retreats?

1  Who will be asked to participate?

The authors report that it may make sense to limit participation initially to course
convenors/heads of departments, depending on the structure and delivery of courses.
Irrespective of the approachosen, the code needs to be explained clearly or defined for those
who are completing the mapping process. Timeframes need to be set for each process to ensure

that the exercise as a whole is completed.

Step 4: Analysis of map
During this stage, data atempiled and shared with members of the task team. The facilitator
engages with both documents and prepares a table to highlight the overlap. The task team
further engages with areas in the documentation where there is no initial overlap. This exercise
that is presented to the task team, could be seen as a pilot study to allow for further engagement
at a departmental level with their disciplspecific curriculum. The following questions need
to be answered when this stage is reached:
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Does your course ddess all the outcomes or are there outcomes that are not covered?
At what level of alignment would you say that the learning opportunities in your course
support achievement of the outcomes?

What types of learning opportunities are used in your couestdi@ss those outcomes?

How do you assess that students have learned the material related to those outcomes?

Step 5: Implement the changes

At this stage the answers to the questions have been identified and a list of actions have been
generated. Table Bave highlights how the two documents align with each other and presents

a plan to incorporate these changes into the curricula of the faculty. Afaioneeting with

the task team ensures that the map is part of a process of continuous curriculanmaptove

and not simply an exercise in data gathering.

6.3 Results

The results for each of the above steps will be reported below:

Step 1: Planning

The University of the Western Cape (UWC) responded to the request by the South African
Qualifications Authority (BQA) to develop its own set of graduate attributes which
departments were requested to embed in their curricula. In the same time period, the Faculty
of Community and Health Sciences (FCHS) adopted the Canadian Interprofessional Health
Col | abor aG, 20¥0¢ ftamew¢riCads Bl comprehensive set of competencies to instil in
students as part of their undergraduate education programmes. It made sense to engage staff in
both documents and to map out the overlap with the aim of infusing these documents.into on
During this step a seminar was planned with staff to introduce a framework for mapping their
curriculum in alignment with the GAsd6 and

served as a guideline in the planning process. whiak adapted fra Kelley et al.(2008:
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1. What learning outcomes related to the competencies of IPE are covered in which year
level in each discipline?

What learning outcomes are related to developing graduate attributes?

Which courses contribute to the accomplishmentcheof the outcomes?

To what extent do particular courses contribute to a particular outcome?

What teaching methods are used in each course?

o 0 bk~ w N

How do we measure what students learn relative to each of these outcomes? How is it
assessed?
7. What are the gaps idéfied?

Step 2: Creating the code
During this phase the information below was collected to answer the questions above. This
step was essential in the design of the IPE model in terms of aligning curricula along the

continuum of learning:

Year level
Identify the competencies/graduate attributes
Learning outcomes

Learning opportunities

= =2 4 4 -

Assessment

The following code (Table 6.1) was developed to answer questions one and two above:

Table6.1: Code for gquestions 1 and 2

Competency Course Introduced | Reinforced | Emphasized
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Interprofessional Communication

Patient/Client/Family
Centred Care

Community

Role Clarification

Team Functioning

Collaborative Leadership

Interprofessional Gnflict Resolution

Table 6.2 was developed to answer questions three and four in the curfimalyping process

Table6.2: Code for questions 3 and 4

is not the focus of th
course, but at least or
element of the cours
serves as a liding
block to the
achievement the
final outcome.

of

Level O Level 1 Level 2 Level 3

Where there isno| Where there is al Where a more direq Where a direc

relationship  betweel indirect  relationshig relationship existq relationship exists

the course and the IP| between the course an between the course an between the course at

competencies ; the outcome. In thi§ the outcome. A the outcome. At leas
case, the outcome itsg mixture of coursg one element of th

elements support th
final achievement

of the outcome, but th
final integration of the
knowledge, skillsand
attitudes necessary f(
its
achievement, are n(
accomplished in this
course;

course focuse
specifically on the
complex integration o
knowledge, sitls and
attitudes necessary
perform the outcome.

Table 6.3 was developed as a checklist to answer question five which was centred on pedagogy:

Table6.3: Code for question 5

How is the module taughtV all that applies)

Lectures

Lectures and discussions
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Case studies
Experiential learning
Practicals
Independent studies
Ontline

Small groupwork
Other: (specify)

1

2

3

The code for question six was indicated in Table 6.4 below:

Table 6.4: Code for question 6

Level of assessment

Building blocks, where students are assessed primarily on recall of information rath
ability to apply or synthesise that knowledge, skill and/or alitu

Application or synthesis, where students are assessed on their ability to app
synthesise knowledge, skill, and/or attitude.

Performance, where students are assessed based on their ability to perform the kn
skill, and/or attitude.

By working through each code, the gaps in the curriculum should become evident and indicate

the areas that need to be integrated into the curriculum.

Step 3: Faculty input and data gathering
In light of the questions posed at this stage of the curricuhapping exercise, participants

gave the following input:

1 How will the training occur?
Training will occur on a regular basis to ensure that all staff are equipped with the knowledge
and skills to integrate attributes and competencies in all curriculds Tan be done at

departmental level upon request or in a workshop format at faculty level

1 Will it occur at faculty/departmental retreats?
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Retreats can be an additional method to get support and cooperation from staff, together with

having a researcbasis with the outcome of publications

1 Who will be asked to participate?
All staff need to be included, i.e. administrators, yleael ceordinators, lecturers, clinical

supervisors, clinical comrdinators, heads of departments and clinicians.

Step 4: Analysis of map
Data of the pilot study is represented in Table 6.5 below in terms of how they aligned to each

other:

Table6.5: Alignment of IPE Core Competencies and Graduate Attributes

IPE Core Competencies Graduate Attributes (2" Tier)
Interprofessional communication Skilled communicators

Collaborative leadership Autonomous and collaborative
Interprofessional corifit resolution Interpersonal flexibility and confidence

engage across difference

Role clarification Critically and relevantly literate
Team functioing

Core competencies and graduate attributes were eotaled in terms of alignment, while
those competencies and attributes that could not be aligned were not coded. By referring to
Table 6.5, students should be abléntmorporate and value, as aedeam member, the input

and the engagement of tphatient/client/family/communitp improve health outcomes. This

can only be done with future health professionals who are abledatemevwknowledgeand
understanding of the complex challenges in ggcithrough the process of research and
enquiry Future health professionals must be prepared to takeaolershippositions and

understand and practice leadership principles that suppmmitadorative practice model in
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health settings. Leadership teggs the ability to be able twork, both independently and in
collaboration with otherswith values and principles of openness, curiosity and a desire to
meet new challenges. In order to do this, graduates should be ablateowith people from
various contextand have the emotional insight and imagination to understand the viewpoints
of others. In so doing, they should be able positively and constructively address
disagreementas they arise. These graduates should have the skills, knowledgtitubs

to work confidentlyin a dynamic team, to lead where necessary and to solve the complex
problems of society. Being professional implies that there are a satuafs, principles and
ethical behaviourwhich are adhered to both as a practitioned anterprofessional team
member. Alignment with the appropriate UWC graduate attributedisnzonstration of the
knowledge of ethical, social, cultural and environmental conceefsting to a specific
discipline.

At the end of the table there are tware competencesid one graduate attribute thannot

be aligned to each other. The core competencies are, role clarification and team functioning.
These attributes require thstudentfpractitioners should develop amderstandingof their

own role andhe roles of otheream members to develop appropriate health outcomes. In doing
so, they should understand thenciples of teamworko foster collaborative practice. The
remaining graduate attribute was critically and relevantly literate. With thisuaéty graduates
should be able tpursue, determine, use and apply informatietated to various settings
effectively with all stakeholders. During step four in the research process, the core
competencies and graduate attributes that had an area @afpowere agreed upon to pace
generic competencies thabuld be embedded more easily in curricula of the FCHS. The
competencies and graduate attributes that had no overlap were left for further discussion by the

IPE representatives from each department.

Step 5: Implement the changes

Steps 14 will contribute to the development of the proposed model. Through the development
of the IPE model the above integration will be incorporated into curricula in the faculty.
Regular followup meetings with the tagkam will continue to ensure that the map is part of

a process of continuous curricula improvement and not simply an exercise.
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6.4 Discussion

This chapter describes the process followed to determine if IPE core competencies and graduate
attributes are beinigitegrated into the current curriculum. For the purposes of this discussion,
the integration of these two documents will be referred to as Generic Competencies (GCs), as
described by Yaacob (2012). GCs can be considered to inchmolgirts of learning outenes

that include competencies (Yaacob, 2012).

Only five of the graduate attributes and core competencies were found to have areas of overlap
to form GCs. The remaining competencies and attributes could not be aligned by the task team
and needed furthefiscussion. The UWC graduaaéributes comprise two tierthe first tier

has bur holistic overarching qualities, enabling attributes that describes thee?tury
graduate. The second tier comprises six overlapping clusters of abilities and stiks fur
describing this Tshaped graduate. The second tier was used in the curricodpping
exercise. In future discussions with faculty IPE champions, consideration should be given to
the new revised UWC graduate attributes which itkela fourth enablingttribute from tier

one, i.egraduates should be creative and collaborative probtawers. When analysing this
additional attributeit refers to graduates beirapnfident enough to take on the complex
problems of society. In order to do this they ntebde competent as professionals in their own
discipline, yet have the ability to cross boundaries and work collaboratively with others to
improve health outcomes of patients/clients/families/communities. When reflecting on this
new overarching attributéinks can be formed with the IPE core competencies that were not
previously aligned to the secotidr graduate attribute. In addition to this, the UWC graduate
attributes cannot be seen in isolation from the UWC Institutional Operational Plan (IOP) of
2016-2020. The new IOP states that UWC will create opportunities for entrepreneurship (p.
15) for students, among other things. Entrepreneurship will require students and graduates to
acquire new skills and abilities that should be added in addition to théngxgraduate
attributes. This area within the IOP reveals a current gap in the discussion of aligning graduate

attributes and IPE core competencies and will require much discussion in future.
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When referring to literature, Shaffer and ThorBaswn (2015) state that undergraduate
curricula are very often conteheavy and, integrating new content related to interprofessional
education, require the adjustment of content and coordinated curricula changes that may seem
challenging. As a result, these chafies of coordination across disciplines can inhibit the
development of significant interprofessional learning experiences. Yaacob (20EM) £kt

the degree to whic{{GCs) provide an appropriate basis for integration into university courses
depends mi nly on two el ement s: (a) whet her or
occurring6 within the existing universityos

be established to make those competencies explicitly recordable and assessable.

Consdering that UWC was introduced to the concept of integrating graduate attributes into
existing curricula during a Teaching and Learning retreat in 2011, many departments are still

in the process of implementing this exercise. During 2016, the researesenied two
interprofessional core competency sets to an IPE task team representing faculty who decided

to refer to the Canadian I nterprofessional H
reference point. Departments were tasked with embeddiagetinterprofessional core
competencies into their curriculum in addition to graduate attributes. Tgagedrconfusion

and difficultyin integrating two sets of competencies. The curricdlnapping exercise was

therefore necessary to combine the twoutleents through determining similarities in the

gualities, values, attitudes, skills and understandingswere necessary for studetashave

developed by the time they graduate from their professional programmes.

Hager and Hollandatu2@06)y acgwerihgd dédompet e
basis for integration into existing university programmes. The teaching and learning focus is

on how students learn best and GCs reflect significant aspects of initiatives to improve teaching
and learnig. These GCs require students to utilise different combinations fessituations

if they are to be successful. G&smally lead to good learning outcomes according to Hager

and Holland (2006). As a result, by embedding the development of GCdliotuses, we

can improve overall learning. Natural occurring GCs include competenciessuluency in

communicatindearning experiences through verbal presentations. In this example, it is evident



that communication skills (i.e., one of the GCs)@ame at ur al |y occurringo

professional course structures.

Research on the teaching and learning methods of GCs indicates that there is a strong and
persistent link between the development of GCs by students and methods of teaching and
learning (Yaacob, 2012). Previous researchers recommend strategies for explicitly assessing
graduate GCs throughout the curricula employing an assortment of assessment methods. Thus,
the lecturers need to ensure that students (Hart et al., 1999): (a) eceriamge of learning
opportunities; (b) have organised opportunities for reflection and engagement with other
students (e.g. group activities) throughout courses; and (c) develop portfolios of their learning
experiences from the commencement of theirewprogrammes. Yaacob (2012) states that,
ideally, the development of GCs for individual students should be integrated as a core
component of the curriculum. The second matter of concern is the integration ability of GCs
into university courses by indivighl lecturers during the planning, implementation and
assessment phases. It is apparent that universities would need a mindshift in how lecturers
handle the planning, implementation and assessment phases of teaching and learning to
facilitate the integratin of this set of competencies into the university courses by individual

lecturers.

6.5 Conclusions

The enbedding of GCs into curricutaquires longitudinal teaching and continuous assessment

of the progression of students and academics. Faculty developifigritly a critical role in

bringing about transformation of changes to the curricula, requiring an understanding of the
basic principles of teaching, learning and assessment, as well as the theories underpinning IPE
and collaborative practice. The sue$ the curriculum alignmemtepends heavily on good
communication, trust and respect underpinning the relationship between the administrators,
support staff, lecturers, heads of departments and leadership of universities. An
interdisciplinary approach teaching and team work amongst lecturers should be adopted that
would further facilitate the process of embedding GCs into curricula and, at the same time,
develop a common understanding of the GCs. There is much progress to be made in the

integration ofgraduate attributes and core competencies and ultimatdhedding them into
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curricula,and Thistlethwaith (2014) warns that assessment of competencies tends not to be
well defined. Competencies in general tend to be broadly defined by medical boards and
accreditation bodies, which are often abstract and socially constructed concepts that are

problematic to translate into observable and therefore assessable behaviours in students.

The integration of generic competencies (GCs) into university professmunakes has become

the concerns of lecturers and students in most higher education institutions. In order for this
integration to occur there needs to be a mindshift in teaching and learning practices from a
teachingcentred and conteiibcused approachto a studententred and procegecused
constructivist model of teaching and learning (Campbell et al., 2001). Secondly, the content of
courses and assessment methods used need to be in alignment with each other. Thirdly, the
ability of lecturers to botldentify and integrate GCs into courses is crucial in assuring the
integration ability of the GCs into such courses. Lastly, curricula revision through the process
of curriculummapping is critical in reviewing the objectives and the learning outcombs of t
courses to identify the type of students involved and resources needed in determining whether
or not the set of GCs is able to be integrated into the courses. The following chapter will
describe the development of an interprofessional model which weasigd by the findings of

the previous chapters.



CHAPTER 7
PHASE 4: CONCEIVE

7 INTERPROFESSIONAL EDUCATION AND PRACTICE MODEL

7.1 Introduction

Chapter Seven culminates in the fourth phase of the design research process. At the end of
Chapter Sixa general competency set was developed through a curricopping exercise.

These general competencies are presented below, summarising their activities and assessments.
The chapter then describes how IPE curriculum can be scaffolded over the leantiimguco

in the FCHS. The aim of this chapter is to design an IPE model by using the outcomes of the
phases of this research study (Figure 7.1), referring to appropriate theoretical frameworks and

input from the preliminary studies.

Figure 7.1: Outcomes of the phases of this study

Survey: Results
support a scaffolding Delphi: Identified
effect but also the clear teaching
need to link senior strategies and aligne(
and junior students a assessment strategie
an earlier stage

CurriculumMapping:

Sytematic review: IPH Indicates that
activities are opportunties do exist
identified but no clea to align the core
assessment strategies competencies and
graduate attributes
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7.2 Background

Frantz and Rhoda (2017) state that IPE should be seen as a vehicle for bringing about change
for improved healthcare, since it creates an opportunity to change thatauethods used to

educate future healthcare professionals, embark on research and engage communities. These
changes will require universities to producesflaped graduates that are both extremely
knowledgeable about their own profession, as well aseskdhd willing to learn new skills

and explore fields as part of their work/study for various reasons. Van Heerden (2013) clearly
states that students need to become agents of change in order to address the complex and ever
changing needs of society. Inder to do this, students will be required to develop certain
competencies which are aligned and facilitated with the concepslodped graduates (Frantz

& Rhoda, 2017). These competencies include graduate attributes as outlined in Chapter Six

and will bereferred to as General Competencies (GCs).

The Faculty of Community and Health Sciences (FCHS) has embarked on this journey by
offering interprofessional education and practice exemplars to final year allied health students,
in addition to core modulesffered at first, second and thiygar level. Three exemplars are
highlighted by Waggie and Laattoe (2014): Interdisciplinary Commuoaged Practice
module; Interprofessional Communityased Practice; and Interprofessional World Café. The
Interdisciplirary Communitybased Practice module includes a theoretical and sdeaosing
component and is designed to meet discipsipecific, interdisciplinary and personal goals
through the development and implementation of an interdisciplinary interventiomplaare

The module involved collaboration between the university, the service providers and
designated community agencies. The second exemplar, Interprofessional Contrasedy
Practice, is offered in a community setting whereby students from variouglidissiaddress

a specific need of the community with an academic facilitator as part of their community
practice rotation. The third exemplar, Interprofessional World Cafe” gives students an
opportunity to dialogue around the core interprofessional competmains through the use

of case studies. The teaching and learning strategies across the three exemplars include didactic
input, group work, role plays, practical development of a comprehensive interdisciplinary care

plan, presentations, reflectiongse studies, video clips, facilitation of small group discussions

141



and presentations. These strategies are in alignment with those identified by the expert panel

in the Delphi exercise in Chapter Five.

Frantz and Rhoda (2017) categorise the FCHS as 4 facy wi t hi fonsrainbr e s o u
uni versityao and hi ghlight t hree speci fic C
interprofessional education (IPE) and interprofessional practice (IPP). The concerns include

the lack of an explicit framework, (Waggiel&attoe, 2014), challenges operationalising IPE

and IPP, and the lack of critical mass in terms of human resources to drive IPE and IPP.

Al t hough there was a o0l ack of explicit frame
the concept of a scaffalty approach to learning which provides guidance in terms of how IPE

is being implemented at UWC. Within this approach, the learning outcomes are based on the

six collaborative competencies of the Canadian Interprofessional Health Collaborative (2010).
This scaffolding design (Figure 7.2) allows students to gradually move along the continuum of
learning to become increasingly independent learners with a deeper understanding of IPE and
IPP through an assortment of instructional techniques. Frantzand Rn0da ¢ ) of f er Bo
model of scholarship (1997) to drive IPE and collaborative practice in the light of these being

socially relevant to the context in which UWC finds itself.
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Figure 7.2: Scafolding of the curriculum (Source Frantz & Rhoda, 2017)

Interprofessional
practice in the real
setting andresearch

~

Interprofessional
theory courses in
years 2

World café format to
discuss case studies
and role clarification

J

~
Conceptdiscussions

Interprofessional in the World café Faculty development
theory courses year 1 format providing IPE FGD in year 1
opportunity

Boyer (1997) explains that a scholar should be able to step back from his or her
studies/research, seek connections, build associations between theory and practice and
communicate tisi knowledge effectively to students. In reflection, the work of an academic can
be thought of as having four separate domains, which nelesshaverlap. These domains are

the scholarship of discovery; the scholarship of integration; the scholarshiplichtipn; and

the scholarship of teaching. These domains are explained as follows:

The Scholarship of Discovery is the type of scholarship traditionally associated with research.
This scholarship of discovery contributes to the body of knowledge biyngelp to understand

one remote part of reality in detail in the hope that this understanding can be generalised to
some degret a broader part of reality.ypically traditional researclafis into two distinct
genresguantitative research and qualiv@iresearch. At UWC, the third year (scholarship of

discovery) allows for the deepening of IPP knowledge and introduces research.
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Boyerds Scholarship of Integration is Athe
insight from different displines into broader patterns that reflect the actual interconnectedness

of the worldo (Boyer cited in Jacobsen & Jac
need for interdisciplinary collaboration and requires that the critical analysis apud refv

knowledge be followed by the innovative production of views and insights in such a way that

what is known speaks to specific topics or issues about a phenomenon.

The Scholarship of Application i s fnegap scho
bet ween values in the academy and the needs
Jacobse2004, p. 51). Here knowledge is applied to the solution of societal needs and practice.

In most cases, knowledge stemming from the Scholarshipsobizery and the Scholarship of
Integration enlighten the solutions to a particular phenomenon. The Scholarships of Discovery

and Integration is often linked to the context of formal education. The Scholarship of
Application may happen within formal eddicen contexts, and is most often associated with

other settings as well (Bosn, 2009, p. 6). At UWC, the second year (scholarship of
application and integration) allows for the deepening of IPE knowledge and introduces IPP.

Finally, the Scholarshipofffac hi ng i s At he schol arship of st
Jacobsen & Jacobser2004, p. 51). The Scholarship of Teaching encompasses the
philosophical analysis of knowledge about teaching and learning. This knowledge base itself
istheresultoft e Schol arships of Discovery, I ntegrat
ingredients of a dynami c den#009 g 8.rAAWWCytee t eact
first year (scholarship of teaching), the basic concepts of IPE, are presentedi thaxiges

and activities such as world cafés.

Lennox and Anderson (26 state that a model is designed to provide a practical, easily
reproducible experience for students. The authors further emphasise that it is an ideal addition
to the many traditiodaapproaches to interprofessional learning such as competency based
learning. To incorporate a model into existing interprofessional programmes provides students
with an opportunity to apply and practice their interprofessional knowledge and skills in

fieldwork settings with real clients, clinicians and other service providers. The Leicester Model

144



of Interprofessional Education (IPE), outlined by Lennox and Andersor6)2@0used as a
guideline for this study. This model is ideal as it shows the conggtkdg within the overall
health and social care curriculum within the Faculty of Community and Health Sciences
(FCHS). In Figure 7.3 below, the outer circle represents profespieaific learning and the
middle circle refers to the core competences shaith other professions which can be learned

as a shared learning experience or inpmifessional situations, for example, communication

skills.

Figure 7.3: The context setting of the Model within the aedl health and social care

curriculum

Core Learning
profession-specific knowledge,
skills and attitudes

Uni or Shared Learning
generic knowledge,

skills and attitudes

IPL
preparation for
working in teams
in practice

The inner circle represents interprofessional learning in which students learn about, with and
from one another, to improve collaboration and the quality of care (CAIPE, 1997). The three
circles represent, form tleetting of the Model. The model is applicable to both undergraduate
and postgraduate students, while the time commitment required is flexible and may vary from
as little as two days or as long as is required. Lennox and Andersd) @3ire that the

model is built on a protected learning environment which is as close as it can be ttifa real
setting. Undergraduate students gain an understanding into future practice whilst postgraduate

students are able to reflect on current practice, and to anafyseworking and collaborative
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practice in order to improve their own knowledge, skills and competencies. This model is
flexible and able to accommodate the varying entry levels of knowledge, skills and

competencies on team working and collaborative pmgincluding clinical practice.

7.3 Expanded Scaffolding Model

The scaffolding approach to learning by Frantz and Rhoda (2017) will be used as an expanded
scaffolding model for IPE at UWC (Figure 7.4).

Figure 7.4. Expanded Scaffolding Modgladapted from Frantz & Rhoda, 2017)

IPE Theory Interprofessional  Case studies Role plays
courses SO Discussions / Discussions
Team workshops
functionin
concept ’ Rubrics
discussions: )
World Cafe Reflection
Faculty

development
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IPE research interprofessional Case studies Portfolios
communication Simulations Rubrics
IPE ethics Workshops / Reflection

team functioning discussions

collaborative
leadership

interprofessional
conflict resolution

Values/ethics for
interprofessional
care

7.3.1 Guiding principles for integration into curriculum

Stutsky and Spence Laschinger (2014) have formulated a conceptual framework for
Interprofessional Collaborative Prami(ICP) through synthesising concepts from 97 research
papers and key national and international reports, which will be used to guide the research
study. The researchers based their findings on concepts or ideas that logically follow each other
and inclue personal and situational factors that ultimately influence ICP. This in turn results
in a number of significant reactions such iagproved work behaviours and attitudes,

organisational outcomes, and patient outcomes.

7.3.2 Precursors for ICP:

These precurser are divided into personal factors that are controlled internally by an
individual, and situational factors to which health professionals are exposed within their place
of work, that either discourage or support ICP. In order for ICP to be successful,
interprofessional health practitioners must truly believe in the concept and power of ICP
(Oandasan & Reeves, 2005; Oliver, Wittenbeytes & Day, 2007). Furthermoyéhey must

have some experience in being able to facilitate the drawing up of an intespo&sare

plan when disagreements occur within the team (Bronstein, 2003; McGrail, Morse, Glessner
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& Gardner, 2009). By developing an Interprofessional Education (IPE) programme within the
Faculty of Community and Health Sciences (FCHS), we are expstsidgnts to adopting the
concept and enabling them to participate and to become Interprofessional health practitioners.
Through the Interprofessional World Café methodology rendered by therbfessional
EducationUnit (IPBJ) within the FCHS, studentsilvgain the practical skills necessary to

draw up an interprofessional care plan at the same time, embedding the interprofessional core
competencies of interprofessional communication, interprofessional conflict resolution and
collaborative leadershipr{terprofessional Education Collaborative Panel, 2011; & Canadian

Interprofessional Halth Collaborative, 2010).

Another antecedent to ICP is that interpersonal skills (McGrail et al., 2009), full cooperation
(Gaboury, Lapierre, Boon & Moher, 2011) andrgounication skills (Atwal & Caldwell,

2002; Havens, Vasey, Gittell & Lin, 2010) must have already been developed by
interprofessional practitioners. According
Rodriguez and Pineault (2008), trust is critical and 2R only be possible when health
professionals trust other professional s6 cor
comfortable with themselves first and their
competencies ( Cl ar.klaim tBadprofeysionald wilkarod working with a |

others and rather hold onto their own responsibilities for patient care when there are high levels

of uncertainty or when trust is low.

Situational precursors that either support or discourage ICP exladdership (CIHC, 2010;
D6Amour et al ., 2008; Oandasan & ReFetzee s, 20
Task Force, 1994), and support structures (Clark, 2011; McGail et al., 2009). Both central and
local leadership are needed to stimulate collabarao n eradicate barrier
2008), and promote an effective team culture (Clark, 2011). Effective leadership is also
important to construct empowering environments for health professionals that include having
resources, an opportunity for gvth and mobility, support and agseto information (Kanter,
1977,1997). Support structures referred to above include adequate time for sharing knowledge

and patientelated material (Atwal & Caldwell, 2002; Clark, 2011; Gaboury, Bujold, Boon &

Moher, 20®), and incorporating daily collaborative behaviours into thetdaday functioning
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of professionals (Ottawa Hospital, n.d.). Support can be seen in various ways and includes
emotional support, advice or hanols assistance from supervisors, fellow caligas or
interprofessional practitioners (Kanter, 1977; 1997). Additional support structures comprise
formal processes and mechanisms for enabling dialogue (Oliver et al., 2007) such as written
policies and/or guidelines and several educational opportsimitdduding inservice training,

workshops, presentations and ward rounds.

7.3.3 Curriculum design
7.3.3.1 Firstyear

The first interdisciplinary core course that was developed in the Faculty of Community and
Health Sciences is a module called Primary Health Care (PHR} is a 1€credit,
compulsory, first semester module. The module is offered to students across three faculties and
includes the disciplines of Dietetics and Nutrition; Physiotherapy, Dentistry, Oral Hygiene,
Pharmacy, Occupational Therapy, Social WoNgyrsing, Natural Medicine, and Sports
Sciences. This is a first semester module which means that students have not had much
exposure to the specific discipline for which they have enrolled. The module orientates them
to basic concepts of health, develomtngnd the philosophy of care. An additional activity that
Frantz and Rhoda (2017) propose and that is currently not in the curriculum, is the concept of
World Cafes to reinforce curricula concepts. At this level the core competencies of
interprofessionacommunication and team functioning need to be embedded into the IPE
curriculum. This is essential since students will have had their first exposure to group work and
will need to learn how to communicate with each other across disciplines but also bparto r

on tasks as a team. While working in groups students will have exposure to the processes
involved in group work and will understand the principles and dynamics of teamwork.
Activities suggested by the expert panel to develop these competenciesg icadgdstudies,
workshops and group discussion. Assessment practices to determine whether students have
acquired the necessary competencies should include group discussions; role plays whereby
they can enact scenarios as a team to showcase understandiognaapts; and

facilitated/guided structured reflections to instil the notion edepth learning.
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