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CHAPTER EIGHT 

DISCUSSION OF RESULTS 

8.1. Introduction 

This study sought to analyse the interdisciplinary core courses' curriculum, explore the 

FCHS students’ perceptions with regards to the interdisciplinary core courses that they 

studied together, analyse the patient care protocols of the institutions where UWC 

students are placed for practice and finally explore the perceptions of institutions 

managers with regards to IPC in their institutions. The results of the study are discussed 

and compared with previous studies and partly used to inform the development of a 

model for interdisciplinary approach to patient care. 

8.2.  Interdisciplinary core courses curriculum 

The interdisciplinary core courses' curriculum of the UWC FCHS tasked with delivery of 

interprofessional competencies was analysed for content and delivery methods. Oliver et 

al., (2008) describe a curriculum as a planned learning experience whose principles 

influence the structure and the teaching methods that fit the subjects being taught and the 

distribution of time across the activities that need to be mastered by the students. The 

curriculum in this case had its content analysed for cognitive rigor through the depth of 

knowledge tool (DOK) and its stipulated methods analysed in relation to the global scope 

of methods utilised for IPE. 

8.2.1. Methods of IPE delivery 

The UWC curriculum delivery methods when matched with global perspectives as 

reported in a systematic review by Payler et al., (2008) was found to make use of over 

half (nine, 64 %) of the global scope of the methods in use for IPE delivery. The 
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curriculum at UWC clearly stipulated methods such as team building (teams with leaders 

and role allocation), problem based learning where students as interprofessional teams 

worked in community projects, web based community networks, lectures and others as 

illustrated in table 4.1. The heterogeneity of IPE delivery points may include short joint 

sessions at the undergraduate level, a fully entrenched IPE during the entire 

undergraduate course and post-registration continuous professional development (CPD) 

hence broadening the scope of pedagogic approaches utilised in IPE delivery.  

 

In the current research, however, we shall discuss the undergraduate pedagogic 

approaches, as it is core to this study.   A number of IPE delivery pedagogies have been 

debated in the literature some of which were utilised at UWC. For instance, the problem 

based learning that Schwartz (2013 p 1) describes as “a method of learning where the 

learner first encounters a problem then it is followed by a systematic student centered 

inquiry” was tested by Goelen, De Clercq, Huyghens and Kerckhofs (2006) in order to 

verify the methods role in influencing the attitudes of an interprofessional group of 

students with regards to the competence and autonomy of individuals in their own 

profession. The study identified statistically significant positive change of attitude among 

male students and not among the control group. Thompson (2010) conducted a 

systematic review that gathered favorable evidence that IPE, delivered through problem 

based learning as a method improved attitudes towards other professional groups. In fact, 

Thompson (2010) argued that delivery of IPE using problem-based learning would go a 

long way in fulfilling interprofessional relations and improving patient care. The UWC 

curriculum provides for interprofessional groups of students to conduct community health 
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profiling, assessment of institutions of care adherence to ethics of care and a systematic 

health promotion project planning and evaluation based on schools. These three tasks are, 

of course, based on the content of the modules that they cover. During the fulfillment of 

these tasks various methods including problem-based learning, reflections, lectures and 

small group activities are utilised in the process of enabling the students to complete the 

required interprofessional tasks that they are assessed on.  

 

Use of technology is yet another method of IPE delivery that has been discussed in the 

literature in the context of whether it is possible to learn with, from and about each other 

using technology Porter (2013 p 31). Nevertheless, Porter (2013 p 31) indicates that 

technology has become an important means of interaction and communication today and 

has been endorsed as e-learning suitable for preparation of learners for collaboration. The 

barriers that technology has been seen to overcome include time and distance especially 

when geographical locations of learners is unfavorable  (Atack, Parker, Rocchi, Maher & 

Dryden 2009). One way of utelising technology is for example the Atack et al. (2009) 

scenario where by a disaster management course was taught online among six 

professional groups and had positive results. The UWC use of technology as a method 

was, in addition to lectures, small groups, reflections and community projects. The 

technology in this case occurred in blogs format whereby students had a forum to share 

experiences, lecturers to upload materials and administrative management of the whole 

course. Use of technology for interaction purposes among students as utilised in UWC 

brings into focus the “students-led interprofessional learning” a method that has been 

discussed by Clouder, Krumins and Davies (2010). They investigated the role of web-
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based student mentorship across a range of disciplines and reported that the online 

student mentor added value to the learning process due to his/her ability to empathise and 

relate to the contemporary issues affecting students as compared to a professional mentor. 

Technology was a golden opportunity for Atack et al. (2009) considering the distance 

barrier. A comparison drawn from Atack et al. (2009); UWC scenario with Clouder et al., 

(2010) that both utilised technology as a method would be substantiated by Barr, (2002) 

who encouraged the use of multiple methods for delivery of IPE in occasions where there 

are minimal barriers.  

 

Literature also reveals interest in IPE delivery methods that would enhance practical 

skills for the students, for instance, “simulation” of clinical wards (Ker, Mole & Bradley, 

2003) and more realistic “practical learning” as documented by Ponzer et al. (2004) in 

their study on interprofessional training on clinical education wards (CEWs). In the 

Ponzer et al. (2004) study, students goals included “to provide the patients with good 

medical care, nursing and rehabilitation; to develop their own professional roles; to 

enhance their level of understanding of the other professions; to stress the importance of 

good communication for teamwork and for patient care; to enhance understanding of the 

role of the patient, and to become more aware of ethical aspects of health care” (Ponzer et 

al. 2004 p 727). With some focus remaining on Ponzer and colleagues interprofessional 

practical learning case that reported statistically significant improvement in most of the 

students indicators, I reflected on the difference between this case and the UWC case 

where the practical interprofessional learning was community based and mostly on health 

promotion projects. The challenge for the UWC trained learners would possibly be on 
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how to practice collaboratively in institutionalised patient care. As pointed out earlier in 

the review of literature in this thesis, among the challenges faced by IPE include the lack 

of time and space in the curricula for incorporation of all necessary input (Baldwin and 

Baldwin, 2007). In the same context, this study found the UWC curriculum to have 

lacked the clinical practice component for institutionalised patient care.  

 

 

8.2.2. Content of IPE delivery 

After analysing the methods of IPE delivery at UWC, the current study went further and 

analysed the content of the same curriculum. Literature highlights the importance of 

anlysing the content of a curriculum for the cognitive rigor of the content by indicating 

that that would reflect on the competencies developed among the students. “Cognitive 

rigor encompasses the complexity of content, the cognitive engagement with that content, 

and the scope of the planned learning activities” (Hess, n d p 1). Hess, (n d) further 

argues that ensuring alignment of a curriculum to suit rigorous grade level content 

standard is in itself inadequate for preparing students for the challenges of the 21
st
 

century until the educational outcomes are set to expose the students to activities that 

require complex thinking and application of knowledge. Norman Webb is known to offer 

possibly the best perspective of cognitive complexity through the use of the Depth of 

Knowledge framework. The tool gives room for assessment of content alignment and the 

intended cognitive demand expected from a student. (Hess, Carlock, Jones & Walkup, 

2009). The DOK framework was used to analyse the content of the three modules that 

form the curriculum. 
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The three modules that form the interdisciplinary core courses at UWC rated highly with 

regard to the specific outcomes that were a summary of content experienced by students 

throughout the course. For IPOC, for example, the majority of the specific outcomes were 

rated in the third and fourth levels with only one in level two. The mean DOK rating was 

3.25 and level four appearing most frequently. This was not very different from PHC 

whereby the mean DOK rating for the specific outcomes was 3.2 and level four appearing 

most frequently. Health promotion also had most of its specific outcomes rated highly 

(mean DOK level 3.0) though with two of them rated at level two hence a lower mean 

compared to IPOC and PHC. High DOK ratings (levels 3 & 4 or mean close to 4) points 

to an intended curriculum with learning content that provides the students with 

opportunities to gain significantly from the curriculum. It enables the students to reason, 

developing a plan or sequence of steps to approach problems; make decisions with valid 

justification; approach problems non routinely while focusing on more than one possible 

answer. One whose testing exposes students to extended thinking requiring them to 

conduct investigations or applications to real world; requires time to research, solve 

problems, and process multiple conditions of the problem or task (Hess et al., 2009). 

 

What becomes very important in the implementation of any curriculum is the link 

between an intended curriculum (specific outcomes) and the enacted curriculum 

(assessment criteria). When an alignment exists between the two, the content learnt is of a 

better quality. This “synchronizing/alignment/agreement between the content set and the 

assessment content has been discussed widely as a factor important for students to 

achieve the learning outcomes (Bhola, Impara & Buckendahl, 2003; Ananda 2003). 
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Poter’s, (2006) Depth of Knowledge analysis indicates that alignment will be satisfactory 

hence qualifying the cognitive rigor if at least half of the assessment criteria content is 

rated the same or higher than the DOK level of the corresponding specific outcomes. The 

UWC curriculum throughout the three modules achieved alignment in only five specific 

outcomes out of a total of 14, which accounts for 36% alignment. A different objective 

measure would be to look at a frequency of assessment criteria per DOK level. In this 

case, the majority (44%) was rated at level two. Only 9 % of the criteria were rated at 

level four and 24 % at level three. 

 

This study found the UWC curriculum to be well positioned in terms of the IPE delivery 

methods in place as discussed earlier and also having specific outcomes that are 

cognitively rigorous. In fact, the curriculum was rich in the community based practical 

learning that borrowed heavily from primary health care and health promotion principles. 

It is worthwhile at this point to note that the UWC has a strong and proud history during 

the liberation struggle from which the University draws its experience to fulfill its 

academic role in helping build an equitable and dynamic society (UWC, 2013). The 

content of the interdisciplinary core courses curriculum as depicted in the specific 

outcomes of the modules in chapter four was scored highly through the DOK and clearly 

highlights the intention of the curriculum to provide learners with knowledge and skills to 

enable them to ethically engage with the typical South African communities’ 

determinants of health during service delivery. Dunston (2012) challenges IPE 

curriculum developers not to ignore the role of a curriculum of engaging with a range of 

social-political and economic factors of a society. The process of creating a curriculum 
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dictates that these factors be considered in educating graduates who will serve in that 

community. The strength of the cognitive demand for the specific outcomes of the UWC 

curriculum was interpreted as the Universities achievement in the resolve to develop 

graduates who can relate to the South African society particularly the historically 

disadvantaged and beyond. 

However, the alignment between the assessment content and the intended content is 

minimal. The acquisition of IPE competencies in this case may not be well achieved. It 

was difficult to find prior studies that had analysed IPE curriculum content for cognitive 

rigor. Further research with regards to assessment criteria for curriculum content that 

intend to deliver IPE competencies is necessary. This may facilitate restructuring of 

assessment, which will further inform methods and specific outcomes. It was difficult to 

identify studies that have attempted to assess the cognitive rigor of the curricula. 

8.3. Interprofessional education students' perceptions 

The current study sought to identity the perceptions of the final year students of the 

FCHS following completion of the interdisciplinary core courses at UWC. The 

Interdisciplinary Education Perception Scale by McFadyen et al. (2007) was used based 

on its ability to explore how students view professionals in their own profession, need for 

cooperation and their view of actual collaboration during their placements for practice. 

The views with regards to own profession’s competency and autonomy after the course 

remained strong. This was the first subscale of IEPS. These views were expressed in the 

areas of training, professional goals and objectives, contribution and accomplishment, 

trust for professional judgment and sense of competence. In all these areas, majority of 

the students expressed a form of agreement (positive perception). Individuals in their own 
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profession attracted most students (27.3%) in the strong agreement level. More female 

students expressed more positive perceptions towards colleague’s competence and 

autonomy as compared to the male counterparts. 

 

Perception towards the need for interdependence and commitment to common goals 

(need for collaboration) prompted mixed results with slightly more negative perceptions 

than agreement. For instance, the majority of the students did not feel that their 

colleagues are obligated to depend on other professions. On the other hand, agreement 

with there being a need for individuals in their profession to cooperate with other 

professions was noted. However, the general students perceptions towards need for 

cooperation was more balanced between positive perceptions and negative perceptions 

(50.8% and 49.2% respectively) contrary to their perception towards their own profession 

competence and autonomy that was overwhelmingly positive 96.5%. In the same 

subscale, a statistical significance was identified between “need for cooperation” and 

demographic characteristics of “gender” and “department”.  It was the female gender just 

like in the previously discussed subscale that was more positive about the need for 

cooperation than the males. It was also identified that Physiotherapy students more than 

any other group of students, held a more positive perception regarding need for 

cooperation.  More nursing students held a negative perception. 

 

The study also sought to explore the students’ perceptions regarding actual cooperation in 

placements. Indicators such as ability to work closely together with other professionals, 
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willingness to share information, interprofessional relations, attitudes towards other 

professions and perception about working together were used. They reflected a 

cumulative agreement (positive perception) of 62.1% while those who held a negative 

perception regarding existence of actual cooperation were more than a third of the sample 

group (37.9%). Interestingly, the trend for physiotherapy students depicting more positive 

perception towards the existence of actual cooperation and similarly for female students 

was noted. Both “department” and “gender” depicted statistical significance when 

correlated with the “actual cooperation” variable. In a study by Williams and Webb 

(2013) similar findings with regards to more trust in own profession with regards to 

competence in training and the need to cooperate with other students were noted among 

paramedic undergraduate students who were involved in an interdisciplinary course. In a 

community based setting, Neill, Hayward and Peterson (2007) identified positive change 

of perception in interdisciplinary groups in the US across the three subscales of IEPS i.e. 

competence and autonomy, need for cooperation and actual cooperation. Differences 

were noted between this study and the UWC scenario whereby students perceived their 

own profession as strongly competent and autonomous but had a relatively moderate 

agreement (positive perception) that there was need for cooperation. A difference was 

noted in the method that was used in the interprofessional learning by Neill et al. (2007) 

in their study. They utilised the principles of servant leadership by Spear and Lawrence 

(2002) that include “listening, awareness, conceptualisation, foresight, stewardship, 

commitment to the growth of people, and community building”. Relationships of 

interdependence are encouraged in planning interventions. “Students are encouraged to 

listen actively to varying viewpoints, reflect on the learning experience, develop trust 
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within the team and community”. The use of the servant leader principle as a method 

possibly provided the student with a better forum to develop positive attitudes across the 

subscales of IEPS as compared to the UWC scenario where methods that enhance 

interdependence were not utilised. Although Neill et al. (2007) did not highlight the year 

of study for the students who participated in the study, it was clear that the coordination 

and the activities undertaken such as health assessment, health education, medication 

management, foot care, home safety evaluation, fall prevention intervention, nutrition 

assessment and teaching were at an advanced level of learning compared to UWC where 

the interdisciplinary courses were conducted in the first year and with less practical 

activities of learning. It was in the researcher's view therefore that students at UWC 

would possibly continue to develop strong uniprofessional autonomy as they advanced in 

their training since the courses had been conducted too early and with less practical 

activities. In fact, providing the students with further cooperation opportunities out of 

class provided them with more intergroup cooperation and further opportunities to share 

information, solve problems together and reduce the chances of stereotyping over each 

other as professionals. Allport's intergroup contact hypothesis requirement of “intergroup 

cooperation” as one among the basis for reduction of prejudice informs the latter 

argument well. Another study that reported overall positive attitude change in a 

randomised control trial was that by Goelen, De Clercq, Huyghens and Kerckhofs (2006) 

where the intervention group managed patients in an institutionalised setting using the 

problem based learning approach. In this study, positive views from the patients were 

gathered. Again, in Goelen et al's study students were involved in more practical learning 

after the theoretical courses. That study is a good example and a motivation for the UWC 
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curriculum to consider incorporating institution based collaborative practical work for 

students in order to improve their attitudes towards working together. Having discussed 

the curriculum earlier and now focused on the students’ perceptions in the context of 

UWC, it would be reasonable link the two focusing specifically on the findings of the 

students’ perceptions. In doing that, this study questioned the ability of IPE competencies 

delivery by a curriculum whose content is not entirely focused on specific IPE 

competencies but uses methods that bring students together. Barr (2002) highlighted that 

many writers recommend topics such as epidemiology; health promotion; ethics; critical 

appraisal skills; clinical skills; decision-making and care planning that help to clarify 

thinking but omit topics that specifically train on collaborative practice. The researcher in 

the current study clearly deduces that the UWC’s curriculum has the structure that is 

described by Barr (2002). This inference prompted the researcher to look at the IPE 

designs that led to students reporting positive attitudes across the three subscales of IEPS 

in some of the studies discussed earlier. The Neill et al. (2007) study for example where 

the concept of servant leadership that encourages students to value expertise contribution 

of other disciplines, listening and reflecting upon varying viewpoints, developing trust 

within teams and clients was seen to deliver IPE more effectively. In addition, the Goelen 

et al. (2006) study where by the educational module was 10 hours seminars two hours per 

week during the spring semester weeks, there was a deliberate structure to enable 

students to get acquainted to each other in a practical process of patient care while 

adhering to the principles of problem-based learning that enables students to activate 

prior knowledge with specificity and in this context as a team. Training institutions have 

attempted to achieve an IPE specific training curriculum without depending on existing 
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courses. The continuation of that trend would possibly narrow the heterogeneity of IPE 

and lead to development of more positive attitudes/perceptions among the students. 

8.4. Patient care protocols 

The analysis of patient care protocols sought to identify their friendliness or 

unfriendliness towards collaborative practice. The protocols are considered as being well 

positioned to offer guidelines for a culture of working together in the institutions where 

they were designed and utilised. The target institutions are the clinical placement settings 

for the UWC students who are trained using the interdisciplinary core courses curriculum 

discussed earlier in this chapter.  The analysis process identified a number of areas that 

are highlighted in literature as pillars of interprofessional collaborative practice. Some of 

the institutions that were approached did not have protocols guiding patient care in the 

whole institution but provided those for specialised units of the same institution. One 

institution provided a protocol for spinal cord injury care while another one was for 

stroke management. The other two protocols analysed guided the entire institutions. The 

preambles, the objectives of the protocols and the hospital managers’ views were first 

assessed for inclusion of interprofessional practice guidelines. These were not identified 

either in the preamble, objectives or managers views of the spinal cord injury care 

protocol or the stroke management one. In fact, the objectives indicated that a multi-

disciplinary team implements the framework. According to the hospital manager for the 

spinal cord injury institution, the medical legal responsibility accorded to medical doctors 

mandated them to lead and appeared to have been a barrier to other team members to 

assume any form of leadership responsibility for an interprofessional teams. Areas of 

friendliness to interprofessional collaborative practice that were identified in the spinal 
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cord injury care protocol included patient centered care, goal setting, team functioning 

and communication and referrals from the spinal cord injury protocol. Practices such as 

commencing the planning of discharge from the first day, making the discharge and 

follow up to be individualized according to patients needs, the involvement of patient and 

family and the team that set goals for the patient management were clearly highlighted. In 

addition, some aspects of team functioning for example in situations whereby the 

surgeons acknowledged the benefits of other team members were identified. The protocol 

was also entrenched with various requirements that facilitated good communication. 

These included the demand for feedback about patient progress within the team and 

pathways for referral. The stroke care protocol did not depict any areas of friendliness to 

interprofessional practice. 

 

One other protocol that was accessed for analysis was from a rehabilitation centre. The 

protocol indicates that patient care in the institution is handled by an interdisciplinary 

team and further lists the professions involved. The manager of the institution confirmed 

the same.  The protocol portrayed friendliness to practices such as patient centered care, 

team functioning and communication. There are clear guidelines for a holistic assessment 

of the patients and their participation as well. They are required to commit in writing that 

they participated in the discussion that came up with their plan of treatment. The protocol 

provides for all members of the team to document their contribution. A form used to 

show the area of rehabilitation, responsible team and what is achieved was seen as a good 

tool for communication particularly on the gains made on the patients condition. 
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The last protocol was accessed from a pediatric institution. Patient centered care based on 

sharing of information with the child and caretakers was the only evident pillar of 

collaborative practice noted. This attribute was seen to be further entrenched in extension 

of welfare to parents and guardians considering their role in effective child health care. 

 

Limited literature exists on institution based protocols/ frameworks for interprofessional 

care. However, literature was available covering the areas of friendliness or 

unfriendliness towards collaborative practice. For example, contrary to “multi-

disciplinary team and patient centered care” scenario identified in the first protocol, 

Papadimitriou and Carpenter (2013) explain that interdisciplinary teams are the ones that 

relate best to patient centered practice. The question would then arise, “is the patient 

centered care identified in the first protocol similar to the one that Papadimitriou and 

Carpenter (2013) found to have been relating best to interdisciplinary teams rather than 

multi-disciplinary teams? The answer lies in the description of Papadimitriou and 

Carpenter (2013) that revolves around enhancing a biopsychosocial approach, client 

autonomy, sharing power and responsibility, patient-therapist collaboration and respect 

for clients values and rights as what defines patient centered care. Giving particular 

interest on communication as a pillar to interprofessional collaborative practice, the 

research noted that the protocol attempted to incorporate, written communication, verbal 

communication, frequency of feedback, clear referral pathways as well as communication 

skills being part of the requirements for being part of the multi disciplinary team. 

Although the team was multi disciplinary this study considered that approach as being 

friendly to collaborative practice. However, as supported by Caldwell and Atwal (2003) 
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in a case study, the implementation of these approaches of communication needs to be 

synchronized to avoid communication gaps. Gaps in this case for example would arise 

from non-detailed case notes, referral notes not channeled to the concerned team 

members, lack of timely face-to-face meetings to elaborate the details of the case and 

review of goals. This form of communication would possibly best occur in a protocol 

whose objectives indicate the intended culture of practice in that institution. Institutional 

leadership would facilitate the accomplishment of the same. Caldwell and Atwal (2003) 

cited a case in an acute hospital where a non-insulin dependent diabetic patient with low 

serum albumin was questioned by a doctor hence noting a low diet of protein. The doctor 

left a message on the dietician’s answerphone to review and advise. On seeing the 

patient, the dietician realised that the nurse was not aware of the referral and the blood 

sugar at that time was also normal. The dietician did not know about the low protein diet 

intake and it was not indicated in the file either. The dietician did not see the patient on 

those grounds. Communication lapses are evident in that case mainly facilitated by lack 

of details in the doctors note, the pathway for referral being incomplete, the patient being 

left out on the reasons for the questions paused to him/her and lack of face to face 

briefing for case progress.  

 

The protocol accessed from a rehabilitation institution was unique in the sense that there 

was no “unfriendliness” theme identified from it. The protocol adheres to the description 

of Behm and Gray (2011) that describes an interdisciplinary rehabilitation model as one 

that allows for a more holistic, collaborative, and patient-focused approach. One that 

from admission to discharge, the interdisciplinary team and the patient work together to 
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establish, evaluate and accomplish goals that they set together. Although arguments exist 

that depict rehabilitation institutions as convenient settings for interprofessional practice 

due to lack of sense of emergency, a study by Bristowe et al. (2012) demonstrated that 

interprofessional team work in clinical emergencies is possible and necessary. Clinicians 

who participated in the Bristowe et al. (2012) study provided important information 

regarding what they considered as characteristic thoughts for enhancing interprofessional 

teamwork in emergency care setting. These included “clear understanding of the nature 

of the emergency, the management plan, and the required tasks (clinical situation 

awareness), as well as awareness of the team members’ names and abilities (team 

awareness) and the patient’s needs (patient focus/involvement)” Bristowe et al. (2012 p 

1385). The clinician’s valued strong and competent leadership that would communicate 

clear objectives with family and team members. The current study only identified the 

rehabilitation institution as the one whose protocol cultivated the culture of IPCP through 

participation and detailed communication. We, however, consider it important to 

recommend that emergency care institutions consider contextualizing communication and 

leadership in any interprofessional teams formed. This would possibly change their 

perception towards considering the benefits as much as the risks involved in working in 

interprofessional teams. As per the pillars of Allport’s intergroup contact hypothesis for 

eradication of prejudice, equal status and common goals are key. It is highly possible in a 

big emergency care setting that clinicians do not know one another. That jeopardises   

equal status and equally setting of goals in the occasion where clinicians find themselves 

working together. To overcome this scenario, we encourage formation of 

interprofessional teams in any setting prior to getting together to work together. Teams 
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formed early will enjoy the benefit of interaction and clear understanding of each other’s 

roles during emergencies.  

 

Three of the four protocols assessed depicted certain areas of unfriendliness to 

interprofessional collaborative practice. For example, the spinal cord injury protocol and 

that of stroke management showed “objectives insufficiency towards professional 

interdependence”. It was evident that neither the preamble nor the objectives cultivated 

the culture of collaborative practice. The managers’ views in both instances did not 

project the existence of a culture of interprofessional teamwork. Other areas of protocol 

unfriendliness for instance in the pediatric institution were in occasions where “silo 

practice” was facilitated possibly ignorantly, with clinics being set up with no room at all 

for input from other professions. The same was observed in the stroke protocol where 

responsibilities would be allocated to certain clinicians without opportunities for sharing 

of information and common goal setting. Furthermore, the stroke protocol made use of 

the term “multi-disciplinary” teams while referring to the clinicians involved in stroke 

patient care. The allocation of duties further in the protocol portrayed the same approach 

whereby vertical communication was used. Having experienced a marked  scarcity of 

literature specifically on analysis of institutions of health care protocols, we could only 

relate the arising issues of multidisciplinarity and silo practice to the widely discussed 

fragmentation of health care. The form of practice noted from some of the protocols 

would closely relate to Stange (2009) description of a health care system that does not 

deliver healing but delivers a commodity that can be quantified instead of collaboratively 

focusing on the relations to the whole. In simple terms, there is more focus on the 
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pathology than the ailing individual and their surrounding. Interprofessional collaborative 

practice advocates for holistic patient centered approaches to care, which is partly the 

approach that UWC teaches through the interdisciplinary curriculum. As mentioned 

earlier, the health institutions that provided their protocols for analysis, are training 

institutions where UWC places students for practice. In order for training to be 

progressive, it would be important for the institutions to provide opportunities for a non-

fragmented system of patient care such as IPC for students to learn from. Casimiro et al. 

(2011) summarizes these ideas well by highlighting the Canadian managers' views with 

regards to organisational working protocols. They indicated that “having organisational 

mechanisms in place for the coordination of care and of communication with patients, 

residents and families, strongly influenced the efficacy of the interprofessional teams” in 

selected hospitals in Canada.  

 

The patients care protocol analysis process provided a number of lessons that were 

carried forward to develop the model for interdisciplinary collaborative practice. These 

included the importance the existence of an interdisciplinary practice culture cultivated 

by leadership and practice guiding documents. The institution whose manager articulated 

an understanding of IPC also had their patient care protocols being more friendly to IPC 

hence creating an enabling environment to collaborate. Secondly, considering that IPC is 

a practice model that requires teamwork, the protocol analysis informed the model 

development in the sense that team formation should be contextualised. Pre-formed teams 

can exist in non-emergency settings and manage cases collaboratively in a coordinated 

manner or they can also be formed through the principle of “evolving goals” in the 
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context of emergencies. Thirdly, the need to broaden the scope of communication 

methods to include those that are informal was identified. Some protocols had clear 

formal communication channels that did not offer flexibility for informal communication 

that would provide clarity to the clinical or social information being communicated. 

Furthermore, the study cited in the protocols cases of patient participation in goal setting 

while in other that was lacking. These components were therefore factored in the model 

development. 

 

With an aim of understanding the environment under which students were expected to 

practice their IPE knowledge and skills, this study sought to interview the hospital 

managers from the same institutions where the protocols were accessed. The findings of 

their views are discussed in the next section. 

8.5. Institution Manager Perceptions 

This part of the research explored the policy framework, the culture of interprofessional 

teamwork, leadership, type of institution and patient centered care. Other themes that 

developed form the interviews included the role of workload in influencing IPC, medical 

legal responsibility, the role of specific disciplines and the role of evolving goals in 

ensuring IPC. It was identified that the general tertiary institutions found it difficult pin 

point a consolidated framework in their institutions that guide IPC. It was clear that some 

managers perceived IPC as an effective practice but considered this to be the 

responsibility of clinicians on the ground. However, the specialised institutions managers 

such as pediatric and rehabilitation had more inclination towards an administrative 

support. In fact, the rehabilitation institution manager considered their patient care 
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protocol analysed earlier as their policy framework supporting IPC. This study therefore 

noted a difference between administration commitment and what exist in form of 

protocol/ framework. For example, although areas of friendliness to IPC in the protocols 

accessed from units of tertiary non-specialised institutions, these friendly areas were 

more of happenstance than actual plan to collaborate in patient care. Some administrative 

support such as identified in the rehabilitation centre institution would have made a 

difference. A very close link to this part of the discussion is what D'amour and Oandasan 

(2005) refer to as systemic factors that influence the outcomes of IPE. They strongly 

highlighted the interdependence of IPE at university level and IPC at university training 

health institutions (hospitals). D'Amour and Oandasan (2005 p 17) recommend, “creating 

a shared vision for health, social and educational systems that would be keeping with 

interprofessionality”. Health institutions as stakeholders of promoting interprofessionality 

must understand the interdependences between education and practices that are the 

systemic factors that influence outcome (D'Amour & Oandasan, 2005). In a large study 

conducted by Casimiro et al, (2011) over a two years period in Canada where IPC was 

being practiced in several hospitals, it was identified that administrators saw many 

benefits of IPC that included better delivery of care adopted to patients needs, lowering 

of professional barriers as a result of adopting patient needs as a common goal; and 

increased work satisfaction. Furthermore, they also thought that having interdisciplinary 

teams in place was conducive for information sharing  (Casimiro et al., 2011). The only 

manager in the current study who expressed such positive attitude towards IPC was the 

one in the rehabilitation centre whose institution was seen to be practicing IPC and the 

culture of practice was built on interdisciplinarity. In their description of “administration 

 

 

 

 



 165 

support” in Allport's framework of the contact hypothesis, Pettigrew and Tropp (2005) 

described it as a “social sanction that promotes acceptance and has more effective impact.  

As reported earlier in this study, students of UWC still maintained strong sense of 

autonomy and competence for their own professions. Now according to a systematic 

review by Ginsburg and Tregunno (2005) there is a risk to interprofessionalism paused 

posed by strong uniprofessional cultures constructed during training. If the institutions of 

practice placement only offers systemic uniprofessional training, the cycle of 

interdependence as described by D’Amour and Oandasan (2005) is incomplete and the 

turf protection of specific disciplines may be carried over to post-licensure practice.  

 Managers also cited the role of workload versus human resource as a barrier to IPC. 

They discussed the trend to fast tracking discharge to make way for a next client as a 

common phenomenon that limited time for meetings to share information.  Health care 

providers expressed the same sentiments in Canada. They found IPC to have been 

friendly to less workload.  

Two forms of leadership arose from the discussion with the managers. These included 

leadership from the administration to ensure some form of collaboration and the 

leadership among the clinicians. From the administration, a vertical leadership strategy to 

conflict resolution in the pediatric institution was noted.  In the rehabilitation centre, a 

middle level management team that relates more to the clinicians was reported to be in 

place to enable them to handle teams matters more closely to themselves and be able to 

report to senior management more comprehensively. However, the manager in the 

rehabilitation centre also noted the negative role of the type of institutions in trying to 

assume equal status of a team. The medical doctors in this institution felt inferior since 

 

 

 

 



 166 

there were more rehabilitation cases handled by therapist than medical conditions 

handled by medical doctors. When issues of leadership in teams were further discussed, 

managers heading the acute care institutions became keener to discuss the medical legal 

responsibility of care provided to patients as well as who is well trained to lead the team. 

In our view, the managers expressed a variety of types of leadership without a clear focus 

of interprofessional teams leadership that is foster horizontal relations, is more 

coordinatory/facilitatory than supervisory, is flexible to accommodate both professional 

sharing of opinions and situational leadership. The competencies necessary for 

interprofessional leadership as just stated are not necessarily under the scope of a single 

profession but can be acquired through IPE. Kapral and Gamble (2012) conducted a 

study in Canada in attempt to establish the views and experiences of health care leaders 

with regards to the health care system and the necessary competencies of leading 

interprofessional teams. The leaders indicated that human resources skill, interpersonal 

understanding and people skills, systems thinking, communication, flexibility, analytical 

and innovative thinking as the most important skills required in health leadership  (Kapral 

& Gamble, 2012). In fact, according to Orchard (2010), such skills are meant to support 

collaborative practice in such a way that the team members are able to collaboratively 

determine who will be able to provide the team leadership in any given situation. When 

managers were interviewed about leadership in their institutions, none of them projected 

a horizontal style of leadership that would facilitate collaboration, shared decision-

making and shared goal setting. They were rather quick to inform about competence to 

lead, self-regulation and the medical legal responsibility. Lahey and Currie (2005) found 

it important to explore the role of regulatory and medical legal barriers to 
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interprofessional collaborative practice. They highlighted that despite the widespread 

evidence based need for more integration in the health sector, the extent to which each 

profession regulates in protection of its self-interest has been a barrier. The important 

legal/policy aspects that are thought to represent the barrier aspect to IPC include those 

that govern professional malpractice as applied under the legal enclosure of negligence 

(Lahey & Currie, 2005). Country specific regulations may vary and therefore pose 

different scenarios with regard to their role as barriers to IPC. In South Africa, for 

example, there are statutory bodies such as The Allied Health Professions Council of 

South Africa (AHPCSA, 2010), Health Professions Council of South Africa  (HPCSA, n 

d) established under the constitution in order to regulate practice for multiple professions. 

However, this has not restricted the specific professions from exercising their own 

licensure authority and self-regulation. Though in a Canadian context, Lahey and Currie 

(2005) express concern that licensing and regulatory authorities have in some occasions 

gone beyond regulating for public safety and regulated more for economic security. 

Lahey and Currie's argument and recommendation is that legal regulations and public 

protection must not be restrictive to a course that the same laws seek to advance. Reviews 

should therefore take place to allow and educate about practice mechanisms that ensure 

patient safety such as interprofessional collaborative practice. 

 

When the managers were engaged in discussions with regards to how best they thought 

that interprofessional collaborative practice could be practiced in their institution, a theme 

named “evolving goals” was developed. This was put into the context of starting to think 

beyond own profession as early as when one practitioner or a team attends to a patient. 
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One manager perceived this as a remedy to prevent complications to patients who are at 

risk while another considered this approach as a means to prevent late consultation of 

professional. Such complications that arise as a result of a certain profession not 

attending to a patient, as well as the treatment that a patient fails to get when the attention 

of a professional is called at the verge of discharge amounts to lack of efficiency and low 

quality of care that is paused by a fragmented systems of practice. In a study conducted 

by Mahmood-Yousuf, Munday, King and Dale (2008) nurses reported that early referral 

of patients to them enabled them to develop a relationship with patients earlier in the 

illness trajectory hence increasing the possibility of providing holistic care. As suggested 

by Reese and Sontag (2001) interprofessional teams may find it important to develop a 

screening tool that will be used during primary and progress evaluation assessments 

hence assisting to signal the need of a specific professional to be a member of the team. 

This would be appropriate for emergency and acute care being support by the 

administration and proper leadership in the team. 

 

From the managers’ view and perceptions, this study identified the need for institutional 

administrative support in two fold. First in understanding how IPC works and therefore 

provide incentives such as continuous education regarding new ways of the same. 

Secondly, the administration of the institutions should be in a position to support 

championing of IPC initiatives by professional groups. These two ideas were 

incorporated in the model development as well. 
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8.2. Summary of chapter eight 

This chapter presented a discussion of the result arising from the information collected to 

answer the four objectives of the study. The chapter provides a clear understanding of 

how IPE is provided at UWC, giving details of, and discussing the curriculum’s delivery 

methods and content. Further discussion in this chapter includes the students’ perceptions 

towards learning together through the aforementioned curriculum. In addition, the 

patient’s care protocols from four institutions where UWC students are placed for 

practice and the institutions’ managers’ perceptions towards IPC were discussed. Where 

similar studies were found, they were used to compare the results of the current study 

while seeking to identify the factors that may have contributed to a certain trend of 

results.  

 

This study ultimately aimed at developing a model that would guide health institutions to 

plan and role out IPC in their institutions. The information gathered from the 

investigation done in part of the study, particularly the patient care protocol analysis and 

the managers views together with expert’s opinion gathered through a Delphi study was 

used to design the model as illustrated in the next chapter. 
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CHAPTER NINE 

THE DEVELOPMENT OF AN INTERPROFESSIONAL COLLABORATIVE 

PRACTICE MODEL FOR INSTITUTIONALISED PATIENT CARE 

9.1. Introduction 

This chapter presents the processes followed to development an interdisciplinary 

collaborative practice model for institutionalised patient care. The information gathered 

from the results of the entire study together with the experts input from the Delphi study 

were incorporated in coming up with the practice model. 

 

9.2. Background 

Calls for improvement of health services, not only through access but also through 

effectiveness, efficiency and value for money (Virani, 2012), have been on the rise 

around the world. Patients expect access to skills and competences not only from primary 

care services but also specialised services from the wide range of health care 

professionals. Most importantly, they do expect coordination between the providers of 

these services (Nolte, Tremblay & EICP, 2005). Among the fundamental characteristics 

of recent health care reforms is the emphasis on IPC in most models of service delivery 

(Sicotte, D’Amour & Moreault, 2002). As enlightened by Nolte et al., (2005), models of 

interprofessional care should encourage change towards more collaboration and provide 

principles that will enhance prospects and options to work together across settings. The 

literature as well as the findings of this study acknowledges that the intensity and the 

coherence of interprofessional collaborative practice depend significantly on the nature of 

health task and context of service delivery in question (Sicotte et al., 2002). Sicotte et al., 

 

 

 

 



 171 

(2002) point at long duration interventions involving long term morbidity and likelihood 

of multiple pathologies as favorable working environments for interprofessional 

collaboration as opposed to what they describe as stand alone professional interventions 

in ambulatory walk in clinic programs where there is low morbidity and patients with 

fewer needs. In fact, it is acknowledged in literature that IPE and interprofessional 

collaboration are not homogenous (Payler, 2007) and therefore models of practice that 

intend to include interprofessional collaboration competences should consider the setting 

scenarios. 

 

The author of the current research supports the idea that in order to enable graduates to 

practice in teams as they are trained, it is important to provide for them mechanisms 

within the institutions of care that provide pathways that can enable transition from 

school to post-licensure work and continuation of the same. Institutions of care should 

support the practice while taking care not to provoke “uniprofessional turf protection” in 

occasions of formalizing the practice (Sicotte et al., 2002). More support may be 

provided by the institution by deciding to broaden its mission and vision to include 

“development of working relationships and producing of new knowledge” as a way of 

building the spirit of collaboration. 

 

The model was informed by a thorough engagement with institutional health practice 

being major stakeholders of health care, together with a Delphi study that was 

characterised by a structured communication process with a panel of experts who 
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gradually provided expert input to proposed structures of the model until a pre-

determined blinded consensus was reached. 

9.3. Methodology 

A three round Delphi was used whereby experts in the field of interprofessional 

education and collaborative practice took part in the study. 

9.3.1. Procedure 

A panel of experts who were purposefully selected was invited to participate in the 

Delphi study. This group comprised of health practitioners from multiple professions 

such as nursing, social work, occupational therapy, physiotherapy, physicians etc. These 

were selected based on their contribution in terms of publications, work experience or 

academic qualification in the field of IPE and IPC.  Electronically mailed invitations were 

sent to 17 experts from various parts of the world as shown in table 9.1.  In these emails, 

a copy of an information sheet (Appendix T) and a consent form (Appendix U) were 

attached. The information sheet explained the purpose of the study and what was 

expected of the panelist while also requesting them to sign the consent forms if they 

would be willing to participate. Ten (10) (59%) of the panelists indicated through signing 

of the form that they were willing to participate. Five of those contacted did not respond, 

one apologised citing academic workload while one indicated that she was no longer 

researching in this area.  Table 9.1 shows the panelists’ social-demographic 

characteristics. The mean age of the panelists was 49.7 year while their mean experience 

in the IPE and IPC field was 10.6 years. At this point, round one of the study was 

distributed. 
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Table 9.1 Demographic characteristics of the Delphi study panelists 

 Age Gender Highest level 

of 

qualification 

Experience Current 

roles 

Role in IPE and IPCP Countries served 

1 67 M PhD 10 Education 

consultant 

IPE & IPCP project manager Denmark 

2 44 M PhD 14 Professor Facilitation of IPE evaluation projects Canada, USA, New Zealand 

3 39 M PhD 14 IPE 

Researcher 

IPE clinical practice, teaching and research Canada, USA, UK. 

 

4 43 M PhD 8 IPE 

researcher 

IPE research Canada 

5 42 M PhD 4 Associate 

Professor 

IPE Training of trainers Spain 

6 62 M PhD 12 Statistical 

consultant 

Development of IPE research strategy, 

instruments and analysis 

UK 

7 45 M PhD 20 Professor IPE research, mentoring and administration UK, US, Canada, Norway, Sweden, 

Japan, South Africa, Taiwan, 

Germany, Iceland, Australia 

8 32 M MSc 2 Medical 

education 

Research Iran 

9 71 F PhD 15  IPE researcher and scholar on competency 

frameworks 

Canada 

10 52 F  7  National director of  IPC and research  Australia and multinational IPE 

consultation 
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9.4. Delphi study round one 

The panelists, who consented to participate in the study, were supplied with a two-section 

questionnaire. The first was a social-demographic information section that sought to 

identify the panelists in terms of their age, gender, highest qualification, current position, 

experience in the field of interprofessional education and collaborative practice, their role 

in the same and the global regions where they had served in IPE and IPC. The second 

section presented the panelists with three general questions that inquired about their 

opinions on: 

1. The importance of having an interdisciplinary patient care model for health care 

for institutions such as hospitals and rehabilitation centers 

2. What health benefits to the patients would such a model offer 

3. What considerations should a health professional attending to a patient in a 

health institution make in order to facilitate a coordinated interdisciplinary care 

to the patient 

 

The responses from the panelists were summarised into nine areas that they considered as 

reasons to have an interprofessional collaborative practice model for patient care in health 

institutions. The frequency of each being mentioned by the panelists in presented in 

figure 9.1.  
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Figure 9.1. Importance of having an IPC model for institutionalised patient care 

 

 

 

All the areas mentioned by the panelists together with their suggestion in the answers to 

question three of round one (Table 9.2) were considered during the drafting of proposed 

principles that would guide the model. These principles were presented to the panelist in 

round two. They were requested to scale them on a three point Likert scale (agree, 

neutral, disagree) and provide comments for the same. 
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Table 9.2. Proposed considerations to be made by health care professionals to facilitate a coordinated 

interdisciplinary patient  

 

Professional considerations Frequency Percentage 

Identify communication areas with colleagues 5 71 

Organise themselves for common goal 4 57 

Awareness of value of other professions 6 86 

Holistic Patients needs and their participation 4 43 

Creating awareness of own role 2 29 

Open to learning others' roles 2 29 

Garner for administration support and policy 2 29 

Special time for meetings 1 14 

Professional development as teams 3 43 

Conflict resolution through communication 1 14 

 

10.5 Delphi study round two 

After anlysing the panelists feedback from the questions of rounds one, together with the 

lessons gathered form the results of chapter six and seven the researcher drafted seven 

principles that he considered effective for addressing the areas that the panelist indicated 

that would be addressed through an interdisciplinary collaborative practice model. The 

panelists were presented with the principles and were requested to scale them on a three 

point Likert scale of “ agree, neutral and disagree” In order to add value to their input on 

the same, the panelists were also requested to provide a comment about the scaled view 

for each principle provided. Table 9.3 below presents the Likert scale views of the 

panelists. 
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Table 9.3 Panelists views on principles at round two 

 

Principles Agree Neutral Disagree 
1 
 
 
 
b 

Teams led by a health expert who is aware of other professions 
roles in the care of specific cases should be formed with the 
support of institutional management  
 
Teams shall factor in the use of informal communication such 
as sticky notes, social media chats and face to face chats in 
order to fill the gaps created by delays in formal 
communication such as file notes and occasional ward rounds. 

9(90%) 0 (0%) 1 (10%) 

2 In emergency care setting, early teams that stabilise the 
patient, through the leadership of a team member should 
ensure evolving/budding/growing of their goals hence 
recruiting other professionals into care discussions and 
participation early to avoid gaps that can lead to complications 
and duplication of duties. 

8(80%) 1(10%) 1(10%) 

3 In occasions of inability of a patient to participate in goal 
setting teams guided by team leader shall involve a relative or 
next of kin to assist in goal setting and immediately recruit the 
patient into the goals set when able to participate. This would 
be expected in emergency and children care settings.   

8(80%) 2(20%) 0(0%) 

4 Where possible teams should use technology to create 
databases documenting cases of success and challenges 
handled by various teams for reference purposes. Use the 
forum still to enlighten each other of their roles in the cases 

6(60%) 3(30%) 1(10%) 

5 For sustainability purposes, champions on interprofessional 
practice shall progressively lead health providers into a 
sustainable lifecycle of working in teams with the support of 
the management 

5(50%) 4(40%) 1(10%) 

6 In non-emergency settings such as rehabilitation centers, 
primary screening encounter with the patient should be 
followed by consecutive team meetings with the patient 
included in order set evolving goals including for discharge 
and follow up.  This should take the framework of first stage 
being exploratory followed by a second stage of planning. This 
informs the reason as to why meetings of teams should take 
place. 

7(70%) 3(30%) 0(0%) 

7 Members of the teams shall have outcome 
measures/indicators that should include those of the patient in 
order to be able to evaluate the procedure 

5(50%) 5(50%) 0(%) 

 

The comments and suggestions that the panelists provided improved the terms used and 

restructured some of the principles designed by the researcher. The restructuring of the 

principles was intended to make them suit their role of ensuring effective 

interprofessional practice in institutionalised care. The panelists in their comments 

clarified why they either disagreed or were neutral about a certain comment. It was 
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suggested that principle 1b above should be an independent principle hence ending up 

with eight principles. The three principles that did not attain a 70 % consensus during this 

round had panelists suggesting on how to restructure them and keep them in the model.  

The input from the panelists’ comments was incorporated hence ending up with the 

version that formed the second draft of the principles. The panelist subjected these to 

scrutiny in round three.  

 

9.6. Delphi study round three 

The restructured format of the principles were coupled with an inforgraphic representing 

all the principles simplified into seven items in the inner circle while the surrounding 

circles represented different types of institutions that can borrow specific principles based 

on their institutional context to enable them engage in IPC. In addition, four instructions 

for the model use were included in the draft model that was subjected to panelists’ 

opinion. The panelists were requested to indicate whether they thought that the 

instruction was necessary (yes or no) or if the instruction should be “rephrased”. There 

was room for open comments for each instruction as well. The following were the 

proposed guidelines/instruction: The panelists’ response (consensus) for the “necessity of 

instructions” is presented in table 9.4. 

1. Institutional support: The administration of health institutions has a shared 

responsibility to contribute to effective health care efforts initiated by staff. They 

have opportunities to understand interprofessional care and provide support as 

recommended by the interprofessional teams. Encouraging the culture of IPCP 

through the institutions mission, vision and care objectives would be appropriate. 

2. Interprofessional practice attitudes: Possessing professional respect and value 

for other professions’ contributions facilitate working together 

interprofessionally. The principles of this model will enable the application of 
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interprofessional practice if the professionals forming the teams possess these 

attitudes 

3. Leadership: Situational leadership is encouraged where by professionals who are 

equipped to coordinate the management of a certain condition should guide the 

interprofessional team through horizontal relations and information sharing. An 

interprofessional team leader should be professionally competent and possess 

team dynamics management skills. 

4. Interprofessional teams shall consider the context in which they work prior to 

choosing principles of this model to guide them their practice. 

 

 The panelists’ were also requested to read through the principles again in the draft model 

and give comment.  

9.6.1. Results for round three 

All the ten panelists responded to the questions for round three. Their input on the model 

instructions and their final review on the principles led to finalising of the model as it is 

on figure 9.2 accompanied by the instructions (table 9.5). There was only one comment 

in round three referring to the principles. The panelist making the comment 

recommended combining of principle 4 and 5 at the inforgraphic inner circle level to be 

referred to as settings. 

 

Table 9.4. Panelists’ consensus of necessity of instructions 

Instructions being necessary or not 

Instructions Yes No Rephrase 

One 10 (100%) 0 (0%) 0 (%) 

Two 10 (100%) 0 (%) 0 (0%) 

Three 9 (90%) 0 (0%) 1 (%) 

Four 8 (80%) 2 (20%) 0 (0%) 
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Table 9.5. Instructions for use for the model by institutions of care 

 

Instructions for health institutions using the model 

Institutional support: The administration of health institutions has a shared responsibility with 

the health providers to contribute to researched health care efforts initiated by staff and 

champions. They have responsibility to understand interprofessional care by, for example, 

monitoring outcomes set by interprofessional teams and provide necessary support such as staff 

development on IPC. Encouraging the culture of IPC through the institutions mission, vision and 

care objectives would be appropriate. 

Interprofessional practice attitudes: possessing professional respect, value, awareness of 

knowledge and skills about other professional contributions enables Working together 

interprofessionally. The principles of this model will enable the application of interprofessional 

practice only if the professionals forming the teams possess these attitudes.   

Leadership: Situational leadership, i.e. based on patients’ diagnosis or stage of management, is 

encouraged. Professionals who are equipped to coordinate the management of a certain condition 

should guide the interprofessional team through horizontal (non-hierarchical) relations and 

information sharing. An interprofessional team leader should be professionally competent and 

possess team dynamics management skills, e.g. easing tensions, facilitating participation of 

inactive members etc. 

Institutional context: Interprofessional teams shall consider the context in which they work 

while using this model to guide their practice. For example in emergency settings, the concept of 

evolving goals where primary teams seamlessly recruit other professionals into sharing of 

information and planning would be appropriate while in non-emergency settings, initial 

assessment, intervention and evaluation should be done through a coordinated collaboration 
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The model for interdisciplinary approaches to patient care 

 

 
 
Figure 9.2. The model for interdisciplinary approaches to patient care
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9.7. Summary of chapter nine 

This chapter entails the details of the procedure that was followed to develop the model 

for interdisciplinary approach to patient care. The chapter highlights the sources of 

information that was used in this process that includes results from part of the study as 

well as the input from IPE and IPC experts who responded to a series of three rounds of 

successive questioning. The chapter also describes the selection criteria for the Delphi 

study panelists/experts. The results of each round and how they were utelised to develop 

the model are presented. Details of the final model that was developed and how the 

consensus between the panelists regarding the three rounds is provided. 
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Appendix O Permission from Western Cape Rehabilitation 

Centre 

Appendix P Information sheet for students 

Appendix Q Information sheet for Managers 

Appendix R Consent form for students 

Appendix S Consent form for Managers 

Appendix T Information sheet for Panelists 

Appendix U Consent form for Panelists 

 

 

 
 

 

 

 

 

 




