





































































































































































































































































































































































































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 information 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 among 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 and that the case 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 training and should receive ongoing support to
understand and apply the process effectively. Case studies lends itself to being open-ended,; it
allows for realistic problems to be used to stimulate interdisciplinary discussions; promotes
critical thinking, learning and 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 (Yadav, Lunderber, Deschryver & Dirken, 2007). Well-structured case studies can
include and develop all seven IPE Core competencies, i.e. interprofessional communication;
patient/client/family/community-centred care; role clarification; team functioning;
collaborative leadership; interprofessional conflict resolution and values/ethics for
interprofessional practice.

5.6.1.2 Workshops

Workshops are classified under action-based learning (Barr, Koppel, Reeves, Hammick &
Freeth, 2005). The advantages of workshops as a teaching strategy are best described by Eison
and Stevens (1995). Workshops demonstrate 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 interaction, which is important for trainees who are becoming increasingly isolated in
their work (Eison & Stevens, 1995). With regards to workshops, students need opportunities
to practise working in interprofessional teams in order to develop competencies that will enable

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 (VVanKuiken, Schaefer, Hall & Browne, 2016). In most 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, to 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 buy-in from faculty is to invite new or non-engaged staff members to attend
these workshops 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 interprofessional core
competencies. Barr, Freeth, Hammick, Koppel and Reeves (2000, p. 24) support the benefits
of workshops with students, “...change attitudes, reduce stereotyping, enhance
communication, common objective setting, and action planning, and improve knowledge of
professionals’ respective roles.” Bolden and-Lewis.(1990) posits that workshops often claim
that changes in knowledge are reported by-participants, but frequently it is the ability to work
as part of a team that is enhanced. According-to the expert panel, the core competencies that
can be developed through action-based learning (workshops) are: interprofessional

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

5.6.1.3 Simulation based activities

There are two activities classified under simulation-based activities, role plays and
simulations. Simulations provide students of all disciplines a safe space to interact with
each other collaboratively, as well as opportunities for a novice’s eventual transition to
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 patient safety.
Fowler-Durham and Alden (2007) confirm that simulation intends to mimic reality whilst
offering a skills-based clinical experience in a safe and secure setting. Hovancsek (2007,
p. 3) describes the aim of simulation as ‘to replicate some or nearly all of the essential
aspects of a clinical situation so that the situation may be more readily understood and

managed when it occurs in reality in clinical practice’. Furthermore, crucial aspects of
118



simulation education are repetitive and consolidate learning and improve competence
(Issenberg et al., 2005; Hogg et al., 2006; Kardong-Edgren 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 competencies that can be developed through
simulation-based activities are role clarification, team functioning, interprofessional conflict

resolution and values/ethics for interprofessional practice.

Russell and Shepherd (2010) state that role plays and simulations function 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 educators 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 feedback. Alvear (2006) gives the
following reasons why role play can be effective.as learning strategy; it increases learning
retention, it is fun, it encourages hands-on-learning;-enables brainstorming and team building;
increases empathy and tolerance. In-addition,-it allows for.evaluation of new techniques without
risk; allows for analysis of problems from various perspectives, increases self-confidence; it is
low cost and can be performed anywhere. The University of New South Wales (2016) confirms
that scenarios during role plays can be scaffolded, progressively increasing in complexity to
ensure that students reach the necessary level-of competence. ‘According to the expert panel,
role play can be used to develop the core competencies of role clarification, collaborative

leadership, interprofessional conflict resolution and values/ethics for interprofessional practice

5.6.1.4 Joint clinical placements

Joint clinical placements are categorised under practice-based learning according to Barr,
Koppel, Reeves, Hammick and Freeth (2005). Joint clinical placements are a vital part of
undergraduate education, allowing students to transform theory into practice by engaging in
‘real-life’ experiences to strengthen the academic programme content covered at the institution.
Practice-based learning is normally credit-bearing and accounts for compulsory clinical hours
together with classroom-based activities. Koh (2002, p. 41) warns that students who are unable

to link theory and practice could possibly be left ‘floundering, lacking in confidence and
119



disenchanted, with some being forced to leave...” Student experiences in practice placements
can also improve student healthcare workers’ motivation and develop their professional
identities (Baglin & Rugg, 2009). The core element of a clinical placement is that learning
occurs by doing, since problems associated with clients/patients are placed in context and
critical thinking can be developed (Nolan, 1998). According to the expert panel, the core
competencies that can be developed through practice-based learning (joint placements)
are: interprofessional communication, patient/client/family/community-centred care, role

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

5.6.2 Assessment Activities

The main suggestions given by the expert panel on assessment methods aligned to the
suggested activities are portfolios, reflection 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/community. They 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 from a file 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 not achieved 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) defines a portfolio as “A private collection of evidence,
which demonstrates the continuing acquisition of skills, knowledge, attitudes,
understanding and achievements. It is both retrospective and prospective, as well as
reflecting the current stage of development and activity of the individual.” This definition

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 providing an indication of possible development. Students can 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 criteria (Van Tartwijk & Driessen, 2009).
Portfolios as assessment tools, are linked to the core competencies of: interprofessional
communication; patient/client/family/community-centred care; role clarification; team
functioning; collaborative leadership; interprofessional conflict resolution; values/ethics for
interprofessional practice.

5.6.2.2 Reflection as an assessment tool

Sanders (2009) states that many assessments include ‘levels of reflection’ and that this
hierarchical 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
‘stepping back’ from events and actions with evidence of the encounter and possible change to
current views and perceptions. This deeper level is equivalent to ‘transformative learning’
taking place. Reflection can be considered as a purposeful critical analysis of knowledge and
experience in order to achieve deeper meaning and understanding of a specific body of
information. Reflection cannot_be seen in isolation from reflective learning and reflective
practice. Sanders (2009, p. 685) concurs by stating “Reflective learning has the intention of
improving learning and when this happens in the context of working with the ill-defined
problems of professional practice, it is often called reflective practice.” However, this intended
‘learning’ is often not well defined. In a study done by Morison and Jenkins (2007) on
reflection, students felt that learning together in both lectures and on clinical placement
allowed them to gain optimum understanding on their own and others’ roles and that the real-
world experience helped them to appreciate the importance of teamwork and communication
skills. Reflection, critical reflection and understanding has been connected to deep learning
approaches as compared to surface learning in literature (Leung & Kember, 2003; Biggs,
Kember & Leung, 2001; Kember et al., 2000). Mann, Gordon & MacLeod (2009) confirm that
professional competencies can be assessed through reflection and that different levels of

reflection should be established for each year level. According to the expert panel, reflection
121



as an assessment tool can be linked to the core competencies of interprofessional
communication; patient/client/family/community-centred care; role clarification; team
functioning; collaborative leadership; interprofessional conflict resolution; values/ethics for

interprofessional practice.

5.6.2.3 Rubrics

The third assessment 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 purposes. The
use of rubrics in assessments offers a means to provide the desired validity in assessing
complex competencies, without forfeiting the need for reliability (Morrison & Ross, 1998;
Wiggins, 1998). When designing rubrics, Malini (2011) strongly suggests that assessors ensure
that the scoring criteria reflect the desired core competencies that would suggest success in
curriculum design and practice. The-scoring/rating--of rubrics are descriptive scoring
schemes that are developed by educators or others (clinicians/supervisors/peers) to guide
the analysis of written work or practical work in terms of a process towards students’
efforts (Brookhart, 1999). The author warns that rubrics are not checklists. Instead, they
should be considered as the development of criteria 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 overall process 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, individual parts of the student’s product or performance first, and then
add up the individual 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, 2002). According to the expert
panel, the use of rubrics in assessment can be linked to the core competencies of:
patient/client/family/community-centred 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 strategies that aim 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 linked to 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). An IPE 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 curriculum-mapping exercise can be done to assist
faculty. In the next phase of the research study-a curriculum-mapping 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 model.
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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 government and industry and for the institutions themselves (Bath, 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 three elements: the
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, Smith, Stein and Swann (2004) state that some 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 viewpoint of the literature
is that graduate attributes need tojbe 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 that their graduates 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 explicitly 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 whether there is alignment 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 a unique set of
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 expected of UWC 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 and the environment:

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:“Anattitude-or stance towards themselves:

vi) UWC graduates should continually strive-to.expand-their understanding of the world
and their environment through Lifelong Learning and critical reflection.

Vii) CREATIVE AND COLLABORATIVE PROBLEM SOLVING: Deep and broad
engagement: UWC graduates should be innovative and bold T-shaped 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 differences (Final Integrated

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

As we reflect, IPE initiatives in academic institutions have been employed as “add-on”
experiences, which are often perceived as less valuable than core curricula (Brashers, Peterson,

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 sustained, it needs 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) suggest 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, clinically relevant 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 Bannister, 2002);
generic attributes (Wright, 1995); key competencies (Mayer, 1992); transferable skills (Assiter,
1995); employability and soft skills (Business, Industry and Higher Education Collaboration
Council, 2007). GAs are defined as the qualities; values, attitudes, skills and understanding that
students should have acquired alongthe 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 as critical and responsible citizens, contributing to the social and
economic well-being of their communities (UWC Charter of Graduate Attributes and Strategic

Plan for Teaching and Learning Document, 2009).

In the same light, when comparing GAs to competencies, Caccia, Nakajima, Scheele and Kent
(2015) differentiate between the term competence which is considered to be “the ability to do
something successfully” and competencies by which general attributes that may be components
of an ability to execute a specific activity 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 curriculum and staggered across the learning continuum in order to be measured and
monitored before a student can graduate from a specific programme. The term ‘milestones’ has
been used by Caccia et al. (2015) to refer to the abilities expected by health professions 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, curriculum-mapping is a method of plotting curricula to detect and
highlight gaps in academia, redundancies and misalignments for purposes of refining the
overall coherence of a process or set of outcomes (Abbott, 2014). Plaza, Draugalis, Slack,
Skrepnek and Sauer (2006) explain that curriculum mapping 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
Cape’s Graduate Attributes (GA) and Interprofessional Core 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 that the process of curricula-mapping should
ideally be used not only to satisfy accountability requirements, but also to inform curricula
change and improvement. Figure 1 below presents Maki’s (2004) Original Assessment Loop
with the Mapping Loop overlaid in bold. It is a well-designed original assessment loop on
which the activities of curricula mapping have been overlaid to show their correspondence with
the original concept. This figure illustrates the critical point 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 the objective of gathering meaningful information to be
used for curricula transformation, thus providing a document- driven mechanism for informing

programme alterations.
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Figure 6.1: Maki’s Original Assessment Loop with the Mapping Loop overlaid in bold.

Program
oL DTS
Educsional
Objactives

T:-b_-,rtl:b ﬂim (s [
Wit o vou = COMES Qaa
mmﬂ autcomes tovintorm :;:‘:Jp
VOur ohjedives? changs questions:
curriculum? and plan
change

6.2.2 Curriculum-mapping process

The following phases were undertaken -in- the, curriculum-mapping process, as outlined by
Kelley et al. (2008):

Step 1: Planning

The Education White Paper emphasises that South African higher education institutions should
be generating ‘graduates with the skills and competencies that build the foundations for lifelong
learning. This should include critical, analytical, problem-solving and communication skills,
as well as the ability to deal with change and diversity, in particular, the tolerance of different
views and ideas’ (Education White Paper 3 - A Programme for Higher Education
Transformation, 1997). Thus, in planning, it was felt by the leadership of the FCHS that there
was a need to 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 generated 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 curriculum-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 or training
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:

e How will the training occur?
e Will it occur at faculty/departmental retreats?

e 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 approach chosen, 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 are compiled 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 discipline-specific curriculum. The following questions need
to be answered when this stage is reached:
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e Does your course address all the outcomes or are there outcomes that are not covered?

e Atwhat level of alignment would you say that the learning opportunities in your course
support achievement of the outcomes?

e What types of learning opportunities are used in your course to address those outcomes?

e 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 5 above highlights how the two documents align with each other and presents
a plan to incorporate these changes into the curricula of the faculty. A follow-up meeting with
the task team ensures that the map is part of a process of continuous curricula improvement

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 (SAQA). 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
Collaborative’s (CIHC, 2010) framework as a 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 one.
During this step a seminar was planned with staff to introduce a framework for mapping their
curriculum in alignment with the GAs’ and IPE core competencies. The following questions

served as a guideline in the planning process. which was adapted from 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 accomplishment of each of the outcomes?

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

What teaching methods are used in each course?

o a ~ D

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

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:

e Year level

e ldentify the competencies/graduate attributes
e Learning outcomes

e Learning opportunities

e Assessment

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

Table 6.1: Code for questions 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 Conflict Resolution

Table 6.2 was developed to answer questions three and four in the curriculum-mapping process

Table 6.2: Code for questions 3 and 4

is not the focus of the
course, but-at least one
element of the course
serves as a building
block to the
achievement—of—the
final outcome.

Level 0 Level 1 Level 2 Level 3

Where there is no | Where there is an | Where a more direct | Where a direct

relationship  between | indirect  relationship | relationship exists | relationship exists

the course and the IPE | between the course and | between the course and | between the course and

competencies ; the outcome. In this-{-the outcome. A | the outcome. At least
case, the outcomeritself | mixture--——of..._course | one element of the

elements support the
final achievement

of the outcome, but the
final integration of the
knowledge, skills and
attitudes necessary for
its

achievement, are not
accomplished 'in this
course;

course focuses
specifically on the
complex integration of
knowledge, skills and
attitudes necessary to
perform the outcome.

Table 6.3 was developed as a checklist to answer question five which was centred on pedagogy:

Table 6.3: Code for question 5

How is the module taught? (v all that applies)

Lectures

Lectures and discussions
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Case studies
Experiential learning
Practicals
Independent studies
On-line

Small group-work
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 rather than
ability to apply or synthesise that knowledge, skill and/or-attitude.

Application or synthesis, where students are assessed on their ability to apply and
synthesise knowledge, skill, and/or attitude:

Performance, where students are assessed hased on their ability ta perform the knowledge,
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 curriculum-mapping exercise, participants

gave the following input:

e 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 curricula. This can be done at

departmental level upon request or in a workshop format at faculty level.

e 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 research basis with the outcome of publications.

e Who will be asked to participate?
All staff need to be included, i.e. administrators, year-level co-ordinators, lecturers, clinical

supervisors, clinical co-ordinators, 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:

Table 6.5: 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 conflict resolution Interpersonal—flexibility and confidence to

engage across;difference

Role clarification Critically and relevantly literate
Team functioning

Core competencies and graduate attributes were colour-coded 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 able to incorporate and value, as a core team member, the input
and the engagement of the patient/client/family/community to improve health outcomes. This
can only be done with future health professionals who are able to create new knowledge and
understanding of the complex challenges in society, through the process of research and
enquiry. Future health professionals must be prepared to take on leadership positions and

understand and practice leadership principles that support a collaborative practice model in
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health settings. Leadership requires the ability to be able to work, both independently and in
collaboration with others, with values and principles of openness, curiosity and a desire to
meet new challenges. In order to do this, graduates should be able to relate with people from
various contexts and have the emotional insight and imagination to understand the viewpoints
of others. In so doing, they should be able to positively and constructively address
disagreements as they arise. These graduates should have the skills, knowledge and attitudes
to work confidently in a dynamic team, to lead where necessary and to solve the complex
problems of society. Being professional implies that there are a set of values, principles and
ethical behaviour which are adhered to both as a practitioner and interprofessional team
member. Alignment with the appropriate UWC graduate attribute is a demonstration of the
knowledge of ethical, social, cultural and environmental concerns relating to a specific

discipline.

At the end of the table there are two core competences and one graduate attribute that cannot
be aligned to each other. The core competencies-are, role-clarification and team functioning.
These attributes require that students/practitioners-should.develop an understanding of their
own role and the roles of other team members to develop appropriate health outcomes. In doing
so, they should understand the principles of teamwork to foster collaborative practice. The
remaining graduate attribute was critically and relevantly literate. With this attribute, graduates
should be able to pursue, determine; use and-apply information related to various settings
effectively with all stakeholders. During' step- four /in' the research process, the core
competencies and graduate attributes that had an area of overlap were agreed upon to produce
generic competencies that could 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 1-4 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 follow-up meetings with the task team 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 being integrated 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 include domains of learning outcomes
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 further discussion. The UWC graduate attributes comprise two tiers; the first tier
has four holistic overarching qualities, enabling attributes that describes the 21% century
graduate. The second tier comprises six overlapping clusters of abilities and skills further
describing this T-shaped graduate. The second tier-was_used in the curriculum-mapping
exercise. In future discussions with faculty IPE champions, consideration should be given to
the new revised UWC graduate attributes which include a fourth enabling attribute from tier
one, i.e. graduates should be creative and collaborative problem-solvers. When analysing this
additional attribute, it refers to.graduates-being confident enough to take on the complex
problems of society. In order to do this they need to.be 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 attribute, links can be formed with the IPE core competencies that were not
previously aligned to the second-tier 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 the existing graduate
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 Thomas-Brown (2015) state that undergraduate
curricula are very often content-heavy 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 challenges of coordination across disciplines can inhibit the
development of significant interprofessional learning experiences. Yaacob (2012) explains that
the degree to which (GCs) provide an appropriate basis for integration into university courses
depends mainly on two elements: (a) whether or not the competencies were ‘naturally
occurring’ within the existing university’s curriculum; and (b) whether or not methods could

be established to make those competencies explicitly recordable and assessable.

Considering 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 researcher presented two
interprofessional core competency sets to an-IPE-task team representing faculty who decided
to refer to the Canadian Interprofessional-Health-Collaborative’s (2010) six competencies as a
reference point. Departments were. tasked-with- embedding these interprofessional core
competencies into their curriculum in addition to graduate attributes. This created confusion
and difficulty in integrating two sets of competencies. The curriculum-mapping exercise was
therefore necessary to combine the two documents through determining similarities in the
qualities, values, attitudes, skills-and understandings that were'necessary for students to have

developed by the time they graduate from their professional programmes.

Hager and Holland (2006) argue that ‘naturally occurring’” competencies provide a suitable
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 learning. These GCs require students to utilise different combinations in real-life situations
if they are to be successful. GCs normally lead to good learning outcomes according to Hager
and Holland (2006). As a result, by embedding the development of GCs into all courses, we
can improve overall learning. Natural occurring GCs include competencies such as fluency in

communicating learning experiences through verbal presentations. In this example, it is evident
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that communication skills (i.e., one of the GCs) are ‘naturally occurring’ in the departmental

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) experience a range 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 their course programmes. 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 individual 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 integration of this set of competencies into the university courses by individual

lecturers.

6.5 Conclusions

The embedding of GCs into curricula requires longitudinal teaching and continuous assessment
of the progression of students and academics. Faculty development will play 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 success of the curriculum alignment depends 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 to 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 of graduate attributes and core competencies and ultimately embedding 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 professional courses 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
teaching-centred and content-focused approach, to a student-centred and process-focused
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 both identify 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 curriculum-mapping is critical in reviewingthe-objectives and the learning outcomes of the
courses to identify the type of students invelved-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 was informed by the findings of

the previous chapters.
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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 Six, a general competency set was developed through a curriculum-mapping exercise.
These general competencies are presented below, summarising their activities and assessments.
The chapter then describes how IPE curriculum can be scaffolded over the learning continuum
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 aligned
and junior students at assessment strategies
an earlier stage

Curriculum-Mapping:
Sytematic review: IPE Indicates that
activities are opportunties do exist
identified but no clear 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 the current methods used to
educate future healthcare professionals, embark on research and engage communities. These
changes will require universities to produce T-shaped graduates that are both extremely
knowledgeable about their own profession, as well as skilled and 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. In order to do this, students will be required to develop certain
competencies which are aligned and facilitated with the concept of T-shaped graduates (Frantz
& Rhoda, 2017). These competencies include graduate attributes as outlined in Chapter Six

and will be referred 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 modules offered at first, second and third-year level. Three exemplars are
highlighted by Waggie and Laattoe (2014): Interdisciplinary Community-based Practice
module; Interprofessional Community-based Practice; and-Interprofessional World Café. The
Interdisciplinary Community-based Practice module includes a theoretical and service-learning
component and is designed to meet discipline-specific, interdisciplinary and personal goals
through the development and implementation of an interdisciplinary intervention care plan.
The module involved collaboration between the university, the service providers and
designated community agencies. The second exemplar, Interprofessional Community-based
Practice, is offered in a community setting whereby students from various disciplines address
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 competency domains 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, reflections, case studies, video clips, facilitation of small group discussions
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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 a faculty within a ‘resource-constraint
university’ and highlight three specific concerns in terms of the implementation of
interprofessional education (IPE) and interprofessional practice (IPP). The concerns include
the lack of an explicit framework, (Waggie & Laattoe, 2014), challenges operationalising IPE
and IPP, and the lack of critical mass in terms of human resources to drive IPE and IPP.
Although there was a ‘lack of explicit framework’ for IPE, Frantz and Rhoda (2017) introduced
the concept of a scaffolding 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. Frantz-and Rhoda (2017) offer Boyer’s
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: Scaffolding of the curriculum (Source Frantz & Rhoda, 2017)
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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 this knowledge effectively to students. In reflection, the work of an academic can
be thought of as having four separate domains, which nevertheless overlap. These domains are
the scholarship of discovery; the scholarship of integration; the scholarship of application; 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 by helping us to understand
one remote part of reality in detail in the hope that this understanding can be generalised to
some degree to a broader part of reality. Typically traditional research falls into two distinct
genres: quantitative research and qualitative research. At UWC, the third year (scholarship of

discovery) allows for the deepening of IPP knowledge and introduces research.
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Boyer’s Scholarship of Integration is “the attempt to arrange relevant bits of knowledge and
insight from different disciplines into broader patterns that reflect the actual interconnectedness
of the world” (Boyer cited in Jacobsen & Jacobsen 2004, p. 51). This scholarship stresses the
need for interdisciplinary collaboration and requires that the critical analysis and review of
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 is “the scholarship of engagement; seeking to close the gap
between values in the academy and the needs of the larger world” (Boyer cited in Jacobsen &
Jacobsen, 2004, p. 51). Here knowledge is applied to the solution of societal needs and practice.
In most cases, knowledge stemming from the Scholarship of Discovery 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 education-contexts, and is most often associated with
other settings as well (Boshier,~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 Scholarship of Teaching is “the scholarship of sharing knowledge” (Boyer cited in
Jacobsen & Jacobsen, 2004, p. 51). The Scholarship of Teaching encompasses the
philosophical analysis of knowledge about teachingand learning. This knowledge base itself
is the result of the Scholarships of Discovery, Integration and Application combining as “active
ingredients of a dynamic and iterative teaching process” (Boshier, 2009, p. 5). At UWC, the
first year (scholarship of teaching), the basic concepts of IPE, are presented through modules
and activities such as world cafés.

Lennox and Anderson (2006) 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 traditional approaches 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
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of Interprofessional Education (IPE), outlined by Lennox and Anderson (2006), is used as a
guideline for this study. This model is ideal as it shows the context setting 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 profession-specific learning and the
middle circle refers to the core competences shared with other professions which can be learned
as a shared learning experience or in uni-professional situations, for example, communication
skills.

Figure 7.3: The context setting of the Model within the overall 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 the setting 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 Anderson (2006) assure that the
model is built on a protected learning environment which is as close as it can be to a real-life
setting. Undergraduate students gain an understanding into future practice whilst postgraduate

students are able to reflect on current practice, and to analyse team working 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 practice, including 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 Model (adapted from Frantz & Rhoda, 2017)

IPE Theory Interprofessional Case studies Role plays
courses EETIATIE 1217 Discussions / Discussions
Team workshops

functioning
Cpncept Rubrics
discussions:
World Cafe Reflection
Faculty

development

146



role
clarification

role clarification “

http://etd.uwc.ac.za/

147



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 Practice (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 include personal and situational-factors that ultimately.influence ICP. This in turn results
in a number of significant reactions such as_improved work behaviours and attitudes,

organisational outcomes, and patient outcomes.

7.3.2 Precursors for ICP:

These precursors 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, Wittenberg-Lyles & Day, 2007). Furthermore, they must
have some experience in being able to facilitate the drawing up of an interprofessional care

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 exposing students to adopting the
concept and enabling them to participate and to become Interprofessional health practitioners.
Through the Interprofessional World Café methodology rendered by the Interprofessional
Education Unit (IPEU) within the FCHS, students will gain 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 leadership (Interprofessional Education Collaborative Panel, 2011; & Canadian

Interprofessional Health Collaborative, 2010).

Another antecedent to ICP is that interpersonal skills (McGrail et al., 2009), full cooperation
(Gaboury, Lapierre, Boon & Moher, 2011) and communication skills (Atwal & Caldwell,
2002; Havens, Vasey, Gittell & Lin, 2010) must have already been developed by
interprofessional practitioners. According.-to-D’Amour, Goulet, Labadie, San Martin-
Rodriguez and Pineault (2008), trust-is-critical-and-ICP-can only be possible when health
professionals trust other professionals’-competencies.-It.is-essential that individuals become
comfortable with themselves first and their own competencies before relying on others’
competencies (Clark, 2011). D’Amour et al. claim that professionals will avoid working with
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 includes leadership (CIHC, 2010;
D’Amour et al., 2008; Oandasan & Reeves, 2005), empowerment (Tresolini & Pew-Fetzer
Task Force, 1994), and support structures (Clark, 2011; McGail et al., 2009). Both central and
local leadership are needed to stimulate collaboration, eradicate barriers (D’Amour et al.,
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 growth and mobility, support and access to information (Kanter,
1977, 1997). Support structures referred to above include adequate time for sharing knowledge
and patient-related material (Atwal & Caldwell, 2002; Clark, 2011; Gaboury, Bujold, Boon &

Moher, 2009), and incorporating daily collaborative behaviours into the day-to-day functioning
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of professionals (Ottawa Hospital, n.d.). Support can be seen in various ways and includes
emotional support, advice or hands-on assistance from supervisors, fellow colleagues 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 opportunities including in-service 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 (PHC). This is a 10-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-Work, -Nursing,. 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, development and the philosophy of care. An additional activity that
Frantz and Rhoda (2017) propose and that is currently notin-the curriculum, is the concept of
World Cafes to reinforce curricula concepts. At -this level the core competencies of
interprofessional communication 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 how to report
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 competencies include case studies,
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 understanding of concepts; and

facilitated/guided structured reflections to instil the notion of in-depth learning.

150



7.3.3.2 Second year

The second interdisciplinary core course is at a second-year level entitled Interdisciplinary
Health Promotion (IHP). This is a 10-credit, compulsory second semester module. The module
is offered to students across two faculties and includes the disciplines of Dietetics and
Nutrition; Physiotherapy, Dentistry, Oral Hygiene, Occupational Therapy, Social Work and
Natural Medicine. This equates to an approximate total number of students of three hundred
and fifty participating in the same module, on the same day, at the same time, in mixed
disciplines across campus in nine venues, with nine facilitators. This module differs from PHC
in that it has a practical component, whereby students visit schools in the surrounding area and
have to implement a mini-project based on needs that the schools inform are required. The
content of IHP includes health promotion milestones; health promotion in South Africa; health
promotion models and interventions; planning framework for health promotion projects;
interprofessional education and collaborative practice; service-learning; preparation for health
promotion in schools; and health promotion-in'schools.-The core competencies focussed on in
this module are patient/client/family/community-centred care team functioning and role
clarification. These competencies are essential to develop in students at this level since students
will be working with people in a school setting whereby they have to implement a mini-project.
Activities to develop these competencies are case studies, simulations, workshops/discussions.
The IPE model proposes that students should be assessed through a portfolio which includes
deep reflection of their learning experiences throughout this module. Attached to the portfolio
is a rubric whereby students can see upfront how they will be assessed as well as in which areas

they will be assessed.

The second initiative is a quarterly workshop called an IPE World Café. This World Café builds
onto the World Café experienced in first year, but students will now be given a case study or
simulated patient whereby they have to do a joint assessment and develop an intervention for
the priority needs of the client/patient/family/community. The aim of this experience is to
facilitate interprofessional education in a safe/controlled environment by providing students
with the opportunity to work in interprofessional teams. Currently this workshop is at third-
year level and this study proposes that it be moved to the second-year level since experience

has proved that the third-year level is very restricted with discipline-specific curricula. This is
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beneficial for the Nursing students in particular since the findings in the readiness for IPE
learning reveal that students from this discipline are less ready for IPE. The World Café can
also provide an opportunity for first- and second-year students to interact with each other since
second-year students have more experience and understand the role a little better within a group
setting. This interaction can possibly inspire the first-year students to see the second year

students as role models and possibly develop long term relationships through mentorships.

7.3.3.3 Third year

The programme at this level is in its pilot phase entitled clinical and community IPE
supervision. The purpose of this course is to explore and promote interprofessional education
amongst students from the CHS, Dentistry faculties and Natural Sciences (School of
Pharmacy), within clinical and community settings. This course also aims to facilitate the
acquisition and application of interprofessional core competencies. At the end of this module
students will be able to examine and-discuss the-IPE core competencies, develop an
understanding of the importance of core competencies in collaborative practice, explore its use
practically, evaluate students’ understanding of IPE and Collaborative Practice concepts
through use of theory, questions, discussion and reflection. Specific outcomes are to understand
and describe interprofessional education, collaborative practice and core competencies. Also
to demonstrate knowledge of the basic concepts of the IPE in health service delivery at the
various clinical service sites; demonstrate the ability to identify and draw on the necessary
skills to deal with challenges within clinical settings relating to core competencies; and reflect
and report on working within an interprofessional team. At the third year level there is an
expectation that all six IPE core competencies identified by the Canadian Interprofessional
Health Collaborative (2010) should be developed because it is at this stage that students begin
clinical practice in various settings. Students should be able to see patients/clients or work on
a joint project as an interprofessional team. The integration of core competencies should lead
to collaborative practice. Activities at this level should include joint clinical placements, case
studies and simulations. The portfolio initiated at the second year level should be added to so
that assessors can view the development and integration of core competency development into

the third-year level. The reflections within this portfolio should include deeper levels of

152



learning and the rubric for the assessment should be more extensive to include the integration

of the core competencies.

7.3.3.4 Fourth year

The main objectives of the IPE Ethics workshop is to give a brief input on Ethics theory.
Students need to apply their ethical knowledge to a chosen case. This gives the IPE Ethics
champions an indication of how much ethical input the students already have. Topics covered
in the workshop are the theory concerning ethics and steps taken in the clinical reasoning
process to be used as a guide. The core competency focus remains the inclusion of the previous
six competencies, but in addition it includes values/ethics for interprofessional care
(Interprofessional Education Collaborative Expert Panel, 2011). Students are given a case study
whereby group discussions take place regarding the ethical dilemma and they have to present
their discussions to plenary. In a similar manner, content is covered on research methodologies
with senior students, as this module is generic across departments. Activities can include group
discussions, workshops and simulations, as well-as-additional activities listed by the expert
panel, such as lectures, e-learning and blended learning. Once content is covered, students
proceed to write a research proposal which they can extend at a postgraduate level, if so desired.
At this stage, the students’ portfolios-should include the elements of ethics and research with
deeper levels of learning to indicate the impact these elements have on collaborative practice
and ultimately improving health outcomes.

Although the postgraduate curriculum is not part of this model yet, in future, students could
engage in interprofessional research projects with the outcome of producing a collaborative
proposal with each student undertaking an objective of the study for their dissertation.

7.4 Conclusions

Substantive change is occurring in health care, with increased emphasis being placed on the
ability of higher education institutions to produce graduates that can work effectively across
disciplines and within interprofessional teams. This heralds a new pedagogical requirement for

IPE within health professions’ education in order to graduate practice-ready clinicians.
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Interprofessional pedagogy is commonly unfamiliar to faculty. This study describes the
development of an IPE model to guide IPE champions in the design, implementation and
evaluation of IPE curricula. Graduating students should have strong disciplinary capabilities,
as well as a capacity for patient/client/family/community-centred care; interprofessional
communication; role clarification; team functioning; interprofessional conflict resolution;
collaborative leadership; and values/ethics for interprofessional care to address the

collaborative practice requirements for changing health care delivery.
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CHAPTER 8

8 GENERAL DISCUSSION

8.1 Overview Summary of Significant Findings

Chapter Eight summarises the findings from the seven studies presented in this thesis in an
attempt to gain a broader understanding of the results obtained in the conceptualisation of an
IPE module. The main aim of Chapter Three was to determine how interprofessional
interventions are used to develop core competencies amongst undergraduate allied health
sciences’ students. In Chapter Four, the study describes understanding the students’ readiness
for interprofessional learning and to compares the findings from first- to senior-level students.
A Delphi study is used in Chapter Five to reach consensus on the most appropriate activities to
use in an interprofessional curriculum that would assist in instilling interprofessional core
competencies in allied health students, together.with the applicable evaluation methods.
Through a curriculum-mapping exercise;-the-aim-of-Chapter-Six is to find overlaps between
the IPE core competencies and UWC graduate attributes.documents to streamline the process
of integrating these documents into curriculum design. Findings from the four studies were
combined in Chapter Seven to further expand on the Scaffolding Model by Frantz and Rhoda
(2017) by including an IPE module in curriculum development. The significance of the
expansion of the model was to provide the'teaching and assessment strategies that can be used
to develop the competencies.

Secondly, the aim of this chapter was to discuss the implications of the research presented in
this thesis, in particular to discuss the methodological and practical implications of the findings.
Finally, it was important to acknowledge any shortcomings of the research when interpreting
the results and to suggest ways in which to expand or improve this research study. Therefore,
the third aim of this chapter was to discuss the limitations and future recommendations

emanating from the studies.
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8.2 Summary of Significant Findings

There are a number of significant findings presented in this thesis that make an important
contribution to our understanding of the development of core competencies in curriculum
design. In particular, the study was designed to expand our knowledge of this area in IPE by
investigating six main aims. Each aim and the findings relevant to the aims as related to each

study, are discussed separately below.

Aim 1: To assess the current intervention strategies used to evaluate Interprofessional
Core Competencies in students.

The systematic review revealed that there are no South African studies currently in the
literature that provide evidence of IPE core competency development in curriculum design. In
addition, the limited number of research studies found reporting on curricula did not cover all
the core competencies and were not linked to a specific model. The research presented in this
thesis is unique as it is the only attempt-in South-Africa-to design an IPE model based on the
reports of fellow researchers in this area (Waggie & Laattoe, 2014; Frantz & Rhoda, 2017).
Furthermore, it is the only study found in the literature that attempts to identify the overlap
between core competencies and graduate attributes as similar studies mention only one or the
other. Other findings in this study related to the above aim were that similar studies found in
the literature did not highlight the core competency. set that their institution decided to adopt
and, as a result, there was a lack of understanding of the reference point from which they were
working. No consistent assessment methods were found in the data set which further provided
a rationale for this research study to develop an overall framework for IPE core competency
development.

Aim 2: To determine and compare the readiness of first- and senior-level students for
interprofessional learning.

The Readiness for Interprofessional Learning Survey (RIPLS) has been used widely in the
literature and many studies report on attitudes and perceptions of students towards IPE. These
attitudes vary from not wanting to engage with others across disciplines, to differences in the
baseline readiness of students. Although we understand the importance of interprofessional

education in driving health professions’ education, and the value it provides when students
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learn with, from and about other students’ professions, the successful implementation for such
programmes is dependent on the key stakeholders, namely the students, being ready to engage.
Findings in this research reveal that readiness increases along the continuum of learning at
UWC and that the curriculum must be scaffolded to further develop competencies. It was
generally found that females tend to be more ready to learn interprofessionally, students in the
nursing discipline are less ready and senior students are more ready to learn interprofessionally,

as compared to first year students.

Aim 3: To describe activities and evaluation strategies that can be used to develop core
competencies through a Delphi study.

The expert panel in the Delphi study highlighted a range of activities and assessment methods
to develop IPE core competencies and consensus was reached during round two of the exercise.
The preferred activities that are common across all the core competencies are case studies, joint
clinical placements, simulations, role plays-and workshops/discussions. The preferred
assessments for each of the above activities-that related to each of the core competencies are
portfolios, reflection and the use of rubrics. The learning.outcomes need to be clearly outlined
in IPE curriculum design that should incorporate the different activities and assessment

methods identified by the expert panel along the continuum of learning.

Aim 4: To identify the occurrence' of  IPE ‘core competencies in curricula and to
understand the similarities of IPE core competencies and graduate attributes.

In order to produce graduates that can work collaboratively to address the complex problems
inherent in society, it has become imperative to design curricula accordingly. The integration
of graduate attributes and/or IPE core competencies of these future health professionals, has
become a priority on higher education institutions’ teaching and learning agendas. The
infusion of these competencies/attributes has become a double-edged sword for staff to
incorporate in curricula. In an attempt to streamline this process, this study attempted to
discover overlaps between competencies and attributes through a curriculum-mapping
exercise. Findings reveal that there are similarities, but much-needed further discussions are
also required to discuss the items where no similarities are found. The documents used in the

study have been recently updated and this creates a need for further faculty engagement.
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Aim 5: To design an IPE model that incorporates the core competencies of IPCC as an
outcome for the University of the Western Cape and Aim 6: To position the current IPE
programme within a proposed model.

The two aims were combined in a final study to develop an IPE model for the integration of
core competencies in IPE curriculum design. This model stems from the work of fellow
researchers at UWC and was expanded upon by the researcher in this study (Waggie & Laattoe,
2014; Frantz & Rhoda, 2017). Embedding competencies along the continuum of learning with
appropriate activities and assessment methods is a step in the right direction to produce T-
shaped graduates that are able to work collaboratively to solve complex problems. In addition,
they should become lifelong learners, have positive relationships and interactions with their
local and global communities, and be critical towards knowledge of and the understanding of

health outcomes in society.

8.3 Implications of the Research

For core competencies to be successfully integrated into curricula, a large-scale curriculum-
mapping exercise should be conducted within each department of the faculty to determine what
competencies are currently included-in the curricula-and-what competencies still need to be
included, together with the relevant year level of each. This implies that training sessions
should be conducted with staff in order to perform such an exercise with clear deadlines in

place to gain an understanding of the faculty as a whole.

Together with the Teaching and Learning Specialist, on-going staff development workshops
should take place to gain comprehensive understanding of activity uses, assessment strategies
and curriculum design with staff from each department. It is taken for granted that academics
are expected to be skilled in this area but, in actual fact, they come from various backgrounds

with a vast understanding of curriculum design.

With the acceptance of this model, a longitudinal study could be embarked upon to track
competency development along the continuum of learning. Research instruments should

clearly be identified for each year-level and data collected should be analysed to inform the
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following year-level of any possible gaps that occurred due to irregularities in the programme.
At the conclusion of the undergraduate curriculum, graduates’ professional development
should be observed to determine the impact that this IPE model had on them as health
professionals in terms of collaborative practice.

E-learning environments should be explored as an emerging field in higher education. The
possibility of virtual teaching spaces is becoming more and more a reality that can unite
students across the world. The implications are that students will also need exposure in this
domain to form virtual IPE working relationships and might require other competencies that
have not previously been contemplated. E-portfolios are recently being introduced to both staff
and students as alternatives to the traditional hard copy format. This will requires a number of
training sessions which will place additional strain on existing curricula that are already

burdened with discipline-specific content and practical work.

The findings from the current thesis have many-implications that are discussed separately under
the headings of methodological and.practical-implications.

8.4 Limitations

Overall limitations of this study are presented first, followed by the limitations of each of the
contributing studies. An important limitation of this thesis is that it presents only the design of
the IPE model and not the implementation and evaluation aspects of the study. As a result, the
design principles that are presented in the study represent only a first full draft of a model for
integrating generic competencies into curricula. The study was carried out over a period of
three years and, in that time, there were a changes in the staff complement within the respective
departments which impacted on the study, as people have different levels of knowledge and
experience that they bring with them and impart to students. In addition to this, policy changes
also impact on the study in terms of the new Institutional Operational Plan (IOP, 2016-2020)
and the revised Graduate Attribute document.

This study represents a first step in both changing and guiding curriculum development in the

teaching and learning of interprofessional education and collaborative practice. The research
159



will open a platform for further discussion and engagement to drive curriculum changes in the
faculty. Though it is clear that this is a first step in a larger process, the findings in a South
African context, although positive, are essentially untested and should be recognised as such.
Further research is required into curriculum design that develops IPE core competencies which

will strengthen and support the findings of this study.

Having identified and discussed the limitations of the larger study, the following limitations
for each of the contributing studies are outlined:

Limitations of the systematic review: Chapter Three. IPE is an emerging field in health
professions’ education and, while every attempt was made to include as much evidence as
possible, only a limited number of articles was found. No articles were found that related to the
South African context. All the studies that are included in the data set reported on the core
competencies and the associated activities used and did not measure the impact of these
initiatives over a period of time. Such findings-could have contributed largely to the overall

design of the IPE model in this research study-

Limitations of the readiness survey: Chapter Four. Most of the participants in the study were
female, which could represent a gender bias, although this was a global finding in all the
literature consulted. Repetition of the survey with second- and third-year students could further
assist in determining how readiness improved in these periods along the continuum of learning
to identify further gaps in the current curricula. A further study should be done with staff to
determine their readiness to engage with IPE as this would also assist in the design of the

curriculum in order to include possible staff development initiatives.

Limitations of the Delphi study: Chapter Five. Although the number of participants fell into
the normal range for Delphi studies, a larger number would have yielded a more enriched data
set. The first round of the Delphi study took almost a year to complete as the researcher had to
send out monthly reminders to participants who had consented to participate in the study.

Limitations of the curriculum-mapping exercise: Chapter Six. This was an initial exercise to

determine the overlaps between core competencies and graduate attributes but no further
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mapping exercises were reported on in embedding those generic competencies in the
curriculum of a specific department. This would have contributed significantly to the data set

of this study.

Limitations in the development of an IPE model: Chapter Seven. The only limitation in this
phase of the study is that the IPE model is in the design phase and the opportunity has not
arisen for it to be implemented and evaluated in order to refine the model.

8.5 Recommendations

Since IPE is established at UWC and there are a number of ongoing initiatives in this emerging
field, the only major recommendation is to address the barriers to full participation encountered
by all departments in the FCHS. Bridges el al. (2011) state that there are many barriers to
developing successful interprofessional learning opportunities which can be overcome with
persistence and commitment. Each._curriculum=effort-should be critically evaluated, both
quantitatively and qualitatively. The following resources identified by Bridges et al. (2011)

should be considered critical in the success of the interprofessional learning experiences.

1) Administrative support. IPE-learning opportunities in many instances will require
substantial changes in the curriculum structure. Senior management must be supportive
of these initiatives.

i) IPE programme infrastructure. Faculty resources are essential and should be clearly
identified. Staff members from each department are required to provide leadership and
coordinate activities between their respective departments. In addition, administrative
support is required to schedule teaching spaces, submit attendances and grades, and
find substitutes when necessary.

iii) Committed, experienced faculty. Dedicated and experienced staff are required to
facilitate student groups in a didactic or a clinical context.

iv) All student efforts should be acknowledged through awards, certificates, or grades.

Finally, it is clear that design research is an appropriate method in curriculum design for

interprofessional education and practice. The approach describes a rigorous method for
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designing and facilitating processes in research studies that aim to go further than simple
descriptive research. IPE champions and researchers who are investigating the impact of new
IPE initiatives, including healthcare and education, are encouraged to consider design research
as a useful method for designing their projects.

The section above presents the overall recommendations of the study. The section below

presents the recommendations of each chapter separately.

Recommendations following the systematic review in Chapter Three. The limited number of
studies that were found suggest that there is a gap in the field for high-quality research that
incorporates IPE core competencies in health sciences curricula. The results of this systematic
review indicate that further research in this area is necessary to confirm that embedding
interprofessional core competencies and graduate attributes into curricula will produce better
equipped health professional to deal with the-ecomplex needs of society. Not only is additional
research required, but longitudinal studies must provide evidence of the impact that these future
health professionals will have on-improved-health. outcomes of communities. Researchers
should base their studies on IPE models that are geared towards transformation in teaching and
learning, rather than simply being more efficient. Studies should begin with the competencies
that are necessary as part of a curriculum to bring about these changes, and then measure the

impact of the curriculum changes.

Recommendations following the survey in Chapter Four. After implementation of the new IPE
model, it is recommended that a follow-up readiness survey be carried out and the results
compared with this study to determine whether or not students feel more ready, after changes
to the curriculum have been made. Further studies could be done with staff/clinicians/clinical

supervisors to determine their readiness to engage with IPE.

Recommendations following the Delphi study in Chapter Five. IPE is an emerging field and
the literature is constantly growing with more and more experienced academics and
practitioners emerging. It would be worthwhile to do a follow-up survey to get feedback on the

IPE model that emerges from this research study.
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Recommendations following the curriculum-mapping in Chapter Six. Since curriculum-
mapping was used in this study to determine the overlap with graduate attributes and IPE
competencies, it is recommended that curriculum-mapping be done with each department in
the FCHS. This exercise should reveal if IPE is embedded in the curriculum, as well as which

competencies and attributes are used at each year level and how they link with each other.

Recommendations following the development of the IPE model in Chapter Seven. Since the IPE
model is a new initiative in the FCHS and will provide a framework for all the existing and
new IPE initiatives, it is recommended that the researcher presents the findings of the study to
faculty and creates opportunities within the faculty and departments for staff development
opportunities. Further research is also recommended to determine the effectiveness of the IPE

model.

8.6 Conclusion

This chapter described the final outcomes of this study, beginning with the major contributions
made by each phase of the research study to the development of the design of the IPE model.
The activities and assessment strategies identified by an-expert panel provided guidance for
curriculum design in transforming health professions’ education for students at UWC. While
the model is not new, it has expanded existing theoretical frameworks to provide a structure
for new and existing activities in the FCHS. In addition to the development of the IPE model,
the research study makes a contribution to the body of knowledge that has emerged from the
various studies presented in this thesis. Finally, the future recommendations of the thesis are

described for each phase.
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Appendices

The following appendices were relevant to this research study and are listed below:

IemMmoOoO®>»

Methodology and ethics approval of research project
Information letter of research study

Focus group confidentiality binding form

Consent form for individual participants

Change of thesis title

Letter from editor

Readiness for Interprofessional Learning questionnaire

. Data extraction tool for Systematic Review

Re-aim framework evaluation

190



Appendix A

OFFICE OF THE DEAN

WESTERN CAFE

4 November 2014

To Whom It May Concern

DEPARTMENT OF RESEARCH DEVELOPMENT

I hereby certify that the Senate Research Committee of the University of the Western
Cape approved the methodology and ethics of the following research project by:

Mr GC Filies (Social Work)

Research Project:

Registration no:

Designing, implementing and evaluating an
interprofessional education program that aims
to instill the core competencies of
interprofessional  collaborative practice in
allied health students.

14/9/25

Any amendments, extension or other modifications to the protocol st be submitted to

the Ethics Commnuttee for approval.

The Committee nust be informed of any serious adverse event and/or termination of the

study.

%_J_Gv‘?

M Patricia Josias
Research Ethics Committee Officer
University of the Western Cape

Privats Bag X17, Bellwmile 7535, South Africa
T:- +27 21 959 2935/2043 . F: +27 21 959 3170

E: pjosias®uwe.ac.za
YT wwe.ac.2a
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Appendix B

UNIVERSITY OF THE WESTERN CAPE

Private Bag X 17, Bellville 7535, South Africa

Tel: +27 21-959 2617, Fax: 27 21-959 2606

E-mail: gfilies@uwec.ac.za

Project Title: Designing, implementing and evaluating an interprofessional education
program that aims to instil the core competencies of interprofessional collaborative
practice in allied health students

What is this study about?

This is a research project being conducted by Gérard Charl Filies at the University of the
Western Cape. We are inviting you to participate in this research project because you
because you are considered as a senior student-in-the Faculty of Community and Health
Sciences or as a staff member part-of the interprofessional task team or as an expert in
Interprofessional Education that will-either directly participate in our programme or assist to
develop the programme for the study. The purpose-of this research project is to design,
implement and evaluate an interprofessional education programme that aims to instil the core
competencies of interprofessional collaborative practice in allied health students at the
University of the Western Cape. This study has the following objectives in order to achieve
the aim of the research study: a)“To assess the current intervention strategies used to evaluate
the core competencies of Interprofessional Core Competencies in students; b) To design an
IPE program that incorporates the core competencies of IPCC'as an outcome; ¢) To
implement the designed IPE program and; d) To evaluate the impact of the IPE program on
the participants.

What will | be asked to do if | agree to participate?

You will be asked to complete a questionnaire at the start and end of the interprofessional
programme. The first questionnaire will ask you questions about: Your readiness to participate
in an interprofessional programme. The second questionnaire will evaluate your experience
working/participating in an interprofessional team. These questionnaires will be completed in
an environment which is suitable and comfortable for you and will not take longer than 20
minutes to complete. Staff members as part of a task team will be asked to participate in a focus
group discussion to assist in developing an interprofessional programme. An expert panel will
also be asked to participate in a Delphi study to provide essential input in finalizing the
interprofessional programme.
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Would my participation in this study be kept confidential?

The researcher undertakes to protect your identity and the nature of your contribution. To help
protect your confidentiality, the information you provide will be totally private; no names will
be used so there is no way that you can be identified as a participant in this study. The
information will be treated with anonymity and confidentiality. Your name will not be reflected
on the questionnaires or on any other document. The information obtained from the focus group
discussions and Delphi study will be will also be kept confidential and participants will be
given a letter of the alphabet by which to identify them by the researcher but there will be no
way for anyone else to link the letters back to the participants. All documents will be locked
up in a filing cabinet in the Interdisciplinary Teaching and Learning Unit at the University of
the Western Cape and only the researcher will have keys to the cabinet. All electronic data will
be on the researcher’s laptop which will be password-protected.

If we write a report or article about this research project, your identity will be protected. This
study will use focus groups and the extent to which your identity will remain confidential is
dependent on participants’ in the Focus Group maintaining confidentiality.

What are the risks of this research?

All human interactions and talking about self or others carry some amount of risks. We will
nevertheless minimise such risks and act promptly to assist you if you experience any
discomfort, psychological or otherwise-during the process-of-your participation in this study.
Where necessary, an appropriate referral will be'made to a suitable professional for further
assistance or intervention.

What are the benefits of this research?

This research is not designed to help-you personally;-but the results may help the investigator
learn more about Interprofessional Education and Collaborative Practice. We hope that, in the
future, other people might benefit from this study through improved understanding of
Interprofessional Education and Collaborative Practice.

Do | have to be in this research and may | stop participating at any time?

Your participation in this research is completely voluntary. You may choose not to take part
at all. If you decide to participate in this research, you may stop participating at any time. If
you decide not to participate in this study or if you stop participating at any time, you will not
be penalized or lose any benefits to which you otherwise qualify.

What if I have questions?

This research is being conducted by Gérard Charl Filies based in the Interdisciplinary
Teaching and Learning Unit at the University of the Western Cape. If you have any
questions about the research study itself, please contact me at: University of the Western
Cape, Robert Sobukwe Road, Bellville or telephone (021) 959 2617 or by email on
gfilies@gmail.com.
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Should you have any questions regarding this study and your rights as a research participant
or if you wish to report any problems you have experienced related to the study, please
contact:

Head of Department: Prof. N. Roman (nroman@uwec.ac.za)

Dean of the Faculty of Community and Health Sciences: Prof. J. Frantz (chs-
deansofffice@uwc.ac.za )

University of the Western Cape

Private Bag X17

Bellville 7535

This research has been approved by the University of the Western Cape’s Senate Research
Committee and Ethics Committee.
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Appendix C

UNIVERSITY OF THE WESTERN CAPE
Private Bag X 17, Bellville 7535, South Africa

S Tel: +27 21-9592617/2062
AN =y E-mail: gfilies@uwc.ac.za

RESPics Prmsf"cE

FOCUS GROUP CONFIDENTIALITY BINDING FORM

Title of Research Project: Designing, implementing and evaluating an interprofessional
education program that aims to instil the core competencies of interprofessional collaborative

practice in allied health students.

The study has been described to me in language that | understand. My guestions about the study
have been answered. | understand what my-participation will-involve and | agree to participate
of my own choice and free will. l.understand that my identity will not be disclosed to anyone.
| understand that 1 may withdraw from the study at any time without giving a reason and
without fear of negative consequences or loss of benefits. | understand that confidentiality is
dependent on participants’ in the Focus Group maintaining confidentiality. I hereby agree to
the following:

| agree to uphold the confidentiality of the discussions in the focus group by not disclosing the
identity of other participants or any aspects of their contributions to members outside of the
group. Should you have any questions regarding this study or wish to report any problems you

have experienced related to the study, please contact the study coordinator:

Participant’s name..........uuecvecrcercecceencccseecenenens

Participant’s signature.........ccccecevcceeveeverrereeenennnes

195



Appendix D

UNIVERSITY OF THE WESTERN CAPE

Private Bag X 17, Bellville 7535, South Africa

N

RES¥icE prosPIc: Tel: +27 21-959 2617, Fax: 27 21-959 2606

E-mail:gfilies@uwc.ac.za

CONSENT FORM

Title of Research Project: Designing, implementing and evaluating an
interprofessional education program.-that-aims-to instil the core competencies of

interprofessional collaborative practice-in allied health students.

The study has been described to me in language that | understand. My questions
about the study have been answered. |- understand what. my participation will involve
and | agree to participate of my own choice and free will.: l'understand that my identity
will not be disclosed to anyone. I'understand that | may withdraw from the study at any
time without giving a reason and without fear of negative consequences or loss of

benefits.
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Appendix E

L

University of the Western Cape

Faculty of Community and Health Sciences

% E FiBag X17, Baliville 7535, South Afreca Tel.: +27 21 939 2163 Fax: +27 21 959 2755 E-maill: M anyuu renPusc. a0 23

HIGHER DEGREES COMMITTEE

CHANGE OF THESIS TITLE

SURNAME FIRST NAMES
Candidate
Filies Gerard Charl
Child & Family
Student Ho g 1213|987 (2 Degree PhD Department | Studies
Yes HNo
Is the student a staff member (this includes full-time, part-time, academic
and non-academic staff members)? X
Current | Designing, Implementing and Evaluating an Interprofessional Education Program that Aims to Instil the
Thesis Core Competencies of Interprofessional Collaborative Practice in Allied Health Students
Title
New Please use sentence case and full words explaining abbreviations
Thesis
Title Development of an Interprofessional Education Model that Aims to Instil the Core Competencies of
Interprofessional Collaborative Practice in Allied Health Students Curriculum
Supervisor | prof T Frantz
05 October 2017
By 0 L o Date: ...,
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Appendix F

ISOBEL BLAKE

B.A. [UNISA)
English, Psychology

17 Second Avenue Telephenes: Home (021)674-0538
Harfield Village Cell: DB2-551-8204
Claremont

Cape Town

12 December 2017

TO WHOM IT MAY CONCERN

This is to state that |, Isobel Blake, edited independently and professionally 2 Master's
degree thesis entitled “"Development of interprofessional education model that aims to instil
the core competancies of interprofessional collaborative practice in allied health students’
curriculum®™ My brief was to check the article for grammar, syntax, spelling and overall
correct English of a high standard for submission to a university. At no time did | make any
changes to the context or format of the article, which is still true to its original state.

ISOBEL BLAKE

B.A. [UNISA) English, Psychology
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Appendix G

Readiness for Interprofessional Learning Scale (RIPLS) Questionnaire

The purpose of this questionnaire is to examine the attitude of health and social care students and professionals
towards interprofessional leaming.

Your name: (develop your own ‘personal code’ by using the following fermula):

First 3 letters from your first name: |:| D D Last 3 letters from your last name: |:| D D
Year of birth: 19 DD Your discipline: Gender: DM D F
Have you completed the RIPLS questionnaire before? D Yes D Mo

If you answered yes to the previous guestion please indicate how long age you last completed the questionnaire:

[T 1 -3 months [0 3 -6 months 0 6 - 12 months
[ 1-2vyears [1 2-3 years O] 3+ years
Hawve you had previous experience of interprofessional teaching? D Yes D Mo

If you answered yes to the previous question please give a very brief statement of what this IPE teaching
was and any impact it may have had.

Please complete the following questionnaire.

Strongly | Agree Undecided | Disagree | Strongly
agree disagree

1. | Leaming with other students /
professionals will make me a more
effective member of a health and
social care team

2. | Patients would ultimately benefit if
health and social care students /
professionals worked together

3. | Shared learming with other health and
social care students students /
professionals will increase my ability
to understand clinical problems

4. | Communications skills should be
learned with other health and social
care students students / professionals

5. | Team-working skills are vital for all
health and social care students
students / professionals to learn

6. | Shared learming will help me to
understand my own professional
limitations

7. | Learming between health and social
care students students before
qualification and for professionals
after qualification would improve
working relationships after
qualification / collaborative practice.
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Strongly | Agree Undecided | Disagree | Strongly
agree disagree

8. | Shared learning will help me think
positively about other health and
social care professionals

8. | For small-group learning to work,
students / professionals need to
respect and trust each other

10. | | don't want to waste time learning
with other health and social care
students / professionals

11. | ltis not necassary for undergraduate /
postgraduate health and social care
students / professionals to learn
together

12. | Clinical problem solving can only be
learnt effectively with students /
professionals from my own school /
organisation

13. | Shared leaming with other health and
social care professionals will help me
to communicate better with patients
and other professionals

14. | | would welcome the opportunity fo
work on small group projects with
other health and social care students /

professionals

15. | | would welcome the opportunity fo
share some generic lectures, tutorials
or workshops with other health and
social care students [ professionals

16. | Shared leaming and practice will help
me clanfy the nature of patients’ or
clients' problems

17. | Shared leaming before and after
gualification will help me become a
better team worker

18. | | am not sure what my professional
role will be / is

19. [ | have to acguire much more
knowledge and skill than other
students / professionals in my own
faculty / organisation

If you have any further comments regarding interprofessional education please enter them in the box
below

Thank you for completing this survey. The data will provide us with an understanding of the influence of the
Interprofessional Collaborative Practice program that we are facilitating or implementing. The onginal RIPLS survey
has been adapted for use by Latrobe Community Health Service & the Health & Socialcare Interprofessional
MNetwork (HSIM), Victoria — August 2009.



Appendix H

DATA EXTRACTION TOOL:

AUTHOR

COUNTRY

POPULATION

HEALTH
EDUCATION
TOPIC

INTERVENTION
AIMS FOR
PARTICIPANTS

OUTCOMES

IMPLICATIONS
FOR PEER
EDUCATION
PROGRAMS
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Appendix |

RE-AIM Framework evaluation (Adapted from Glasgow et al., 2001 and Blackman et al. 2013)

intervention follow-up?

RE-AIM Dimensions Questions Scoring
REACH 1. Does the article indicate who the Y=1/N=0
program is intended for (Inclusion and
exclusion criteria)
2. Does the article report on the Y=1/N=0
representativeness of the target
population?
3. Does the article report on participation Y=1/N=0
rate?
Effectiveness 4. Did the program achieve the intended Y=1/N=0
objectives?
5. Do they report on the limitations of the Y=1/N=0
intervention?
6. Reports on at least one outcome of the Y=1/N=0
intervention N Y=1/N=0
7. Reports on attrition
Adoption 8. s the setting clearly described? Y=1/N=0
9. Does the evaluation report on the
adoption of the intervention by the Y=1/N=0
participants or the organization?
10. Reports on who delivered the program Y=1/N=0
Implementation 11. Describes the duration and frequency of | Y=1/N=0
the intervention
12. Has the staff / participants of the Y=1/N=0
organization/intervention been involved
in delivering the program (cost
implications) _ _
13. Reports on intended and delivered Y=1/N=0
interventions
Maintenance 14. Does the article report on long term Y=1/N=0
effects of the intervention (after 6
months)
15. DO they report on the indicators used for
Y=1/N=0
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