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Abstract

Study aims: This study aimed to explore: the interprofessional attitudes
of first- and final-year healthcare students, recent graduates, and senior
healthcare professionals; the influences upon those attitudes (including
participation in interprofessional education (IPE)); how attitudes change
over time and between groups; and the factors influencing
interprofessional interaction in education and practice settings.
Methods and methodology: This study used a mixed methods
convergent parallel design. Quantitative data were collected from first-
and final-year healthcare students using the Attitudes to Health
Professionals Questionnaire. A control group of first-year students who
had not participated in the IPL programme was used to determine the
effect of participation in the Interprofessional Learning (IPL) programme.
Data from first- and final-year students were compared to explore
changes in interprofessional attitudes during students’ training.
Qualitative data were collected from first- and final-year students using
focus groups and from graduates and senior healthcare professionals
using individual interviews. These data provided insight into the attitudes
of participants to IPE and practice and into factors that influence their
attitude towards interprofessional interaction and other professions.
Key findings: The interprofessional attitudes of first-year students who
participated in the IPL programme are more positive than those of the
control group, but this effect does is not sustained with final-year
students. Students’ attitudes towards the IPL programme are mixed, but
graduates’ views are more positive. The qualitative data showed there
are many factors aside from participating in the IPL programme that
influence the interprofessional attitudes, and these factors affect the
attitudes of all participants.

Conclusions: IPE is a viable way of improving students’ interprofessional
attitudes. Ensuring that students value IPE and that IPE addresses issues
influencing student attitudes should produce graduates who will be
better equipped to deal with the necessity of interprofessional working,
benefitting patients, and meeting the evolving needs of the health

service.
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Chapter One - Introduction and Aims of
study

1.1 Introduction

Over the last 30 years, interprofessional education (IPE) has been
widely recognised as a key strategy in improving communication,
attitudes, and working practices between healthcare professions in
order to provide holistic, patient-centred healthcare (Department
of Health, 2000; WHO, 2010, 1988). Despite this, IPE is often not
compulsory for all students, taught by trained staff, or evaluated as

part of students’ learning (Rodger and Hoffman, 2010).

With an aging population in most developed economies and an
increase in long-term health conditions and co-morbidities (Fried et
al., 2004), it is more important than ever that health and social care
professions are able to work together effectively to meet the
demands of the changing landscape of health. With service users
being more active in decisions about their own health and a shift
from paternalism towards a culture of shared decision-making
between clinician and service user (Elwyn et al., 2012; Rodriguez-
Osorio and Dominguez-Cherit, 2009) professionals must know one
another’s roles and responsibilities. This increased understanding
may improve clinical efficiency and patient safety and enable
patients to make an informed choice about their own needs. These
are crucial outcomes for a modern effective healthcare service to
meet the increasingly complex demands for safe, high quality
healthcare despite increasing financial and time constraints

(Turnberg, 2015). IPE at a pre-registration level has been suggested

14



as a possible way to ensure that these important professional
relationships are cultivated at an early stage in the careers of
healthcare professionals (Barker et al., 2005; Barr et al., 2005; Barr
and Ross, 2006; D’amour and Oandasan, 2005; Hale, 2003; Morison
and Jenkins 2007 2010; Reeves et al., 2010a). In spite of the
adoption of IPE across many different higher education institutions,
the long-term effectiveness of such interventions across the years
of students’ training and into professional practice are poorly
understood (Cooke et al., 2003; Cooper et al., 2009; Saini et al.,
2011;Wamsley et al., 2012)

By including an element of longer-term follow-up on the effects of
a programme of IPE on the attitudes of healthcare students, this
study makes a contribution to an area of paucity in the present

research on IPE and attitudes.

1.1.1 Aims of the study
The aims of this study were to:

e explore the effect that the Interprofessional Learning
programme at the University of East Anglia (UEA) has upon
the interprofessional attitudes of healthcare students in
their first year of pre-registration study, and how those
attitudes change as students enter their final-year of study
and move into professional practice;

e analyse the influences on the interprofessional attitudes of
students and healthcare professionals in the educational
and practice environment;

e explore the attitudes of students and healthcare

professionals towards IPE and practice.
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By exploring the longer-term effects of the educational programme
and contributory factors to related attitudes, this illuminated the
complex relationship between these and everyday practice
according to students and qualified professionals (both in
education and professional practice).UEA graduates, and local
senior healthcare professionals who had mentored such students
and junior professionals afforded a rich mix of diverse perspectives
on the effect of IPE and influences on interprofessional attitudes.
Looking for points of commonality and divergence across these
findings gave a greater understanding of the issues of importance

to students and professionals at different stages of their careers.
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Chapter Two - Background
2.1 A definition

"Interprofessional Education occurs when two or more
professions learn with, from and about each other to

improve collaboration and the quality of care"
CAIPE 2002

The above definition by the Centre for the Advancement of
Interprofessional Education (CAIPE) is used throughout this study to
identify and understand examples of IPE. The key statement to be
taken from this definition is “with, from and about each other”.
This phrasing excludes examples of educational interventions
where multiple professions have been involved in a parallel but
non-interactional fashion, for example a skills update session or a
lecture attended by a mixed group of professionals. However, it is
acknowledged that the terms multidisciplinary, or multiprofessional
and interdisciplinary, or interprofessional have been used
interchangeably (Mandy, 1996). This is important to bear in mind
when reviewing the literature on IPE so as not to dismiss papers out
of hand. The CAIPE website further clarifies that IPE in this
definition refers to education in academic and work environments,
and at pre- and post-qualification levels, with an inclusive view of

the word “professional”(CAIPE, 2002).

This chapter focuses on the rationale for IPE, why it is important
and its aims. Over the next section, IPE is briefly covered in a global
context and a basic overview of the rationale for IPE in the UK is
given with reference to specific critical publications and high-profile
incidents. The literature review presented in Chapter Three offers a
more detailed and critical review of the existing literature

surrounding the effects of IPE on the interprofessional attitudes of
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healthcare students, a major point of focus for this study. The
measurement of change in interprofessional attitudes, as an
outcome measure for IPE initiatives, is discussed later in this

chapter.
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2.2 The recognition of the need for increased interprofessional

collaboration

The need for greater interprofessional collaboration was
recognised in the 1970s by the World Health Organization, who
stated that medical students were ill-prepared to work in
healthcare teams (Hale, 2003). The WHO committee suggested that
greater integration between healthcare professionals would be
beneficial in terms of: recognition of the different skills of
healthcare professions by professionals and the public; increased
job satisfaction for professions; and more effective and holistic care
for patients. A notable publication in 1988 from the WHO identified
examples in developing and developed countries to generate a
rationale for IPE, stating that students should learn together to
improve their ability to work in teams and to face the particular
health needs of their communities and environments (WHO, 1988).
In 2010, the WHO reiterated its support for IPE and collaborative
care with the publication of its “Framework for action on
interprofessional education and collaborative practice” (WHO
2010), which outlined ways that increased interprofessional
interaction could be used to combat health inequalities and
improve the health of populations amid a global shortage of
healthcare workers. This framework also emphasised the ability of
IPE to improve interprofessional attitudes and lead to greater
efficiency and safety in healthcare practice. The publication of this
framework was intended to provide impetus for policymakers
globally to recognise the need for IPE and practice and encourage
its adoption in the education of healthcare professionals and the

design of services and systems (Gilbert, 2010).

With over 50 years of enquiry, the evidence-base indicates that IPE
leads to more collaborative practice, optimising healthcare

services, strengthening systems, and improving both health
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outcomes and patient satisfaction in primary and secondary care
settings (Barr, 2010). A global scan of IPE in 2010 indicated that the
vast majority of IPE (91%) was occurring in developed countries
(Rodger and Hoffman, 2010). This is not surprising given the
organisational and monetary resources required to implement IPE,
but this finding should be viewed with some caution as the online
survey used was only available in English, and by definition required
internet access to complete. Nevertheless, 41 countries responded
world-wide. While most IPE occurred in English-speaking,
developed countries (with two thirds of responses from North
America and the UK), IPE was gaining traction in less economically
developed nations also, e.g. countries in Sub-Saharan Africa and
South Asia (Rodger and Hoffman, 2010) . This indicates that the call
by the WHO for IPE to be implemented globally is occurring, albeit
at differing rates and levels of development in different parts of the

world.

In addition to the motivation provided by the publications from the
WHO (WHO, 2010, 1988), there have been several watershed
moments in the UK that have highlighted the need for greater IPE
to improve collaboration in health and social care in the UK. Several
of the key reports that have provided impetus for such changes are

outlined below.

At the outset of the new millennium, a plan for modernising and
improving the NHS was published: “The NHS Plan: a plan for
investment, a plan for reform” (Department of Health, 2000). This
plan identified “old-fashioned demarcations between staff and
barriers between services” (p 10) as a key area for improvement
within the NHS in order to bring the system up to standard for the
modern age. As part of these changes, the scope of nurses and
other health professionals was increased with additional

responsibilities such as prescribing medications, after necessary
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training, and the expansion of nurse and therapist practitioner and
consultant roles. With the proposed changes to professional roles
outlined by this report, the need for IPE to ensure that
professionals are clear about different professional roles is
apparent. Barr and Ross (2006) described in greater depth the
efforts to integrate IPE as part of the mainstream of health and
social care pre-registration training. This was described in their
paper “Mainstreaming IPE in the United Kingdom: A position
paper”. The need for improved collaboration among healthcare
professionals was highlighted further by several high-profile reports
into institutional failings that followed over the next decade and a

half.

The Bristol Royal Infirmary Inquiry (2001) into high death rates
following children’s heart surgery between 1984 and 1995 is one of
the earlier examples of a substantial development in the realisation
of the need for improved interprofessional collaboration in
healthcare. Poor communication between departments and
professionals plus a failure to ensure that the needs of patients
were kept central to care were highlighted as contributory to the
unacceptably high mortality rates at the centre. Shared learning
across health professions and greater emphasis on skills such as
communication were recommended as ways of ensuring that
similar failings are avoided in the future (Kennedy, 2001). IPE is one
way in which the need for shared learning has been addressed,
with 52 educational institutions of the 127 contacted in the report

by Barr et al. (2014) reporting running IPE programmes by 2013.

Shortly after the publication of the inquiry into the Bristol Royal
Infirmary, failures in communication and collaboration between
health and social care professionals were again identified as a

major contributory factor in the circumstances surrounding the

death of Victoria Climbié, who died as a result of an extended
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period of abuse by her guardians. The Victoria Climbié Inquiry
(Laming, 2003) recognised the need for more effective and flexible
working across professional boundaries, in order to ensure the
safety of children and prevent such cases in the future from being
able to fall between the cracks of services. This finding provided
further evidence for the need for IPE to improve interprofessional

practice.

In 2008, the Department of Health published “High quality care for
all: The NHS next stage review final report”. This report promised
improvements to health and social care services through improved
interprofessional collaboration and working with the need of the
local communities served reflected in the make-up of organisations
and services, a point that WHO emphasised in its 1988 report. The
report also called for greater shared learning and innovation within
primary and secondary care and universities, as well as other
organisations. These recommendations developed ideas first
expressed in the NHS Plan (2000), placing further emphasis on the
need for IPE and working to allow the NHS to move forward with its

modernisation aims.

In addition to promoting greater interprofessional collaboration
and education, the Bristol Royal Infirmary Inquiry (2001) and the
Victoria Climbié Inquiry stated that organisational change was
needed to foster greater patient safety and patient-centred care.
This message was also espoused by the two NHS reports discussed
previously in this chapter. The Francis Inquiry Report (Francis, 2013)
(on the failings of the Mid Staffordshire NHS trust that led to
unnecessary patient suffering and poor quality of care) further
emphasised the need for organisational change and for putting the
needs of patients above all other concerns. The response from
CAIPE to this report asserted that the training and organisational

change that are needed to ensure greater patient safety and
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culture change would be best delivered in an IPE context (CAIPE,
2013). This assumption is logical, as widespread changes to systems
will affect workers, requiring that they understand the respective

positions of their own and other professions.

The primary motivation for enhancing interprofessional
collaboration is to provide higher quality care for patients by
reducing the duplication of work among health and social care
professionals and improving communication and coordination of
service, thereby increasing patient safety (Reeves et al., 2010a).
These goals reflect the findings of the reports and papers discussed
previously. Hale (2003) summarised developments that provided
impetus for the introduction of IPE i.e. transfer of education to
universities, increased specialisation, reduced junior doctors’ hours,
reduced hospital stay, more care in the community, more
consumerism, more performance management, and high-profile
scandals (Box 1). While this study refers specifically to changes
within the UK, many of the points are transferable to most

developed countries.
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Box 1. Reproduced from “Interprofessional education: The way to a
successful workforce?” British Journal of Therapy and Rehabilitation

Volume 10 Issue 3 (Hale 2003)

Recent changes that reinforce the need for interprofessional learning

The transfer of all healthcare professional education into universities,
providing enhanced opportunities for shared earning in a formal

learning environment

Increased specialization in healthcare, meaning that nurses and other
healthcare professionals often have a greater knowledge base about

certain aspects of patient care than medics

Reduction in junior doctor’s hours, meaning that their interaction time
is reduced and that some work previously carried out by medical staff is

now carried out by nurses and others

Reduction of lengths of hospital stay, meaning that the potential for
serious consequences of a failure in collaborative working increases and
that, since patient acuity is higher, there are fewer opportunities for

students to “practise” on patients

Increased focus on care in the community — a number of different

professionals are involved in the care of a patient

A growing consumer movement in health, which has become less

tolerant of protecting professional turf

Increased performance management — failure in communication are

less likely to be swept under the carpet

A number of high profile scandals in the NHS, indicating

communication breakdown and poor working relationships

The field of health and social care in the last 15 years has been
undergoing substantial change and upheaval, with greater focus on

patient-centred care and accountability of professionals. New
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healthcare roles (such as nurse and allied health practitioners and
consultants), changed roles and responsibilities, and a shift from
acute to community care require health and social care
professionals to appreciate one another and communicate and

work together better.

The requirement for all healthcare professions to be educated to a
university level provides an obvious opportunity to begin this
process of education and socialisation at a pre-registration level.
The effectiveness of such pre-registration programmes remains
unclear though (Reeves et al., 2013; Reeves et al., 2010b;
Zwarenstein et al., 2005) due to the lack of inquiry into the
outcomes of such programmes on professional practice and the
heterogeneous nature of interventions both at a pre- and post-
registration level. Thistlethwaite and Moran (2010) also noted that
although changes in attitude, or behaviour, are often used as
outcome measures in the evaluation of IPE, there is less emphasis
on assessing the level of knowledge about other professions and
collaborative practice gained. With the increase in
professionalization of nurses and other allied health professionals,
there is a greater overlap of knowledge and skills between
professionals (Parsell and Bligh, 1998). Clarity about professional

roles is therefore a worthy topic for IPE to address.

In short, while it appears that increased collaboration and
interprofessional practice in health and social care are seen as
necessary for high quality patient care, there is no consensus on the
methods by which this can be achieved through IPE. Additionally,
the outcome measures of IPE are varied and appear to lack the
scope to explore fully the changes, if any, that IPE on the
knowledge, attitudes and skills of healthcare students and
professionals. Measures of attitudinal change to evaluate the

effectiveness of IPE are frequently given as a method of gauging the
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impact that an educational initiative has had, but such measures do
not record the full scope of learning. The use of additional data
collection methods, such as interviews and focus groups, may go
some way to addressing this need, as well as providing valuable
data on outcomes on professional practice (Reeves et al., 2013).
The use of multiple data collection methods to investigate these

phenomena is explored further in Chapter Three, Literature review.

While how to evaluate IPE interventions is still the subject of
debate, there has been development on the use of sound
theoretical bases for such interventions, two of the most prominent

of which are discussed below.
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2.3 Theoretical underpinnings of IPE initiatives

With the focus on IPE having increased in the last decade, more
literature has emerged on the theoretical underpinnings of IPE and
the principles necessary for its successful implementation. While
the theoretical underpinnings of IPE remain the subject of debate
(Hean et al., 2009), adult learning theory and the contact
hypothesis have emerged as two key concepts in the successful
implementation of IPE interventions. Adult learning theory is a
large and complex topic, and as such only a brief introduction is
provided in this section to allow for greater understanding of its use
within IPE. One of the main principles of adult learning theory is
that adult learners are inherently different to child learners, with
different motivations and goals behind their learning (Knowles,

1980).
The underpinning principles of adult learning theory are given as:

e “Adults are independent and self-directing

e They have accumulated a great deal of experience,
which is a rich resource for learning

e They value learning that integrates with the demands of
their everyday life

e They are more interested in immediate, problem
centred approaches than in subject centred ones

e They are more motivated to learn by internal drives than
by external ones”

(Kaufman, 2003 p213)

These principles are compatible with IPE, especially in that active
learning is a crucial part of IPE, requiring students to engage and
take ownership of the learning experience. By making sure that IPE

occurs in topics and situations that matter to participants and
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allows them opportunity to build upon prior practice experiences
and knowledge, the IPE intervention is more likely to be successful
(Barr et al., 2005). Adult learning theory provides a useful
theoretical foundation for the design and implementation of IPE; it
does not provide a template for the form that the intervention
should take, rather a set of guidelines for use in the design of a
variety of different situations and locations, adaptable to the
context of the learner. This flexibility of adult learning theory
dovetails neatly with the expressed need for IPE to address the
specific health needs of the population and community the

professionals serve (WHO, 1988).

Contact theory (that underpins the contact hypothesis) has also
been frequently used, often in conjunction with the principles of
adult learning theory, to underpin IPE (Bridges and Tomkowiak,
2010; Hean et al., 2009; Hean and Dickinson, 2005). Contact theory
was first developed by Allport in the book, “The nature of
prejudice” (1979) (first published in 1954), and focuses on the
grounds of prejudices between different groups of people and the
negative effects of strong identification with one’s own group on
inter-group interactions. The work of Tajfel and Turner (1979)
expands further on this concept, explaining further the effects of
social identity on intergroup behaviour. This concept is relevant to
interprofessional working and education, which bring together
members of different healthcare professions with different
attitudes towards one another. Allport stated that bringing groups
with negative feeling towards one another together was not
enough to challenge effectively those feelings, and there were four
pre-requisite conditions for any such interactions to facilitate

positive change:

e Equal status of all group-members

e Common goals within the group
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e No competition between group-members

e Organisational support

In order to further the applicability of this theory to IPE in
particular, Hewstone and Brown (1986) developed the contact

theory into the contact hypothesis by adding the conditions of:

e Positive expectations of group-members towards
interprofessional interaction

e Successful experience of joint working

e Understanding of both differences and similarities of

professions

As with the use of adult learning theory, contact theory does not
provide rigorous guidelines for the development and
implementation of IPE, but a basis upon which programmes can be
designed. Looking at the foundations of adult learning theory and
contact theory together it is clear to see why these two theories are
compatible in the design and implementation of IPE courses and
interventions. Together these two theories provide a basis for
working in an educational context with adults who identify with
different professional, and possibly social, groups (a concept that is

explored in greater depth in Chapter 6, Qualitative Findings).
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2.4 The Interprofessional Learning (IPL) Programme at the UEA

The IPL programme is aimed at pre-registration healthcare students
at the UEA. The programme was first developed in late 2002 by the
Centre for Interprofessional Practice (CIPP) within the Faculty of
Medicine and Health Sciences. The programme was expanded in
2004 to include all schools of study within the Faculty and the
School of Pharmacy in the Faculty of Science (CIPP 2014a). At the
outset of this study, the IPL programme operated four different

levels: IPL1, IPL2, IPL3 and IPL4.

Each of the levels of the IPL programme has a different focus that is
considered to be appropriate to stage of learning of the students at
the time. At the outset of this study, IPL1 emphasised the roles and
responsibilities of professions and the progression of the patient
through the health and social care system. IPL2 focused more on
communication skills and requiring students to think reflectively on
experiences they have had on practice placement or in other
settings. IPL3 and 4 allowed for consolidation of the learning that
students had acquired over their professional training in
encouraging them to engage with service users and health and
social care professionals about specific health and social care issues
in the format of a conference and workshops. This development
and increase in complexity of the IPL programme are in line with
the principles of adult learning theory (Kaufman, 2003). As the
students increase in experience and knowledge during their
professional studies, they are able to apply this to their IPE. The
changes of topic from the more basic (roles and responsibilities) to
the more challenging (e.g. engagement and access to services for
alcohol misuse) ensures that the programme is relevant to learning

at all stages.

30



Before participating in IPL1, students are asked to complete the
Attitudes to Health Professions Questionnaire (AHPQ), which is
used as an outcome measure of the effect of the IPL programme on
students’ interprofessional attitudes. Two more data-points are
collected in order to facilitate this, one at the end of IPL1, and
another at the end of IPL2. An additional data-point is now
collected in the students’ final-year of training, something that at
the time of this study was a one-off occurrence to facilitate this
project. The development and use of the AHPQ is discussed further

in a later section of this chapter.

The IPL programme has undergone multiple changes since this
study was carried out, and the changes to the programme are
discussed in Chapter Eight — Reflections and Conclusions. The
descriptions of the levels of the IPL programme given in this
chapter pertain to the programme as experienced by participants in

this study.

2.4.11PL1

IPL1 is a compulsory first level of the programme, occurring in year
one of study for healthcare students. At the outset of this study,
medical, nursing, midwifery, pharmacy, occupational therapy,
physiotherapy, speech and language therapy, and operating
department practice students were all required to attend the
module. A paramedic science course has recently commenced at
the university, and these students now also participate in the
course. IPL1 consists of a programme of small group-work on a case
study, exploring the healthcare needs of the patient in the scenario
and learning who would provide which services and interventions
necessary for the successful treatment of the patient. In the version

of the programme that the study participants experienced, the
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programme lasted for seven weeks, with one session per week,
culminating in a plenary session in which four IPL groups gave
presentations on their learning from the programme to one
another and to their facilitators. The group presentations were
formatively assessed by both the two facilitators present and the
other three groups present, in a form of peer feedback via a

feedback form.

One facilitator was assigned to two IPL groups, and after the first
introductory session alternated between sessions with each group
in the subsequent weeks up until the plenary session. Meanwhile,
students were expected to produce a joint report on the care and
treatment of the patient in their case study, with reference to the
particular healthcare professions who would be involved and their
interactions at different stages of the patient journey. How the
report was written was self-directed by the students, with the
facilitator available for guidance or advice. The reports were
assessed by the facilitator assigned to the IPL group, and the group
was assigned a pass/fail grade based on their attendance and
completion of the report and presentation to satisfactory
standards. In the event of a failure, a remedial essay was set in
order to allow students to complete the module in a satisfactory
fashion. Students were also asked to complete the AHPQ prior to
participating in IPL1, and again at the completion of their 7-week
session. This questionnaire is used to investigate changes in
students’ interprofessional attitudes over the duration of the
intervention, and is discussed in greater depth at the end of this

chapter.

IPL1 was and is divided into three main groups: Session A; Session
B; and Session C - with a third of the cohort of healthcare students
in each Session. The reason for this is logistical, as IPL1 is

compulsory for all students in their first year of study in the Faculty
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of Medicine and Health Sciences and the School of Pharmacy. With
such a large number of students participating in the programme,
dividing the cohort into thirds allows for enough facilitators to be
available for the programme. In the format of the programme
described above each session ran sequentially, beginning with

Session A in the autumn semester and ending with Session Cin the

spring.

2.4.2 IPL2

The second level of the IPL programme, like IPL1, is a compulsory
module for all students in the Faculty of Medicine and Health
Sciences and the School of Pharmacy. The format of this level of the
programme has remained largely unchanged since the start of this
study. It is completed during the second year of students’ study and
consists of three sessions. The first session is an introductory
session in which students meet with their new IPL groups and
facilitators and are given a task to prepare for the first of their two
communication workshops. One facilitator is assigned to two mixed
profession groups of students, with the same two facilitators and
their respective groups present in the introductory session and two

communication workshops.

In the intervening weeks between the introductory session and first
communication workshop students are expected to complete the
following task given to them in the introductory session. The
students receive a fictional case study of a healthcare team caring
for a patient; focusing on a member who feels that his/her
suggestions about patient care are being ignored. Each student is
required to discuss issues surrounding communication raised by the
case study with two other healthcare students of a different

profession to his/her own, drawing upon their personal experiences
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on professional placement in addition to the information provided
in the case study. Following their discussion, the students are
required to write a 500-word reflective statement, including key
learning objectives, which are then discussed by the students in
their IPL groups during the first communication workshop (Wright

and Lindqvist, 2008).

In-between the first and second communication workshop, each
student is expected to complete a shadowing exercise for half a day
with a healthcare professional not of his/her own profession.
During this experience the students are asked to observe and
reflect on the professional’s interactions with patients. An
extended version of the previously used case scenario is used to
encourage discussion with the professional being shadowed. The
extended version involves the deterioration of the patient after a
team-member’s ideas were ignored, with the fictional team
needing to inform the patient and family. After the shadowing
experience, students are required to complete a 500-word essay on
their reflections, incorporating their observations and discussions
from the shadowing exercise and their own experiences on
professional placement (Wright and Lindqvist, 2008). The reflective
statements are assessed by the facilitator responsible for the

student, and a pass/fail grade assigned.

At the second communication workshop, each IPL group gives a
short presentation of their key learning points during the IPL2
programme, which is formatively assessed by the other three IPL
groups in the plenary session and the two facilitators present. The
students receive formative feedback from their peers in much the
same format as the presentations in IPL1, and their essays are
marked as a pass/fail grade by their facilitator. This grade plus their
attendance at the two sessions required determines if they pass or

fail the module. In the event of failure, as with IPL1, the students
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are set remedial work to be handed in to their facilitators. At the

end of IPL2 students are again asked to complete the AHPQ.

As these sessions are also compulsory and therefore involve large
numbers of students, IPL2 follows the format of A, B, and C sessions
sequentially throughout the academic year to allow for a sufficient
number of facilitators to be available. An additional scheduling
difficulty with IPL2 is the increased practice placement
requirements for students in their second year of study. There is no
period of time during the academic year that is long enough to
conduct a session of IPL2 without some students being on clinical
placement at some point either during the workshops or the
intervening weeks of study. While clinical placement may make
participating in the shadowing exercise easier, if the students are
based far from the university it can make completing the first task
and attending the workshops more difficult. It is particularly
important therefore that students take ownership of their learning

and are proactive in completing the requirements of the module.

2.4.3IPL3

IPL3 is a voluntary level of the programme open to third- and/or
final-year students across the Faculty of Medicine and Health
Sciences and the School of Pharmacy. This level of the programme
allows approximately 120 students to take part in a one day
conference with qualified health and social care professionals and
service users, and places are allocated on a first-come, first-served
basis. The focus of the conference is a health and social care issue
such as drug or alcohol misuse. The conference is held in a
dedicated conference venue, separate from either academia or
healthcare, to establish neutral ground. This relates to the need for

equality in IPE as previously discussed.
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At the outset of the conference, students attend presentations
from professionals working in the relevant field, who give an
overview of the impact of the healthcare issue on the mental and
physical health of individuals and the effects on their families and
the wider community. Students then work in small mixed
professional groups with the support of a facilitator, to hear from
service users and family members on their experiences and
perspectives and discuss issues raised (and how the
interprofessional team can contribute). The students also to take
part in workshops led by professionals and service users to explore
in greater depth specific issues surrounding the topic of the
conference, and to further consider the role of the

interprofessional team in tackling these issues (CIPP, 2014b).

There is no summative assessment to IPL3 as it is a voluntary part
of the programme, but students do receive a certificate of
attendance and can participate in a poster competition by

designing and presenting a poster at the conference.

2.4.4 IPL4

Similarly to IPL3, IPL4 also focuses on a specific health and social
care issue, and follows a similar format, primarily based on
workshops. Alcohol misuse, drug misuse, domestic abuse and
eating disorders have all been topics for previous workshops. This
level of the IPL programme is also voluntary, with places allocated
to students in their final-year of study on a first-come, first-served
basis. In order to prepare for this level of the programme, students
are asked to reflect on an experience relevant to the topic of the

conference, or read up on relevant research and reports.
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At the outset of IPL4, presentations are given from health and
social care specialists in the subject area and from service user
groups if appropriate. Following these introductory talks, students,
professionals, and service users divide into small groups - each of
which is aided by a facilitator. During these groups, students hear
service users speak about their experiences and discuss with the
professionals and service users the knowledge and skills required
when working with a particular service user group, as well as the
services available and how they can be accessed. The final element
of the half-day is an informal question and answer session in which
students are able to put any questions that they have about their
learning during the workshops to a panel of service users and
professionals. As with IPL3, there is no formal assessment, but

students do receive a certificate of attendance (CIPP, 2014c).
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2.5 Interprofessional attitudes as an outcome measure of IPE

In order to ensure that interprofessional education (IPE) is working,
it is necessary to evaluate and measure the impact that initiatives
have. The main focus of the present study is the effect that IPE has
on the interprofessional attitudes of healthcare students, as they
progress through their studies and into professional practice. With
this in mind, it is necessary to explore two things: i) what is meant
by interprofessional attitudes and ii) what measures exist to record

the impact, if any, that IPE has upon them?

In this study, interprofessional attitudes are defined as the opinions
that individuals hold about different healthcare professions. At its
most straightforward, this is seen as the opinions that members of
one profession hold about another profession collectively, rather
than about individuals within that profession. This can become
more complex though when both in-group and out-group attitudes
are explored within a study or evaluation. In-group attitudes are
those expressed by members of a profession towards their own
profession, e.g. nurses’ opinions about nurses, and out-group
opinions are those expressed about professions that differ from
one’s own, e.g. nurses’ opinions about doctors (Carpenter, 1995a).
Positive interprofessional attitudes are included within the
necessary conditions and characteristics for interprofessional
learning and working, as described by Parsell and Bligh (1999),

which are grouped into four dimensions:

o “Relationships between different professional groups
(values and beliefs people hold)

e Collaboration and teamwork (knowledge and skills
needed)

e Roles and responsibilities (what people actually do)

38



e Benefits to patients, professional practice and personal

growth (what actually happens)” (p96)

The “values and beliefs people hold” covers the aspect of
interprofessional attitudes in this set of necessary conditions. It is
reasonable to infer that negative attitudes, or opinions, about
different professions may lead to dysfunctional working
relationships, making teamwork and communication difficult - if
not impossible. The use of interprofessional attitudes, as an
outcome measure for the success of IPE initiatives, is then not

surprising.

Stereotyping has been suggested as having an influence upon the
formation of interprofessional attitudes (Hean and Dickinson, 2005;
Oandasan and Reeves, 2005). The assumption made is that a
negative stereotypical view of a profession leads to a negative
attitude towards that profession, ultimately preventing high quality
interprofessional working (Ateah et al., 2010; Carpenter, 1995b;
Rudland and Mires, 2005). A stereotype, by definition “a widely
held but fixed and oversimplified image or idea of a particular type
of person or thing” (OED online, 2015) is not in itself an attitude.
Attitudes are more reflective of the values that an individual holds,
but these values may have in turn been influenced by exposure to
stereotypes. This relationship between stereotypes and
interprofessional attitudes is important to consider throughout this

study.

Several measures of change in interprofessional attitudes have
been developed over the last two decades, a reflection upon the
perceived importance of interprofessional attitudes to the success,
or failure, of IPE to prepare pre-registration health and social care
students for interprofessional practice. The most frequently used of

these measures are briefly discussed in turn below, with particular
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emphasis given to the AHPQ, the measure currently in use at the
UEA. An article by Thannhauser et al. (2010), “Measures of IPE and
collaboration”, presents a review of quantitative measures used in
the literature surrounding IPE and practice. While this review
primarily focuses on two scales, the Readiness for Interprofessional
Learning Scale (RIPLS) and the Interdisciplinary Education
Perception Scale (IEPS), it does give a useful overview of the

majority of the quantitative measures in use.

2.5.1 Interdisciplinary Education Perception Scale (IEPS)

The IEPS was developed in 1990, and as such is the oldest tool
discussed in this section. The 18-item questionnaire focuses on the
perception of respondents’ own profession and the perceived
relationship their profession has with other professions. The 18
items in the IEPS are measured on a six-point scale, with three
points of disagreement and three points of agreement with the
statement. This scale was devised with no mid-point to create a
dichotomy of responses, thus forcing variance into the measure
(Luecht et al., 1990). After items had been content-analysed by five
faculty researchers to ensure that the factors were relevant, the
guestionnaire was administered to a mixed group of undergraduate
students, graduate students, and administrators (Luecht et al,,

1990).

Following factor analysis, a four subscale structure was developed,
with each of the 18 items leading on to one of the following
subscales: 1) Competence and Autonomy, 2) Perceived Need for
Cooperation, 3) Perception of Actual Cooperation and 4)
Understanding Others’ Values. The Cronbach’s alpha coefficient (a
statistical measure of internal consistency) score for each of the

subscales is given as: 1) 0.823, 2) 0.563, 3) 0.543, 4) 0.518. The
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overall Cronbach’s alpha coefficient score for the IEPS is 0.872,
indicating a reasonably high level of internal consistency (Luecht et

al., 1990).

Further efforts at refining the scale and increasing its internal
consistency and test-retest reliability were made by McFadyen et
al. (2007). Following content analysis of the original items of the
IEPS, and subsequent multiple rounds of testing with a cohort of
pre-registration students from eight different professions, a final
three-subscale structure was decided upon; 1) Competency and
Autonomy, 2) Perceived Need for Cooperation, 3) Perception of
Actual Cooperation. The fourth subscale was eliminated (McFadyen
et al., 2007). While the new versions of subscales 2) and 3) are
identical to those reported by Luecht et al. (1999), three further
items were dropped from subscale 1) in order to improve overall
internal consistency of the scale to 0.86. The test-retest reliability
of the revised version of the scale was judged to be moderate, with
intra-class correlation coefficient (ICC) values nearing or exceeding

0.60 for all three subscales (McFadyen et al., 2007).

The IEPS does not place particular emphasis on interprofessional
attitudes, as part of its measurement of change. Given that the
focus of the items on the IEPS is on the profession of the
respondent, rather than their perception of others, this is logical.
However, item 11 “Individuals in my profession have a higher status
than other professions”, which loads on to sub-scale four (Luecht et
al., 1990), and 16 “Individuals in my profession think highly of other
related professions”, which loads on to sub-scale three (Luecht et
al., 1990) can be seen as measuring changes in interprofessional
attitudes. The focus in these items is still on the profession of the
respondent, giving a measure of how a typical member of one
profession views all other professions in the context of the item.

The IEPS therefore appears to focus more on the necessary
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attitudes for interprofessional collaboration to occur, rather than
changes in interprofessional attitudes. However, as item 11 was
dropped from the revised version of the IEPS (McFadyen et al.,
2007), its usefulness as a measure of change in interprofessional

attitudes further is questionable.

2.5.2 The Readiness for Interprofessional Learning Scale (RIPLS)

The development of the RIPLS was reported in 1999 (Parsell and
Bligh, 1999) and the reliability of a revised version of the scale was
reported in 2006 (McFadyen et al., 2006). Similarly to the IEPS, and
as suggested by the name of the scale, its emphasis is not on
measuring the change in interprofessional attitudes of healthcare
students, but instead on evaluating the “readiness” of healthcare
students to participate in IPE. Nevertheless, several of the
guestions included in the original 19-item questionnaire do assess
interprofessional attitudes, as part of the conditions necessary for
interprofessional collaboration, also summarised in the subsequent

paper (Parsell and Bligh, 1999).

The RIPLS was administered to undergraduate healthcare students
from a mixture of professions (Parsell and Bligh 1999). The results
from the 19-item questionnaire underwent principal components
analysis to form a three-factor scale, with an internal consistency of
0.9 (Cronbach’s alpha coefficient). This indicates a high level of
internal consistency, meaning that the items on the same subscale
are measuring the same construct. The three subscales are:
Teamwork and Collaboration; Professional Identity; and Roles and
Responsibilities (Parsell and Bligh, 1999). None of the items
included in the RIPLS directly questions students about their
attitudes towards other specific healthcare professions, but some

guestions focus on interprofessional attitudes in a more general
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sense. The item “The function of nurses and therapists is mainly to
provide support for doctors” is the most direct statement included
in the questionnaire that concerns attitudes towards professions,
and is one of the three items that makes up the third factor of
Roles and Responsibilities. Each of the 19 items is rated on a five-
point Likert scale (1 = strongly disagree, 2 = disagree, 3=undecided,
4 = agree, 5 = strongly agree), with nine items loading on to factor
one, Teamwork and collaboration, seven on to factor two,
Professional identity and three on to factor three, Roles and

responsibilities (Parsell and Bligh, 1999).

A revision of this three-scale structure to a four-scale structure was
suggested in 2005 by McFadyen et al. (2005). A group of
experienced healthcare professionals using content analysis divided
the second factor of Professional Identity into Positive Professional
Identity and Negative Professional Identity (McFadyen et al., 2005).
The new four subscale structure was assessed with data from pre-
registration students from eight different professions at the outset
and again at the end of their first year of study. The data were
fitted into the original three-subscale structure and the new four-
subscale structure. The four-subscale structure appeared to have
improved the stability of the questionnaire, with the RIPLS 19 items
now emerging consistently as part of one of the four factors, rather
than occasional inconsistent allocation between the original three-

factors (McFadyen et al., 2005).

A concern about using the RIPLS as a scale for the measurement of
interprofessional attitudes is that its main focus is not on the
change in interprofessional attitudes but on the factors that
demonstrate receptiveness to IPE. The lower internal consistency of
the Roles and Responsibilities factor, variously 0.32 (Parsell and
Bligh, 1999) and 0.40 (McFadyen et al., 2005) suggests that this

factor may not be as reliable as other elements of the RIPLS. It has
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been proposed that more reliable results in this subscale may be
generated from students who are further along in their professional
studies, given their increased practical experience (McFadyen et al.,

2006).

In summary, while the RIPLS has been used in many studies on IPE
(See Chapter Three for further details), it may not be the most
appropriate measure to assess changes in interprofessional
attitudes due to its focus on the factors that determine readiness
for interprofessional learning (and not the interprofessional

attitudes of students).

2.5.3 Attitudes Towards Health Care Teams Scale (ATHCTS)

The ATHCTS was developed in 1999 by Heinemann et al. and is the
only measurement tool discussed in this section that was not
included in the paper by Thannhauser et al. (2010). The decision to
briefly discuss this scale in this section was made due to the
frequency with which the researcher encountered this measure in
the literature on IPE, and as such a basic understanding of the scale

is useful when exploring this area.

During its extensive development, three versions of the scale were
proposed. The first version of the scale was developed from a pilot
31 items. Following principal component analysis three sub-scales:
1) Patient Outcomes; 2) Gains and Losses to Team-Members; and 3)
Physician Centrality emerged from the results a convenience
sample of healthcare professionals. Internal consistency values for
sub-scales one and two were 0.82 and 0.78 respectively, with the
third sub-scale having a Cronbach’s alpha value of 0.64 (Heinemann

et al., 1999).
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The second phase of development utilised a revised 38-item
version of the original scale. After content analysis by four experts
from different healthcare professions, three sub-scales were
identified: 1) Quality of Care; 2) Costs of Team Care; and 3)
Physician Centrality. This new version of the scale was administered
to a convenience sample of graduate healthcare students. This
testing revealed a correlation between factors one and two, which
appeared to be measuring different aspects of the same
phenomenon, and reduced the number of items to 28 (Heinemann

et al., 1999).

In further testing of this new version of the ATHCTS, a shortened
21-item questionnaire was administered to a diverse sample of
healthcare professionals. The four-point Likert scale used in the
phase two version of the ATHCTS was changed to a six-point Likert
scale in order to increase the variability of responses. This version
of the ATHCTS had two emergent sub-scales: 1) Quality of
Care/Process; and 2) Physician Centrality (Heinemann et al., 1999).
The previous subscales of Quality of Care and Costs of Team Care
were merged to form the Quality of Care/Process subscale, due to
the continuing strong correlation between these two subscales. The
final two subscale version of the ATHCTS comprised 19 items
(Heinemann et al., 1999). The ATHCTS subscales were
acknowledged as having moderate to good internal consistency in

all versions throughout development (Hyer et al., 2000).

The ATHCTS was revisited in 2000 by Hyer et al. who proposed a
three subscale version of the scale with different labels to the ones
proposed originally by Heinemann et al. (1999). Using the 21-item
version of the ATHCS subscale, Hyer at al. (2000) administered the
guestionnaire to pre-registration medicine, nursing, and social work
students, a different demographic to the previous developments of

the ATHCTS, which should be taken into consideration when
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comparing the results of the two studies. This version of the
guestionnaire continued to use the six-point Likert scale, similarly
to the IEPS, encouraging greater variation in results. The three sub-
scales that resulted from this analysis were: 1) Team Value
(previously Quality of Care); 2) Team Efficiency (previously Costs of
Team Care); and 3) Shared Leadership (previously Physician
Centrality). The alpha coefficients for these subscales ranged from
0.75 to 0.85 with this version of the ATHCTS, having an overall
value of 0.87 indicating a high level of internal consistency. The use
of a three-factor scale, rather than a two-factor scale as an
outcome measure for IPE for pre-registration students, gives
greater differentiation between attitudes towards interprofessional
teams and attitudes towards interprofessional care (Hyer et al.,
2000), which may be more valuable when working with students
whose attitudes may be less structured than qualified practitioners.
The greater sensitivity offered by a three sub-scale structure may
be more helpful when considering outcomes and changes to

educational programmes.

In all versions of the ATHCTS, a strong view in favour of physician
dominance of the healthcare team was correlated with a more
negative view of team-led healthcare. This focus on the centrality
of the physician or doctor does give some information on the
attitudes of different healthcare professions towards doctors, with
items such as “Physicians are natural team-leaders” assessing the
perception of the doctor as the head or most influential member of
the healthcare team. The ATHCS does not, however, provide any
information on attitudes towards other members of the healthcare
team. While well-developed and effective at measuring attitudes to
teamwork and team dynamics , this scale does not appear to be the

most comprehensive measure for assessing changes in
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interprofessional attitudes due again to a lack of focus on the

interprofessional attitudes of participants throughout the scale.

2.5.4 The Attitudes to Health Professionals Questionnaire (AHPQ)

The explicit purpose of the AHPQ is to assess changes in
interprofessional attitudes before and after exposure to a
programme of IPE (Lindgvist et al., 2005a). The questionnaire was
developed in response to a lack of appropriate measurement tools
for change in interprofessional attitudes that would be applicable
to a wide range of healthcare professionals (Lindqvist 2009).
Furthermore, the AHPQ was developed and validated using the
predecessors of students in the present study, thus being of
particular interest for data collection. Developed in 2005 at the
UEA, the AHPQ has been used routinely since to collect data from
first and second-year students participating in the previously

discussed compulsory levels of the IPL programme at the UEA.

Twenty items were initially generated from a construct exercise
with twenty professionals who were members of staff across the
Faculty of Medicine and Health Sciences at UEA. These members of
staff included healthcare professionals, a health economist, a
statistician, administrators, domestic staff, and a biologist (Lindqvist
et al., 2005a). The professionals were asked to consider nine
different healthcare professions: lawyer, nurse, social worker,
midwife, accountant, occupational therapist, hospital consultant,
physiotherapist, and general practitioner, and think of how two of
the professions were similar to one another, but different from a
third profession. For example, two professions may be seen as
being sympathetic, while another is seen as being non-sympathetic;
these opposing terms form a construct (Kelly 1955). Each construct

generated from this exercise was then used as a verbal anchor at
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each end of a visual analogue scale (VAS) that was measured from
zero to ten centimetres (Lindqvist et al., 2005a). Considering the
example given above, at one end of the VAS would be the word

“Sympathetic” and at the other end “Non-sympathetic”.

The generation of the initial twenty items of the AHPQ formed the
first part of stage one of the development of the AHPQ. The second
part of stage one of development tested the questionnaire with
first-year pre-registration students from five of the pre-registration
healthcare programmes available at the UEA: nursing, medicine,
midwifery, physiotherapy, and occupational therapy. The students
were asked to rate a typical member of a healthcare profession,
such as a doctor or a nurse, on the VAS scale for each item

(Lindgvist 2009).

Two principal components emerged from this analysis: “Caring”
and “Subservient”. Component 1: “Caring” had a high Cronbach’s
alpha coefficient of 0.91, indicating high level of internal
consistency and Component 2: “Subservient” a value of 0.59, a
moderate level of internal consistency. Overall, the AHPQ had a
value of a 0.86 (Cronbach’s Alpha Coefficient) (Lindqvist et al.,
2005a). The ICC (Intraclass Correlation Coefficient) values for the
twenty items varied between 0.34 and 0.85. A value of 0.7 or above

is considered acceptable for test-retest values (Nunnally, 1978).

During stage two of the development process, items that had
scored less well initially were removed or rephrased from the
AHPQ, and the questionnaire was again administered to first-year
students to determine if any improvement was gained. The a
values for Component 1 increased to 0.93 and Component 2
decreased slightly to 0.58 respectively, while the overall value for

the AHPQ increased slightly to 0.87 (Lindqvist et al., 2005a).
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The relationship between the two components remained fairly
constant throughout the development process; with a lower score
on the “Caring” component correlating with a lower score on the
“Subservience” component and vice versa (Lindqvist et al., 2005a).
This correlation suggests that professions who are considered to be
less caring are also considered less likely to work on an equal
footing to other members of the healthcare team, instead being

perceived as more dominant.

At present, the AHPQ is in routine use with students at the UEA and
the questionnaire is now completed online using the same VAS
format as the original design. In addition to this regular use, the
guestionnaire has been used to evaluate changes in
interprofessional attitudes of healthcare students after their
participation in an IPE intervention taking place on a training ward
in Denmark (Jacobsen and Lindqvist, 2009), for which the AHPQ
was translated into Danish. The application of the AHPQ in this
context generated similar results to those obtained during the
validation of the AHPQ, with the relationship between the two
component scales remaining the same. This provides an indication
that the AHPQ has a good level of consistency when used in
multiple environments, which expands upon the previously
expressed aim of evaluating the change in interprofessional
attitudes of a range of different professionals by demonstrating the
suitability of the scale to a range of different environments. As the
AHPQ is the only identified outcome measure that focuses on the
change in interprofessional attitudes, it is the most suitable
measurement tool when setting out to assess the effect that IPE

has on interprofessional attitudes.
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2.6 Summary

In summary, the main points were that:

e The case for interprofessional education (IPE) has been
building momentum for the past forty years and has been
identified by the WHO as a necessary strategy to meet the
changing demands of a modern healthcare service (WHO,

2010, 1988).

¢ Inthe UK, the government has acknowledged the call for
greater interprofessional collaboration with a series of
publications encouraging reform within the NHS to meet the
needs of a changing healthcare system and provide greater
quality of care (Department of Health, 2000). This need was
further emphasised by several high-profile cases of failing
within the health and social care system, for which a
contributory factor was a lack of interprofessional

cooperation (Kennedy, 2001; Laming, 2003; Francis, 2013).

e The IPL programme at the UEA aims to foster effective
interprofessional collaboration through ensuring positive
interprofessional attitudes among healthcare students. This
programme is one of many IPE initiatives that explore
change in interprofessional attitudes as an outcome

measure of IPE

e The need to evaluate the effectiveness of IPE programmes is
clear. In already busy curricula IPE must achieve its aims in a
timely and efficient manner. The development of multiple
outcome measures for IPE reflects this need (Thannhauser

etal., 2010).
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Chapter Three - Review of the Literature

3.1 Search strategy

The literature discussed in this chapter is heterogeneous in nature,
with a diverse range of study types, educational interventions, and
conclusions drawn. Such diverse literature provides a rich wealth of
information and gives rise to many possible avenues of further
enquiry. As such, the exploration of topics in this chapter is not
exhaustive of the information given in these studies, but is a
summary and critique of the themes most relevant to the area of

present interest.

Unlike a systematic review, this structured literature review is not
intended as an exhaustive compilation of all the research available
on IPE and interprofessional attitudes. The exploration was limited
to research that was deemed to be of particular relevance to the
specific setting of the current study, namely a higher education

institution providing pre-registration IPE to healthcare students.

The structured literature review was conducted in seven distinct

steps:

1. Determining the search terms and process of the search
strategy

Deciding the inclusion and exclusion criteria

Deciding the databases to be searched

Searching for papers using the databases

v ok W N

Reading through titles/abstracts of papers (and, if required,
part of/whole article)
6. Retaining papers that adhered to the inclusion criteria

7. Hand-searching the reference-lists of the included papers
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The literature review was updated three times throughout the
project between 2011 and 2013. A detailed record of the searches
was kept by the researcher to ensure that no papers found to meet
the inclusion criteria were inadvertently excluded and updating the

search was more efficient.

3.1.1 Search terms and search strategy
The search strategy used for the literature review was as follows;

Interprofession* OR inter-profession*
Interdisciplin* OR inter-disciplin*
Interoccupation® OR inter-occupation*®

Multiprofession* OR multi-profession*

1

2

3

4

5. Multidisciplin* OR multi-disciplin*

6. Multioccupation®* OR multi-occupation*
7. OR1-6

8. Education* OR teach* OR train* OR learn*
9. Attitude*

10. Healthcare*

11. 7AND 8 AND 9 AND 10

These search terms were decided upon after several drafts and
trial-runs on selected databases. At first, too many terms (including
value*, belief* and health*) were included in the strategy, resulting
in a very low number of papers being identified. This resulted in a
poor representation of the literature around IPE and
interprofessional attitudes. This was determined by seeking key
papers already identified by the researcher and supervisory team
during preliminary reading. In an attempt to address this issue,
later drafts became too general, leading to a very high number of

papers being found (tens of thousands).
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The final search terms, as given above, resulted in a realistic
number of papers for analysis and a broad enough representation
of the literature to allow the present study to progress. A relatively
large number of papers were retrieved from the databases (up to
561), which could be effectively appraised at step five of the search
strategy for inclusion or exclusion based on titles and abstracts, and
where further clarification was needed, reading through part or all

of the main text of the study.

One of the challenges of this literature review is that there are
many different terms in use for interprofessional practice and
education. It was reasonable to assume that not all the literature
would use the same terminology to refer to these subjects, a view
supported by Mandy (1996). In order to maximise the chances of
obtaining a full picture of the existing research on IPE and attitudes,
it was necessary to use as wide a range of terms for

I"

“interprofessional” as possible. As well as this, there are many
different ways of describing the “education” aspect of IPE
interventions. Therefore, as many different ways, or saying

“education”, “learn”, or “teach”, were included as possible.

It was also important to be consistent in the use of
interprofessional attitudes as a term. As the exploration of
interprofessional attitudes was one of the areas of interest for this
literature review, it was important to develop an understanding of
the term and apply it consistently. The researcher defines
interprofessional attitudes as the view of one person or
professional group of a typical member of another profession.
Understanding the roles and responsibilities of a different
profession does not imply a certain attitude towards them, though
it may be reasonable to assume that a greater understanding and
appreciation of roles can lead to a more positive attitude. The

expression of a greater understanding of roles and responsibilities
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must therefore be qualified with a positive or negative view
towards the profession in question to constitute expressing an
attitude towards the profession in question, rather than simply

knowledge about them.

The relationship between understanding of professional roles and
interprofessional attitudes is explored in greater depth in Chapter
Six, Qualitative Findings. Similarly, changes in attitude towards
interprofessional learning, or practice, also need to be stated
together with explicit reference to an improvement or worsening
opinion towards a different profession. The reason behind this
explanation is that it is often difficult to separate the subjects of
attitudes towards different professions, understanding and
appreciation of professional roles, and attitudes to
interprofessional working and practice. Many of the studies
included in this review explored these topics concurrently and to
attempt to explain these phenomena entirely separately from one
another would result in lost meaning and possible

misinterpretation of the facts.

Constructing an effective search strategy that would provide
appropriate focus for this study was challenging. As the IPL
programme is undertaken by pre-registration students, it was
decided that the literature review would focus on this group as the
primary subject group for IPE interventions. It proved to be difficult
to narrow the parameters of the search effectively to pre-
registration students in the search strategy. Therefore, it was
decided that this would become an inclusion criterion and would be
determined at the reading stage. The other major obstacle was
inherent in the challenge of using a computer system to explore a
fairly complex and arguably abstract concept, such as attitudinal
change. This is sometimes reflected in study titles and abstracts,

which do not always give precise information on the topic under
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investigation, or the population researched. This is compounded
when searching across qualitative and quantitative research as the
methods of presenting studies and language used are often very
different (Evans, 2002). Given these challenges much checking was

necessary to ensure effectiveness of the search.

3.1.2 Inclusion and exclusion criteria

To ensure the relevance of the review to the current project and to
limit the number of studies included in the review to a manageable
number, the following inclusion and exclusion criteria were decided

upon by the researcher and primary supervisor:

Inclusion

e Primary reporting of an IPE intervention
e Pre-registration healthcare students, as participants in the
IPE intervention
o This did not exclude studies with additional data
from other sources, such as graduates of
programmes or faculty and clinicians involved in
education. Some included studies did include such
data
e Interprofessional attitudes explored as part of the outcome
of the project
o This did not exclude studies with no pre-test/post-
test design

Exclusion

e No English language paper available
o An accurate translation would not have been
guaranteed

e Conference abstracts
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e Editorials

The primary supervisor’s role as the head of the CIPP at the UEA
and her extensive experience in the field of IPE (both in practice
and in research) made her a highly qualified candidate to supervise

and support the literature review process.

In the event that the researcher was unclear on whether a paper
should be included or excluded from the review, the primary
supervisor was consulted for her opinion. The final decision on
whether to include or exclude a study though always remained with
the researcher. The same search terms and structure and inclusion
and exclusion criteria were used for all the databases searched and

for each search.

3.1.3 Databases searched in the review

The review was carried out by researcher using these databases

(Table 1):

AMED (Allied and Complementary Medicine Database)

e Embase

e Medline

e Cumulative Index to Nursing and Allied Health Literature
(CINAHL)

e Education Resources Information Centre (ERIC)

e Scopus

e Cochrane Library

These databases represent the primary health and education
databases available at the UEA, with the exception of Web of

Knowledge, Web of Science, and JSTOR (Journal Storage). It was
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decided that no other databases needed to be searched due to the
increasing rate of duplication of results. ERIC returned only thirteen
results that had not already been given elsewhere, of which only
two were of potential relevance. Scopus only returned three
additional possible titles of interest, with the Cochrane library
returning no results that had not already been found on another

database.
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Table 1. Databases, search terms, inclusion/exclusion criteria and date ranges used in literature review

Table 1. Literature review summary

Databases searched Search terms Inclusion criteria Exclusion criteria Time-span

e AMED (Allied 12. Interprofession* OR e Reporting of an e No English e AMED 1985 -
and inter-profession* interprofessional language paper Present
Complementary o )
Medicine 13. Interdisciplin* OR inter- education (IPE) available e Embase 1974 —
Database) disciplin* intervention with e Conference Present

e Embase 14. Interoccupation* OR primary data abstracts e Medline 1946 —

e Medline

e CINAHL inter-occupation* collection e Editorials Present
(Cumulative 15. Multiprofession* OR e Pre-registration e CINAHL 1937 -
Index tf’ Nursing multi-profession* healthcare students, Present
and Allied
Health 16. Multidisciplin* OR as participants in the e ERIC 1966 —
Literature) multi-disciplin* IPE intervention Present

e ERIC (Education . .

17. Multioccupation®* OR i -

Resources p e Interprofessional e Scopus 1960
Information multi-occupation* attitudes explored as Present
Centre) 18. OR1-6 part of the outcome e Cochrane Library —

e Scopus

H * * .
« Cochrane Library 19. Education* OR teach of the project 1995 - Present

OR train* OR learn*
20. Attitude*
21. Healthcare*
22. 7 AND 8 AND 9 AND 10
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3.1.4 Hand-searching of reference-lists

The title and abstract of each paper of potential relevance were
read through once it had been identified. If it was not clear from
the abstract whether the paper was relevant, then the full text was

read. The next stage of the search strategy was hand-searching.

A combination of complex database searches and hand-searching
had been suggested as a more comprehensive search strategy than
using either method in isolation (Hopewell et al., 2008). When
compared with simple electronic database searching alone, the use
of hand-searching in addition was found to increase the rate of
finding relevant literature dramatically. In one example, when
searching for reports of randomised controlled trials, hand-
searching was estimated to retrieve 92% to 100% relevant research
papers, whereas a complex search strategy - with appropriate
restrictions an electronic search - retrieved 82% of the total
number of relevant research papers (Hopewell et al., 2008). The
use of large-scale computer algorithmic searching, along with small-
scale human discrimination in this literature review, generated
greater opportunity for the maximum number of relevant papers to
be found. The considerable number of papers identified from the
hand-search stage of the search strategy is most likely reflective of
the aforementioned issues with the varied language used in title
and abstracts, partially due to inherent differences in the reporting

of qualitative and quantitative research (Evans, 2002).

In this instance, with the wide variety of terminology in use and
different definitions accepted, hand-searching has proved an
invaluable resource, increasing the number of papers in the

literature review by 12. This has seemingly given a much richer and
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fuller picture of the literature available on IPE and attitudes (Figure

1).
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AMED, Medline, Embase n=513 '7

CINAHL n=250 Ii

ERICn=13 l—

SCOPUS n= 561 |—

Cochrane Libraryn= 35 |7

J7

| Total papers found = 1372

—1 Excluded by title/abstract n= 1331

Full text read through =41

>| Excluded on full text read n= 25

| Papers incl

uded n=16

[

Papers found hand-searching
reference lists n=71

Papers included n=12 |

Figure 1.

\

.‘.1| Excluded on full text read n= 59

——>| Final number of papers included n=28

Summary flow-chart of papers included in literature review
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3.2 Overview of studies included

The papers included in this review are highly varied and explore
interprofessional attitudes to differing extents. For some studies,
the exploration of changes in interprofessional attitudes was the
sole purpose of the research, for others one outcome among many,

or a seemingly incidental finding.

The IPE interventions reported by the studies in this review are also
highly diverse in their educational durations. Similarly, the study
designs, data collection methods and research paradigm used
demonstrate a broad array of how data were collected, analysed
and interpreted. Quantitative and qualitative methods were both
used, on occasion within the same study. The quantitative studies
used questionnaires; the qualitative studies questionnaires,
observations, focus groups, and individual interviews. The studies -
including both quantitative and qualitative methods - either used
predominantly quantitative questionnaires that sometimes
included open-ended questions, or quantitative questionnaires in
combination with qualitative focus groups and interviews. Often,
there was no explicit attempt to integrate the findings, and the
gualitative and quantitative data collection methods focused on
answering different aspects of inquiry. This meant that that, rather
than being considered a truly mixed methods study, the study was
regarded as a multiple method study (Johnson et al., 2007). The
definition of a mixed methods study is explored further in Chapter

Four - Methods and methodology.

All the included studies investigated attitudinal change, as an
outcome of the IPE interventions reported. Often the change in the
interprofessional attitudes of the participating students was not the
only outcome of interest, but having changes in student opinions

and knowledge also explored. These other outcomes included, but
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were not limited to, increases in knowledge about the roles of
other professions and understanding and appreciation of IPE. The
level of enquiry around interprofessional attitudes varied greatly
between the studies, ranging from the primary focus of the project
to a small incidental finding. Many studies also included
programme evaluation of their respective IPE interventions,
contributing to the literature on the successes and pitfalls of IPE.
This variety of strategies used in the included studies suggests that
evaluating the outcomes of IPE is complex, with several inter-
related factors, including the interprofessional attitudes of

participants, influencing findings.

Several studies also collected data from groups other than pre-
registration students. In some instances, data were from newly
qualified healthcare professionals who had previously undergone a
programme of IPE, tutors and academic staff involved in the
development and delivery of the programmes of education, and
clinical healthcare staff who provided support for educational
programmes in their practice locales. In a small number of studies,
service users and their families were also invited to take part in the
evaluation process. This variety of participants reflects the
stakeholders in interprofessional collaboration, giving a broader

view of the issues surrounding the topic from multiple perspectives.

Despite the diverse range of educational approaches, participant-
groups, and study designs, most of the studies included in the
review reported positive changes in students’ interprofessional
attitudes, as defined by the researcher, e.g. an increase in how
caring a profession is perceived to be, or that members of a
profession are more academically able than previously thought.
Some studies reported non-significant changes in attitudes and in a

small number of cases negative outcomes of IPE. Examples of such
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negative outcome are an increase in the opinion that a profession is

arrogant or that they are disinclined to participate in teamwork.

This variety in assessed outcomes, participants, and overall findings
indicates several things. Firstly, there is not only one valid approach
to IPE, and the methods used have to be appropriate for the
situation and context. Secondly, it appears to be very important to
consider the other factors that may have an effect on the
interprofessional attitudes of students, aside from participation in
IPE. These include, but are not limited to, knowledge of different
professional roles and attitude towards interprofessional

collaboration.
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3.3 Methodological approaches to studies included

Of the 28 studies included in the review, seven used exclusively
guantitative data collection methods, eight used methods of data
collection and analysis primarily associated with qualitative
research, and 13 studies used a combination of both quantitative
and qualitative methods. The degree of combination of these
methods varied greatly between the studies, ranging from no
discernible attempts to integrate the quantitative and qualitative
data to studies that used qualitative data to explore their
guantitative data in greater depth. Several of the studies that used
exclusively quantitative or qualitative methods incorporated
multiple methods of data collection, but remained within the
guantitative or qualitative research paradigms. The studies
included in the review are initially separated into quantitative,
gualitative, and studies using both quantitative and qualitative
methods sections to allow for easier understanding of their

structure, methods and approaches.

3.3.1 Quantitative studies
The seven quantitative studies identified in this review were:

e Jacobsen and Lindqvist (2009) investigated the effects of a two-
week stay on an interprofessional training ward on the
interprofessional attitudes of occupational therapy,
physiotherapy, medical, and nursing students using the
Attitudes to Health Professions Questionnaire (AHPQ). Students
participated in the study (n=169) from nursing (69),
occupational therapy (29), physiotherapy (31), and medicine
(33). The remaining seven students are not accounted for, or a

mistake was made in reporting participant numbers. All
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students were in their fourth to sixth semester of study, or, for
medicine, their eighth semester. As all students were
approaching or in their final-year of study, this met the tenet of
equal status (necessary for successful group interaction) (Hean
and Dickinson, 2005; Pettigrew, 1998). As this study was
conducted in Denmark, the AHPQ was translated into Danish.
The use of a validated instrument (the AHPQ) to assess changes
in attitudes is a strength of this study, and the similarity of the
results to previous studies using the AHPQ (Lindqvist et al.,
2006) suggests that the use of the tool is appropriate to the
evaluation of the intervention. The roles of the professions
represented within this study in Denmark appear to be
comparable with their counterparts in the UK, making direct
comparison of the results easier with UK studies. Nevertheless,
this study is modest in size and, as such, caution should be used
when considering the sub-group analyses of each profession

with regard to the generalisability of the findings.

Kenaszchuk et al. (2012) reported on a one-day
interprofessional workshop for final-year pre-registration
students. The inclusion of students who were all at the same
academic level of study may contribute to an atmosphere of
equality within the groups, an important pre-requisite for
successful group working (Bridges and Tomkowiak, 2010; Hean
and Dickinson, 2005; Pettigrew, 1998). This study was
conducted in Toronto (Canada), which - like the other countries
from which these studies originate - has a well-established
healthcare system, making comparison with other such
countries, easier due to the similarity of their healthcare
standards and development. Nine-hundred final-year students

participated in the study, 350 in the intervention group and 550
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in a control group, who did not participate in the intervention.
Students worked in small mixed profession groups made up of
students from ten different professions (nursing, paramedic,
occupational therapy assistant, physiotherapist assistant,
pharmacy technician, personal support worker, funeral services,
early childhood education, exercise science/lifestyle
management, and social services). The researchers used a
guantitative questionnaire to report attitudinal change, which
was constructed from the IPE Perceptions Scale (IEPS) (the sub-
scales of: Competency and Autonomy; Need for Cooperation;
and Perception of Actual Cooperation), the University of the
West of England Questionnaire (UWE), (the subscales of;
Communication and Teamwork; Attitudes Towards
Interprofessional Learning; Perceptions of Interprofessional
Interaction; and Attitudes Towards Own Interprofessional
Relationships), and the Attitudes Towards Healthcare Teams
Scale (ATHCTS) (the Shared Leadership/Physician Centrality

subscale).

The large size of the participant-group in this study makes
generalisability to wider populations more credible, and the use
of a control group allowed for observed effects to be attributed
to the attendance or non-attendance of the intervention. This
reduces the likelihood that results observed were due to chance
or other confounding factors. The intervention in this study was
very brief, and it is unclear if this may have been an influencing
factor on the results. It is reasonable to suggest that there may
be an element of novelty to such a short programme, which
may skew data. The mix of professions present in this study was
more unusual also, including funeral services and lifestyle
management, as well as professions not always seen at

university level - such as assistant roles. Such a diverse range of
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participants in the study may provide a different overall
perspective on IPE than those studies with fewer or more

commonly represented professions.

Ritchie et al. (2013) presented an evaluation of the effects of a
redesigned interprofessional curriculum that facilitated shared
learning on five out of eight modules for half the cohort of first-
year dental and oral health students at the University of
Queensland. The remainder of the students participated in the
traditional uni-professional programme, acting as a control
group within the study. Students were randomised to either the
intervention or control group, eliminating any bias from self-
selection (Lavrakas, 2008). Ninety-three students participated in
each group.

The use of demographically comparable intervention and
control groups in a long-term intervention provides strong
indications that any observable differences in the groups are
due to the nature of the curricula, rather than other observable
factors. The researchers used the Readiness for
Interprofessional Learning Scale (RIPLS) to detect changes in
student attitudes from the outset to the end of the course, but
removed the items of the third subscale - possibly affecting the
overall psychometric properties of the scale. The results of the
study should be viewed with this consideration in mind. This
intervention is one of the most extensive in this review, in that
it is a redesign of an existing curriculum to incorporate
interprofessional learning throughout, rather than a separate
entity. This should be considered when comparing results with
other studies reporting much shorter, less integrated

interventions.
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Tunstall-Pedoe et al. (2003) reported on the outcomes of a ten-
week common foundation programme for medical,
radiography, physiotherapy, and nursing students in their first
term at St George’s Hospital Medical School in London and
Kingston University in London. A 30-point questionnaire (using a
five point Likert scale developed from Carpenter (1995a)
focusing on in-group and out-group attitudes of medical and
non-medical students) was administered to students before and
after the programme. For medical students 232/348 completed
the first round of the questionnaire and 140 completed the
second. For radiography, physiotherapy, and nursing students
116/154 completed the first round of the questionnaire, and 47
completed the second. This relatively low response rate of the
second completion of the questionnaire when compared with
the first round, coupled with the vastly differing sizes of the
groups of students (nursing students numbered only eight, and
it is not clear how many of these completed the questionnaire)
introduces a risk of bias to the results if the responses of
professional groups are substantially different to one another.
The use of a non-validated version of a questionnaire should
also be considered when viewing the results of this study as it is
unclear how accurate the questionnaire is at measuring its
intended variables. This is the only study that used extensive IPE
as an introductory education method for new healthcare
students. The limited healthcare education experience of the
study participants should be borne in mind when considering

the results of this study.

Wellmon et al. (2012) used three separate scales, the IEPS,
RIPLS, and the ATCHTS to evaluate the changes in final-year
clinical psychology (35 students), physical therapy (36 students),

Master students in education (17 students) and post-graduate
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social work (35 students) students’ attitudes to
interprofessional learning and collaboration after a single six-
hour interprofessional learning experience at Widener
University in Pennsylvania. The three questionnaires used in
this study were used in their original formats so their
psychometric properties remain the same as in their
development papers (See Chapter Two for further details),
increasing the trustworthiness of the results. The small number
of students involved in the study may affect the generalisability
of the results to a larger population. The use of a Bonferroni
procedure during analysis reduces the risk of a Type 1 statistical
error due to multiple testing, which is useful in a study with a
small sample size such as this. The participants in this study
were not at equivalent educational levels, but it is unclear if this
had any effect upon the outcome of the study, as it is not

discussed.

Zucchero et al. (2010) and Zucchero et al. (2011) described
consecutive years of a five-hour symposium on the
interprofessional treatment of dementia. The professions
included in the study were: health services administration (30 in
2010, 33 in 2011) nursing (87 in 2010, 36 in 2011) occupational
therapy (20 in 2010, 26 in 2011) psychology (seven in 2010, six
in 2011) and social work (thirteen in 2010, six in 2011), all from
Xavier College in Cincinnatti. The students were a mixture of
undergraduate, Master, and doctoral students due to the
nature of the qualifications necessary for their respective
professions. The effect that this may have had on the equality
of status of the participants in the programme is not clear, as it
is not alluded to in the papers. Both studies used the original
ATHCS scale to evaluate changes in the attitudes of healthcare,

social work, and administration students. The findings of the
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two studies were compared with one another to explore the
effect of small adjustments made to the programme. The
differences in cohort numbers should be borne in mind when
comparing the results of the different year of the study,
particularly the large decrease in number of nursing students,
which may have had an impact on the differences between the
overall results of the two years of the study, and decreased the

generalisability of the results for the nursing sub-group.

3.3.2 Qualitative studies
The eight qualitative studies identified in this review were:

e Charlesetal. (2011) conducted interviews with fourteen social
work students at the University of British Columbia who
participated in a three month IPE experience in an urban or
rural community. Ten health and social care professions
participated in the intervention. In subsequent years of the
programme, a qualitative questionnaire consisting of the same
guestions posed in the interviews was used instead. The
guestions prompted open-ended responses, and the study had
no quantitative element. Both forms of data collection were
analysed together in the results of the study. All but three of
the social work students who participated in the programme
were interviewed, or completed the questionnaire, so the data
gave a fairly comprehensive view of the attitudes and opinions
of these students. The use of multiple researchers to analyse
the data (researcher triangulation) reduces the effect of
researcher bias on the data. While this study included social
work, nursing, medical, physical therapy, occupational therapy,
pharmaceutical sciences, speech-language pathology,
audiology, laboratory technology and counselling psychology

students, only data from social work students were reported in
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this paper. From the paper it is not clear where or if the data
from the other students were reported. This limits the

transferability of the finding of the study.

Cooke et al. (2003) explored the effects of taking part in two
interprofessional half-day workshops (at the University of
Manchester on breaking bad news) on the interprofessional
attitudes of 12 medical and 22 nursing students. Qualitative
guestionnaires, a focus group, and field notes taken by
researches were used to achieve more in depth results. This is a
process sometimes referred to as triangulation, or
crystallization, and increases the comprehensiveness of the
data collected (Barbour, 2001). This intervention comprised a
small number of students who attended on a voluntary basis.
The voluntary attendance of the students in this intervention
may have resulted in an element of bias in the results, as those
who self-select to participate in studies are not necessarily a
representative sample of the population (Lavrakas, 2008). This
is a point common to several of the studies included in this
review. The limited mix of professions included in the study
should also be considered when comparing the results with
other studies, particularly those that do not include medical or
nursing students. As with Charles et al. (2011), multiple
researchers collaborated on the data analysis, preventing one
researcher from dominating the analysis process and increasing

the trustworthiness of the results.

Cooper et al. (2009) also used a variety of qualitative data
collection methods (questionnaires, reflective statements, and
focus groups) to evaluate the impact that a student-led
seminar-series at a Canadian University (in the autumn

semester, on global health) had on student interprofessional
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attitudes, among other outcomes. Twelve medical, eight
nursing, five occupational therapy, and three physiotherapy
students took part. Participants ranged from first- to final-year
students, and it is not clear from the study how this dynamic
may have affected student interactions. This seminar-series was
also open to students from outside healthcare, but these
participants were not included in the study itself. Participation
in this intervention was voluntary, and as the seminar-series
was itself student-led it is not unreasonable to suggest that the
participants are likely to have more positive views than the
wider population of students. As with many qualitative studies
the small number of participants should be considered when
evaluating the results. This is likely to compound any potential
bias from the self-selection process of participation. The data in
this study were also coded and reviewed by multiple

researchers to achieve greater trustworthiness.

Leaviss (2000) conducted telephone interviews with recent
healthcare graduates from the University of Liverpool. Three
doctors, two nurses, two dentists, three radiographers, one
optometrist, two physiotherapists, and two occupational
therapists who had taken part in a two-day pilot
interprofessional learning course as students participated in the
study. Changes in interprofessional attitudes, as a result of the
course, were discussed during the semi-structured interviews,
but very little detail was given on the IPE intervention or on the
analysis process of the data. The brevity of this paper may be
attributed to the reported study being a pilot intervention,
which may also account for the small number of participants.
The use of telephone interviews over face-to-face interviews is
not discussed in any depth, but should be considered when

appraising the data. A lack of comprehensive guidance on
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conducting qualitative telephone interviews makes assessing
the impact of this method upon the data difficult (Novick,
2008).

Lidskog et al. (2008) reported on a three-week long ward based
interprofessional learning experience for 24 nursing, 16
occupational therapy, and five social work students at a
Swedish university. This intervention took place on an
interprofessional training ward, similarly to Jacobsen and
Lindqgvist (2009). Conversational interviews were conducted
with participants in the week before and the week after the
educational experience to assess changes in student
perceptions of their own and other professions. Six student
nurses, six student occupational therapists, and four student
social workers participated in the interviews, which were
analysed by the primary author and the findings validated by
two other researchers. The findings of this study are
comprehensive with respect to the intervention under study,
giving useful information on the effects of an interprofessional
training ward on student attitudes. This enables easier
comparison with other studies, such as Jacobsen and Lindqvist

(2009), which have reported on similar interventions.

Mellor et al. (2013) conducted post-intervention semi-
structured interviews to determine the influence of four IPE
sessions carried out over four weeks at the University of
Queensland on the attitudes and behaviours of one medical,
one nursing, two occupational therapy, one physiotherapy and
three pharmacy students. Overall 107 students participated in
the programme. All of the students were third- or fourth-year
students and participated in the programme in small mixed

professional groups. The involvement of senior students should
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promote an atmosphere of equality in the programme, an
important principle of IPE (Hean and Dickinson, 2005;
Pettigrew, 1998). As previously discussed, the analysis of the
data by multiple researchers from different professional
backgrounds increases the trustworthiness of the resulting
emergent themes by preventing one viewpoint from
dominating the analysis process. The small number of
participants in this study may not encompass a representative
sample of the 107 students who participated in the programme
overall. This should be considered when evaluating the findings

of the study.

Reeves (2000) presented the findings of a fifteen-month project
that involved two interprofessional placements for nursing,
medical, and dental students, one in their first year and one in
their second year of study. Students were studying at two
London higher education establishments, with the medical and
dental students enrolled at one and the nursing students based
at the other. Focus groups were conducted with all 36 student
participants before and after their participation and interviews
with 18 of the students after their participation in the focus
group, to examine emergent issues in more depth. Interviews
were also conducted with fifteen tutors and ten service users
who were involved in the project and key six educational and
professional ‘gatekeepers’. This collection of data from different
participant-groups gives valuable insight into the perspectives
of multiple stakeholders in IPE. Gaining varied perspectives on
the effects and needs of IPE increases the transferability of
these results to a wider range of other scenarios. The inclusion
of all the participants in this long-term project gives a

comprehensive insight into the effects the intervention on a
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representative group of participants, reducing the likelihood of

bias in the conclusions drawn.

Wright et al. (2012) reported on students’ experiences of taking
part in a shadowing exercise with a healthcare professional not
of their own profession. This experience formed part of the
second level of the IPL programme. The researchers used
framework analysis to analyse reflective statements written by
pharmacy (29 students), medical (49 students), nursing (52
students), occupational therapy (14 students), physiotherapy
(11 students), midwifery (4 students), and operating
department practice (4 students) students after participating in
the exercise. These statements were purposively selected from
the 507 statements of the second-year students who completed
the programme to give maximal variation between professional
groups. The data were analysed separately by multiple
researchers who met at the end of preliminary analysis to
collaboratively develop themes. Ensuring proportional
representation of professionals who participated in the
intervention and a collaborative analysis process increase the

trustworthiness of the data.

3.3.3. Combination of quantitative and qualitative methods

None of the studies that used a combination of quantitative and

gualitative methods explicitly identified themselves as mixed

methods studies. Some studies appear initially to be more

guantitative in nature, but include qualitative elements, and

occasionally vice versa. Most of the studies included in this section

placed more emphasis on their quantitative elements, with a very

small amount of qualitative data added to clarify the main findings

or as evidence of the need for further study. Others include a more
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even mixture of data collection methods associated with primarily
quantitative or qualitative research. That 13/28 studies identified in
this review employed both qualitative and quantitative methods to
varying extents is interesting. This ‘mixing’ suggests that this may
be an effective method of exploring a complex phenomenon such
as the relationship between IPE, interprofessional attitudes, and
interprofessional practice. This finding may also be reflective of the
difficulty in fully examining and understanding the multifaceted
factors influencing the experience and effect of IPE. The studies

using both quantitative and qualitative methods are given below:

e Ateah et al. (2010) used a predominantly quantitative
guestionnaire, the Student Stereotypes Rating Questionnaire
(SSRQ) in a pre-test/post-test evaluation of students’
interprofessional attitudes of healthcare students at a Canadian
university. The SSRQ version used in this study was adapted for
use with undergraduate students by Hean et al. (2006), making
it applicable to this study population. There was one open-
ended question added to the questionnaire about the role of a
nurse within the interdisciplinary team. The mixed methods
element was therefore not extensive, with the qualitative
guestion designed to add further information to one small
aspect of the study. The study had three student groups: a
control group; a group that took part in a 2.5 day educational
experience; and a group that participated in an immersive
educational experience in addition to the shorter experience.
The use of a control group allows for any observed effects to be
attributed with greater certainty to participation in one of the
two versions of the interprofessional intervention. Medical
students (four in each of the three groups respectively), nursing
students (two in the control group and four in each intervention

group), occupational therapy students (three in the control
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group and two in each intervention group), physical therapy
students (three in the control group and two in each
intervention group), dental hygiene (two in the control group
and the immersion group, one in the education group),
pharmacy students (one in the control group, two in the
education group, and three in the immersion group), and
dentistry students (two in the control group and one in each
intervention group) participated in the study. The small
numbers of each profession participating may have made
allocating equal numbers of each profession to each group
difficult. It is not clear if the professional group of the
respondent affected the results of the study, but the uneven

distribution may have amplified any impact this may have had.

Carpenter (1995a) used a variant on the pre-test/post-test
study design. Medical and nursing students at the University of
Bristol were asked to rate their attitudes towards their own and
the other professional group using a quantitative questionnaire
consisting of a seven-point scale with anchors at either end of
“not at all” and “very much so”. The intervention reported in
this paper (a communication and teamworking exercise) was
stated as being part of a larger initiative at the university, but
without further detail. It is not clear how many participants
took part in the programme in total, but questionnaires were
analysed from 16 nursing students and 23 medical students.
Lack of further detail of the questionnaire prevents comment
on the validity of the results. The qualitative element of the
data collection came from evaluation forms completed by
students and included answers on knowledge gained from the
one-day communication skills workshop and how to improve
interprofessional working. The analysis procedure for these

data is not given, making it difficult to assess the
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trustworthiness of the data interpretation. The qualitative and
guantitative findings are briefly compared with one another,
but no explanation of any comparative process used is given.
This means that the study cannot be classified as a true mixed
methods study, as deliberate and meaningful integration of the

data cannot be confirmed.

Goelen et al. (2006) used the IEPS to evaluate changes in
medical students’ (20 in the intervention and 22 in the control
group), physiotherapy students’ (31 in the intervention and 23
in the control group), and nursing students’ (25 in the
intervention and 28 in the control group) attitudes in a before
and after controlled study. This study was conducted in Belgium
with final-year physiotherapy and nursing students and second
year medical students. The dynamics of having students at
different stages of their professional training is not discussed,
but the importance of equality in groups (Bridges and
Tomkowiak, 2010; Hean and Dickinson, 2005; Pettigrew, 1998)
to successful group dynamics should be considered. Similarly to
Carpenter (1995a), evaluation forms with free-text options
were completed by students and analysed as part of the
gualitative data. No detailed information was provided about
the integration process of the quantitative and qualitative data,
so again this study cannot be called a truly mixed methods
study with certainty. Individual interviews with service users
were also conducted, but did not focus on interprofessional
attitudes. The educational programme consisted of five two-
hour problem-based learning sessions over ten weeks. Two
cohorts of students completed the evaluations, with the first
cohort acting as a control group, as they had experienced uni-
professional rather than interprofessional learning during the

programme. This allowed for differences in changes in attitudes
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to be attributed to participating in the IPE intervention with

greater confidence.

Hope et al. (2005) reported on a team-building initiative for pre-
registration healthcare students consisting of eleven 3-hour
team-building exercises followed by implementation of a
community action project over seven three hour sessions. This
initiative was run in New York for students from: medicine,
nursing, physicians’ assistants, physiotherapy, occupational
therapy, midwifery, and diagnostic medical imaging. Students
worked in interprofessional groups of 20 to 30. Quantitative
evaluation involved students completing a pre- and post-
intervention programme evaluation questionnaire consisting of
a seven-point Likert scale assessing change in five variables, one
of which was interprofessional attitudes. A narrative follow-up
survey explored longer-term effects of the programme of
students after they began working in clinical settings as
students, or graduates. Physicians’ assistants are not as
commonly seen in the UK, and the lack of a comparable
profession makes it difficult to assess findings from this group

of participants against a UK population of healthcare students.

Lennon-Dearing et al. (2008) looked at participation in a
programme of IPE carried out at the East Tennessee State
University from a social work perspective. Other professions
participating in the programme were: medicine, nursing, public
health students, and nutrition. Quantitative evaluation was
carried out using a modified version of the 19-item instrument
from Hojat et al. (1999). The scale was modified to include
professions other than medics and nurses. It is unclear what
effect this modification of the scale had upon its psychometric

properties. Qualitative evaluation did not focus on
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interprofessional attitudes but on the course content and
structure. Written and verbal evaluations were collected from
student participants, and focus groups were conducted with
faculty members involved in the course. Collecting data from
multiple stakeholder-groups in the intervention gives a richer,
fuller picture of the impact of the programme, as it is examined

from multiple perspectives.

Lin et al. (2013) explored the effects of a four-week
interprofessional module for healthcare students consisting of a
lecture, two problem-based learning sessions, and a feedback
session. This intervention was carried out at Kaohsiung
University in Taiwan, making it the only study included in this
review to report on findings from an Asian university. Any
cultural differences between professions should be considered
when comparing the study with others from western
universities. Participants were divided into nursing only,
medicine only, or a mixed nursing and medicine group. Eighteen
fifth-year medical and 18 fourth-year nursing students took part
in the study. Studying only two professions is something to be
considered when comparing the findings to other studies.
Students completed a ten-item questionnaire developed by the
researchers, the Interprofessional Communication and
Collaboration Questionnaire (ICCQ), at the end of the final
feedback session. The aim of the questionnaire was to assess
whether students’ attitudes to interprofessional teamwork was
influenced by IPE, but it does not appear to have been
validated, so its accuracy is unclear. In addition to the
guestionnaire, verbal and written feedback was collected from
students and tutors after each session on their experiences of
the programme. These data formed the qualitative element of

the study. In total, 34 students and six tutors provided
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feedback, representing almost all the participants in the study.
This thorough data collection provides a comprehensive picture
of the views of the participants and instructors involved in this

study.

Lindqvist et al. (2005b) used the AHPQ, a validated measure of
changes in interprofessional attitudes to gauge student
attitudes before and after participating in an eight-week
programme of IPE at the UEA. Once a week, 462 students met
in mixed profession groups to work on a case study about a
fictional patient. The groups were made up of students from
medicine (110), nursing (230), physiotherapy (50), occupational
therapy (50), and midwifery (22). Only 39 students in the
intervention group of the study and 18 in the control group
provided data. When considering the results of the study, the
low response rate and disparity in the numbers of student from
each profession should be taken into account. Just under half of
all students participating in the intervention were nursing. This
is important to acknowledge when drawing conclusions about
the effect of the programme on different professional groups.
The use of a control group allows for any observed effects to be
attributed with greater confidence to participation in the
intervention. At the final plenary session, students completed a
feedback form, which was then analysed using content analysis
to generate categories and quantified into percentages of
students who concurred or disagreed with the generated
categories. This process of quantification makes comparing the
results of the quantitative and qualitative data more
straightforward, but it may have resulted in some loss of the

richness of the data.
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Morison and Jenkins (2007) reported on the experiences of
medical and nursing students who had participated in
classroom-based shared learning, classroom-based and
placement-based shared learning or neither (a control group of
students who had no exposure). Of the 130 University of Belfast
student-participants 17 were nursing and 113 were medical. All
the nursing students and 35 medical students had participated
in classroom-based and placement-based learning, 78 medical
student participated in classroom-based learning only, and the
other 77 medical students formed the control group who had
not experienced either. It is notable that only one of the
intervention groups had two professions represented. The
implication of this is that the three groups may not be
sufficiently similar to one another to make comparison of the
groups meaningful, introducing an element of bias to the
results. The researchers used a 20-item quantitative
guestionnaire to assess the differences between the three
groups of students after the completion of the intervention, but
as no further information is given on the questionnaire it is
impossible to assess its validity. Five open questions were also
asked at the end of the questionnaire to allow for further
expansion on the answers given and to address additional
information offered. This is a relatively small qualitative
element to the study and, as such, does not provide sufficient

data.

Parsell et al. (1998) report on a 2-day pilot course of IPE at the
University of Liverpool. The researchers assessed changes in
interprofessional attitudes using a pre-test/post-test
guestionnaire consisting of ten true or false statements about
each of the seven professions represented in the students’

interprofessional groups. Four students each from: occupational

83



therapy, orthoptics, radiography, nursing, physiotherapy,
medicine, and dentistry programmes participated as volunteers.
The small number of self-selecting students included in this
study is likely to have introduced an element of bias to the
results (Lavrakas, 2008). Seven closed questions, of which the
third question concerned changes in interprofessional attitudes,
were included in the questionnaire. This gave a very small
amount of data about the effect of the programme on students’
interprofessional attitudes. More data were gained from the
open-ended questions, but these are not presented in the
paper. No in-depth information on the development of the
guestionnaire is given. This lack of information makes assessing

the quality of the research very difficult.

Priest et al. (2008) also used a mixture of quantitative and
gualitative questionnaire questions to determine the impact of
a 1-year pilot study, followed by a full study of a programme of
IPE spread out over two years, at Keele University in the UK. In
the single year pilot study, seven (reducing to five during the
study) mental health nursing and ten clinical psychology
students took part in four sessions of interprofessional learning
in small mixed groups. In the full-scale 2-year study, the 11
nursing and ten clinical psychology students participated in
seven interprofessional group work sessions. The RIPLS was
administered at three time-points (before starting the course,
after semester one, and after semester two) in the pilot study,
and at the corresponding five points in the full study. Open
guestions on professional roles, contribution to learning, and
programme evaluation formed the qualitative element of the
study. No details were given on who performed the analysis of
the data, but the qualitative data appears to have been used to

supplement the data from the RIPLS, providing information on

84



other aspects of students’ knowledge and attitudes that had
been changed after participating in the intervention. No
reference was made to any effects that may have been
observed as a result of the nursing students being
undergraduates and the clinical psychology students being
doctoral students. Such a large difference in academic level may
have had an effect upon the sense of equality within the
groups, an important aspect of contact theory (Bridges and

Tomkowiak, 2010; Hean and Dickinson, 2005; Pettigrew, 1998).

Saini et al. (2011) used three different quantitative
guestionnaires and three different qualitative methods of data
collection to evaluate a three-day IPE model at the University of
Sydney for nine medical, six nursing, and 11 pharmacy students,
which consisted of a workshop, training in delivering a
healthcare programme to schoolchildren, and finally delivering
the programme. The three quantitative questionnaires used
were: Asthma Knowledge for Healthcare Professionals, which
did not focus on interprofessional attitudes, the ATHCTS, and
the RIPLS. All three questionnaires have been validated,
increasing the trustworthiness of the results gained from the
study. Qualitative data collection methods used were: feedback
interviews with two volunteer students from each profession
after the educational experience; reflective essays on the
learning experience; and professional descriptors of other
professions submitted on day one of the experience. The
reporting of the data from the qualitative methods is extensive,
and it is stated that two researchers coded the data sources,
with discussion with the wider research team to agree themes.
This process appears to be rigorous, increasing the

trustworthiness of these results. Nevertheless, the small sample
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size of volunteer students should mean that these results are
viewed as possibly not being representative of the views of the

wider population.

Taylor et al. (2004) used the ATHCTS, the revised
interprofessional perception scale (RIPS), and an evaluation
guestionnaire (including open statements) to assess changes in
student interprofessional attitudes following a 5-week IPE
course at the University of Alberta. This study reported on
results from two consecutive years of the programme, which
were presented as three calendar years of results. The ability to
compare results across years gives a greater indication of their
accuracy. The programme incorporated group work on case-
based learning, delivering a community-based education
programme, and preparing for a joint clinical examination at the
end of the course. Ten different healthcare professions were
included in this intervention. These were: dental hygiene (n=39
first year, n=38 second year respectively), dentistry (n=30,
n=66), medical laboratory science (n=9, n=13), medicine (n=125,
n=93), nursing (n=264,n=185), nutrition (n=73, n=38),
occupational therapy (n=13, n=73), pharmacy (n=100 n=99),
physical education (n=6, n=8), and physical therapy (n=64,
n=65). The large disparity between the numbers of students in
each profession should be considered when looking at the
results of the study, as they may not be representative of all the
professions included. The differences in numbers between
years for some professions should also be acknowledged, as the
demographics of the study population are considerably altered.
This makes direct comparisons between years more
problematic. The information presented from the evaluation
statements is very brief and, as such, it is not possible to make

any informed comment upon.
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Wamsley et al. 2012 explored the impact of a one-off 4-hour
workshop for healthcare students at the University of
California, focusing on clinical examination skills and developing
interprofessional care plans. The ATHCTS was administered pre-
and post-intervention to assess changes in student attitudes.
The results of this questionnaire were compared with those
from a control group at a single time-point. Medical (26
intervention, 47 control), dental (23 intervention, 19 control),
nursing (21 intervention, 27 control), pharmacy (24
intervention, 50 control) and physiotherapy (seven
intervention, nine control) students participated. The imbalance
of professions and their representation in the intervention and
control groups affect both the transferability of the results to
the underrepresented professions and the validity of inter-
group comparisons. One focus group per profession also
allowed students to expand further on their attitudes and
opinions, which may go some way towards determining if the
overall quantitative results are representative of all of the
professional groups included in the study. Both students and
involved faculty completed a survey about their perceptions of
the educational programme, but this focused primarily on

programme evaluation rather than interprofessional attitudes.

In addition to the variety in educational techniques and data

collection methods employed by these studies, it is clear from the

above sections that the use of control groups and the professions

included in the studies varies greatly. The number and balance of

participants and the length of follow-up of the results also differed

between each study. All these factors make direct comparison with

these studies extremely difficult. In addition to this, the

transferability of the findings of these studies to other IPE
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interventions can be problematic, as the heterogeneous nature of
the study designs and participants does not always allow for direct
comparison with different study populations and educational

settings.
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3.4 Factors differing across study approaches

3.4.1 Forms of IPE used in selected studies

The types of IPE identified in the studies included in this review are
challenging to categorise, with many of the studies reporting more
than one task or setting for their educational intervention. Most of
the studies reported that students were required to engage in
some form of small-group work during their educational
experience, but the format of this experience varied greatly. In the
next section of this chapter, the use of problem-based learning and
case studies as vehicles for IPE and the use of academic and
practice settings for IPE are discussed in reference to the included
literature. The duration of the IPE interventions, the use of control
groups and academic assessment of participation in IPE in the

included studies are also discussed.

3.4.2 Problem-based learning and case studies

Most of the studies reporting participation in small group activities
used case studies for the students to work on in an
interprofessional team. Four of these studies specifically stated that
problem-based learning was the method used by the students to
learn from these case studies. Goelen et al. (2006) and Kenaszchuk
et al. (2012) used this technique as the sole focus of their
educational interventions. Other studies used problem-based
learning as an element of their programme in conjunction with
other activities. Lin et al. (2013) used two problem-based learning
sessions alongside a lecture and feedback session. Tunstall-Pedoe
et al. (2003) used a combination of problem-based learning

sessions alongside anatomy communication skills and visits to a GP
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surgery, with the remaining parts of the educational programme
consisting of didactic learning and lectures. Priest et al. (2008)
combined problem-based learning with panel sessions with health
care professionals and individual work. Problem-based learning is
often used in medical and health care education, requiring students
to define and analyse a problem and generate learning objectives
based on this discussion. After researching the necessary topics, the
students must then synthesise and test this new knowledge
(Schmidt, 1983). Using this approach to IPE prompts students to
discuss and debate, via interprofessional interaction, which
promotes exploration and sharing of information and perspectives
with professions not hitherto encountered in their own uni-
professional programmes. Very few limitations of problem-based
learning are acknowledged, with the main issues being raised
around suitable resources to carry out such programmes effectively
and potential student uncertainty of how to engage with the

learning style (Wood, 2003).

Other studies stated that case studies were used but did not
mention a specific approach to the task such as problem-based
learning. Carpenter (1995a) reported that nursing and medical
students worked in both mixed pairs and groups on a case study
concerning communication skills. Similarly, Cooke et al. (2003) also
worked with medical and nursing students using simulated patient
scenarios to practice breaking bad news. Parsell et al. (1998) used
case studies as a base for students to apply their pre-existing
knowledge in both uni-professional and multi-professional groups
to learn about case management. Mellor et al. (2013) is another
example of a study that used case conferences as a teaching
method during their programme alongside other activities such as
simulated ward rounds. Case-based learning formed the basis of

the study by Lindqvist et al. (2005b) acting as a vehicle for students
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to discuss and learn about different professional roles. A simulated
patient case was used by Wamsley et al. (2012) to ensure that the
topic being studied by the students was relevant to all the
professions represented in the group. Similarly Wellmon et al.
(2012) developed a clinical case that needed to include students
from health care, social care, and educational programmes.
Zucchero et al. (2010) and Zucchero et al. (2011) had participants
prepare a case study ahead of a 1-day symposium, where they

developed a plan for managing the case.

That so many of the included research projects used case studies,
as either the main focus of, or a substantial part of their
educational programmes, indicates that IPE often uses this method.
The most obvious reason for the use of a case study, or simulated
patient exercise, is that of inclusivity. The relevance of the
educational experience to the students appears to be a primary
consideration for those who design and conduct these
programmes. A case study can be designed around a specific group
of participants in order to ensure that every member of the group
feels that they are able to contribute to the exercise in a
meaningful fashion, a key component of adult learning theory
(Taylor and Hamdy, 2013). If students do not feel that the case
study is relevant to them, they are less likely to engage with the
learning process (Hean et al., 2009; Taylor and Hamdy, 2013).
Designing a fictional patient or case as the focus for student
interaction allows for all the professions involved in the educational
intervention to be included in the care of such a patient. It would
be much more challenging to find a real life-example of a patient to
fit the learning criteria for every such educational event. This allows
for IPE to be conducted within the academic environment, not

solely in a practice setting.
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3.4.3 Settings of IPE

The settings for the IPE initiatives were also varied. Both academic
and practice settings were used, with several studies using both at
different stages of the educational intervention. Three of the
studies described students taking part in a ward-based IPE
experience. Jacobsen and Lindqvist (2009) and Lidskog et al. (2008)
both described the outcomes of working on an interprofessional
training ward on students’ interprofessional attitudes. The format
of the educational interventions in these studies is designed so that
students are able to practice working together in interprofessional
teams treating real service users. Wright et al. (2012) required
students to shadow a healthcare professional different from their
own for a half-day and document their experiences in a reflective
essay. This format encouraged the students to evaluate critically
the practice of the healthcare professional and consider how it
would impact their own practice in the future. The other two
studies that exclusively used practice-based settings did not focus
on the inpatient environment but were community based. The
study reported by Reeves (2000) incorporated nursing students into
a pre-existing placement setting for medical and dental students,
but this was at the expense of the nursing students missing some of
their uni-professional teaching. Charles et al. (2011) also reported
some logistical difficulties in integrating student placements, with a
3-month placement for nursing and social work students resulting
in only a 6-week period of overlap with students of other

professions due to differing placement lengths and timetabling.

Most studies that used a clinical setting also had students take part
in classroom-based IPE as part of the intervention. In some cases,
this was in order to compare the effects of additional exposure to
IPE in a clinical environment to the effects of taking partin IPE in a

purely academic setting. So for Morison and Jenkins (2007),
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students participated in two weeks of classroom-based learning,
then some went on to a 6- week interprofessional clinical
placement. Likewise Ateah et al. (2010), reported that, in addition
to the classroom-based activities, a sub-group of students also took
part in an “immersion” experience in a practice setting participating
in interprofessional practice. The remaining studies that used this
mixed approach to the setting of their educational experience did
so with all participants involved in the educational experience,
using the classroom study as one stage of the programme and the
practice setting as another. In addition to the use of problem-based
learning as described above, Tunstall-Pedoe et al. (2003) required
students to take part in visits to GP surgeries in mixed pairs to
observe practice, similarly to Wright et al. (2012), who required
students to observe a healthcare professional different from their

own.

Both Saini et al. (2011) and Taylor et al. (2004) described an
educational intervention in which students were required to deliver
an educational programme to the public on a specific health topic.
In the case of Saini et al. (2011), the students were given training
on an asthma prevention workshop for schoolchildren, whereas in
the study by Taylor et al. (2004) students were able to choose
between three different healthcare topics on which to give
presentations to the public. Hope et al. (2005) allowed an even
greater degree of freedom with their study, in which students were
given free reign over creating their own health-related community
project. The participants in the 2008 study by Lennon-Dearing et al.
took part in 30 hours of didactic learning, 30 hours of community-
based learning, and 30 hours of study around health literacy. Of
interest in the community-based portion of the educational
experience, students interviewed both service users (around

aspects of their diabetes) and staff members at clinics who worked
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with them to give differing perspectives on the issue of health

literacy in a population.

An educational experience spent entirely in a practice setting may
allow students to gain more first-hand experience of
interprofessional interaction, but there is the possibility that
without sufficient dedicated faculty, or clinician support, or
supervision, this approach may not allow for sufficient discussion of
more theoretical issues, such as team dynamics, respect for other
professions, and communication skills, all of which are essential for
effective interprofessional practice and identified as necessary . A
mixed approach of IPE in both the academic and clinical
environments appears to create greater opportunity to lay the
important theoretical groundwork and a safe, relatively
consequence-free environment, before allowing the students to
put what they have learned into practice and gain valuable first-

hand experience of interprofessional practice.

3.4.4 Duration of IPE

The length of the IPE programmes covered by this literature review
varied greatly, from hours to months in duration. Some of the
educational interventions were a one-off event; others required
repeated attendance from participants over anything from two
days to sessions interspersed over the course of several months.
Eight of the identified studies focused on a single event ranging
from four hours to one day in length, with the remaining 21 studies
ranging from 2-day experiences, to 3-month placements. In some
cases, data were recorded for up to two years from the start of the
study. In some cases, the shorter educational interventions
reported were part of a larger ongoing programme of IPE, such as

the half-day shadowing exercise in Wright et al., 2012. While the
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data from this particular study pertain specifically to the short
shadowing experience, it is important to be aware of the context of
the data as part of a whole, rather than a conclusive stand-alone
intervention (Wright et al., 2012). An example of a study that
featured a true stand-alone short intervention is the symposium
reported by Zucchero et al. 2010 and Zucchero et al. 2011. These
data were collected using the ATHCTS before and after a 5-hour
symposium on dementia for health care, social care, and education
students. That the data were collected twice over consecutive years
with two different cohorts of students does not allow for
longitudinal effects to be determined, but it does allow for
programme evaluation by comparing the results of the two years
and noting any changes that were made in the programme

between these two examples.

Several of the studies reported IPE interventions that lasted for
longer than a single day, but they should still be considered as one-
off interventions as they were still relatively brief, no more than
2.5days. Ateah et al. (2010) and Cooke et al. (2003) both described
educational programmes that were concluded over 2.5-days and
two half-days respectively. Leaviss (2000) and Parsell et al. (1998)
reported on pilot IPE courses, accounting for their brief durations.
The educational programme described by Saini et al. (2011), while
slightly longer at three days, was still an example of an educational
intervention that was a one-off occurrence rather than a sustained
course. During the three days, participants took part in an
educational programme on asthma delivered to schoolchildren.
This was conducted as an extended skills exercise. In the case of
Ateah et al. (2010), one group participated in the 2.5 -day
educational programme only, and another in an additional
immersive interprofessional placement experience. In this case

approximately one-third of the students did complete a longer
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course of IPE. This division of students into thirds, each
experiencing a different intervention, or as a control group, allowed
for comparisons of IPE experiences, as well as providing a baseline

measure of no intervention.

Most of the repeated studies consisted of sessions that took place
over the course of several weeks. These repeated sessions were
either part of a seminar-series, as described by Cooper et al. (2009),
Goelen et al. (2006), and Hope et al. (2005), a placement
experience as reported by Charles et al. (2011)and Reeves (2000), a
practice experience such as Lidskog et al. (2008) and Jacobsen and
Lindqvist (2009), or a series of group work sessions such as those
conducted by Lin et al. (2013), Lindqvist et al. (2005b), Mellor et al.
(2013), and Priest et al. (2008). Similarly to Ateah et al. (2010),
Morison and Jenkins (2007) had groups of students participate in
their educational programme to differing extents. Some took part
in a 2-week programme, whereas others additionally participated in

a 6-week clinical placement.

Lennon-Dearing et al. (2008) also used a mixed approach to their
educational programme, with both didactic and practice-based
education, but all students participated in all elements of the
programme. Similarly, Taylor et al. (2004) mixed didactic and
practical elements in their educational programme with students
required to design and implement a community-based health
programme. Finally, two studies focused on integrating IPE as an
ongoing feature in the overall education of healthcare students.
Tunstall-Pedoe et al. (2003) reported on a common foundation
programme for first-year healthcare students that capitalised on
the similarities in the curricula of healthcare courses to allow for
cross-professional sessions to be run where possible. Different
professional courses took part in these sessions to varying extents.

Ritchie et al. (2013) also took the approach of focusing on
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commonalities between courses, with a redesigned curriculum to
allow for interprofessional participation of oral health and dental

student in five out of eight first year modules.

The durational differences of IPE interventions are important to
consider when exploring the most effective way of delivering IPE.
Shorter educational initiatives will be less logistically challenging to
organise and most likely less expensive to run. It is possible though
that a very short course of IPE may be viewed as tokenistic or may
be seen as an unimportant aspect of study by students, given its
brevity and lack of emphasis. Several students in the study by
Reeves (2000) expressed the opinion that IPE was a lower status
activity than their other course content. This is a point that may
warrant further investigation, as if students do not value IPE then it
will be difficult to ensure its effectiveness. It may be, however, that
there is also a risk that students may resent a longer course of IPE,
as it may be seen to be further detracting from their uni-
professional studies. The most effective way to assess which of
these approaches is preferable is to conduct long-term follow-ups
of students who have participated in the programmes to determine
the impact that the programme had upon them as they progress

through their studies and into practice.

3.4.5 Use of control groups

Nine of the included studies in this review made use of a control
group. This was done in two different ways. Most of the studies
simply ran an IPE programme for some students and not others but
collected data from both groups, whereas others ran the
educational programme for both groups but one group was taught
interprofessionally and the other in uni-professional groups.

Morison and Jenkins (2007) included three groups of students in
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their study, one control group who did not participate in any IPE,
one group who participated in shared learning in lectures only, and
a third group who participated in lecture-based learning and in an
interprofessional placement. Ateah et al. (2010) took a similar
approach, including a control group who did not take part in IPE,
one who participated in a classroom-based intervention, and a final
group who took part in the classroom-based intervention and an
immersive interprofessional placement. This format allowed for the

comparison of interventions as well as an intervention and control

group.

Lindqvist et al. (2005b) collected quantitative data from a control
group at the same times as before and after data were collected
from students who had participated in IPE. Kenaszchuk et al. (2012)
and Wamsley et al. (2012) used this same format of data collection.
Reeves (2000) conducted before and after focus groups with
students who had participated in IPE plus focus groups with a

random selection of students who had not participated.

The other four studies used slightly different formats. Goelen et al.
(2006) used data from two different years of a programme to
compare the attitudes of one participant-group who were taught in
uni-professional groups with data from the following year where
the same educational programme was delivered to students in
interprofessional groups. Lin et al. (2013) followed a similar
approach in that their educational programme was delivered to
students in three groups, one nursing group, one medical student
group, and one mixed group of students. These groups were not
explicitly stated as control groups, but could be considered as such
as the interprofessional element of the experience is the variable

under control.
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The study by Ritchie et al. (2013) is more difficult to consider as a
straightforward control and intervention study. Half of the students
involved participated in a curriculum that had been redesigned to
allow for interprofessional learning between dental and oral health
students, while the other half studied the previous uni-professional
curriculum. That the students did not complete the same
curriculum makes it difficult to determine how much of the effect
observed was due to interprofessional interaction and how much

was due to the new curriculum.

A control group may not be appropriate for every research design,
but when considering how to measure the effect of a programme
of IPE it is a strategy worth considering. If other variables are
controlled for as far as possible, such as time and other educational
experience, it is possible to determine if a change in
interprofessional attitude is due to participation in a programme of
IPE. This is one method of increasing the academic credibility of IPE.
Another way of increasing the credibility of IPE is by carrying out
randomised controlled trials. Very few examples of good quality
randomised-controlled trials concerning IPE interventions have
been recorded (Reeves et al., 2013, 2010b; Zwarenstein et al.,
1996). This may be due to the logistical difficulty of conducting such
trials. Other research methods, such as large-scale cohort studies,
may be a more realistic and ethical way of conducting further
research. High quality research into IPE will increase its academic
credibility, providing more evidence of its positively influencing

patient care.

3.4.6 Academic recognition of IPE

Information about the academic assessment of student

participation in IPE was not given by all the studies. Six studies
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reported that the IPE module or course contributed towards a
students’ overall grade or credit for their academic studies, with
others stating that the module was simply assessed as a pass or fail.
Three studies did not carry out any formal assessment, but
students received some form of recognition from their institution
for participating. The remainder of the studies did not explicitly
state whether any assessment was carried out. Three of the articles
stated that the assessment of the module was different for
different professional groups. Both Parsell et al. (1998) and
Kenaszchuk et al. (2012) reported that the students received a
certificate of attendance for the course but not a grade. In the case
of Kenaszchuk et al. (2012), this recognition was given only to
students who participated voluntarily, not to those who were
required to attend. Cooper et al. (2009) reported that only medical
students received recognition from their Dean for participating in
the IPE course. IPE contributed towards the overall course load of
clinical psychology students but not others in Priest et al. (2008).
The authors acknowledged that this did create some disparity
between the participating students. Reeves (2000) also noted that
the assessment of the IPE module was summative for medical and
dental students but not for nursing students. The consequences of
this apparent disparity are discussed in more detail at the end of

this section.

In the following studies, students were assessed on their skills
learnt from the educational experience. In Lennon-Dearing et al.
(2008), students were examined on their knowledge of assessment
and treatment of diabetes mellitus at the end of their participation
in an interprofessional training course, and participation in the
course gained each student three course credits. Goelen et al.
(2006), determined the pass grades of the students by monitoring

their attendance and requiring them to complete an essay. Saini et
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al. (2011), informed students that their work during the module
would be compared with a set of learning outcomes to assess if
they had reached the standard required to pass. Similarly to Goelen
et al. (2006), Wright et al. (2012) required students to complete an
essay as part of the course. In these cases, a 500-word reflective
essay was also used as a source of data to assess students’
interprofessional attitudes as well as a requirement of passing the
course. Taylor et al. (2004) stated that their compulsory attendance

course was credited but not graded.

There are several points to consider around the assessment of IPE.
Formally assessing learning and participation in IPE lends validity to
the module, establishing it as an important part of a student’s
overall education. The risk associated with this is that most
healthcare students already have a heavy assessment burden, and
adding to it further may detract from student engagement with the
purpose of the course. Such assessment may cause them to see it
as just another hurdle to overcome on their journey to
gualification. The issue of equality is very important and one of the
most important principles of IPE is for all students to feel equally
valued in the learning environment (Bridges and Tomkowiak, 2010;
Hean and Dickinson, 2005; Pettigrew, 1998; Taylor and Hamdy,
2013). By assessing some students and not others participating in
the same IPE intervention, or including IPE in the overall grade of
some students and not others, inequality is inherently created. It
could be interpreted as IPE being viewed as more important by
some schools of study or faculties than others. This undermines the
process of encouraging interprofessional collaboration by providing
reward for some students and not for others. It may also create the
view that if one school of study does not appear to value IPE as

much as another, then their students do not have to either. This
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may set a negative precedent for future practice and

interprofessional working.
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3.5 Summary of study findings related to changes in

interprofessional attitudes

Studies included in the review provided a wide variety of findings

concerning the effect of IPE on interprofessional attitudes.
3.5.1 Positive changes in interprofessional attitudes

The vast majority of the studies reported a positive change in
students’ interprofessional attitudes after completion of a
programme of IPE. Examples of positive changes in attitudes
towards professions would be viewing a profession as being better
at team working or as less arrogant after participating in IPE. Many
of the studies carried out sub-group analysis to determine if there
were changes in interprofessional attitudes across different
professional groups. The depth in which these studies investigated
interprofessional attitudes varied greatly, with some studies
conducting a very detailed survey of how these attitudes changed
with IPE and respective profession. Others reported a small amount
of data, with attitudinal change not being the main focus of the
study, but instead an incidental finding. Several studies reported
negative or neutral findings, alongside positive findings. A negative
view would include aspects such as an increase in perception that a
profession is not inclined to respect the views of others, or a
decrease in how competent a profession is considered to be. These

findings are discussed in more depth separately.

Ateah et al. (2010) provided a detailed breakdown of which
professions scored more highly on nine identified qualities. The
overall results for six of these qualities in the intervention group
were statistically significant, with all professions rated more highly
on professional competence, leadership, independence,
teamplayer, practical skills, and confidence. These results remained

significantly above baseline measurements at four months post-
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intervention. The results for the qualities of academic ability,
interpersonal skills, and decision-making were not statistically
significant for all professions, but some professions were viewed
significantly more favourably after intervention than before. The
results of this study follow a pattern that is seen repeated in many
of the other studies. Medics, pharmacists, and dentists in this study
were rated highest by participants for traits such as confidence,
leadership, professional competence, and academic ability. While
there was some significant improvement in the view of other
professions with regard to these traits, one of these three
professions was always rated highest, with the others close behind.
Conversely, these professions were rated lower on the traits of
teamplayer, and interpersonal skills, with professions such as
nursing and dental hygiene rated higher. Nursing, dental hygiene,
and occupational therapy also saw statistically significant
improvements in the perceptions of their decision-making skills and
professional competence after the intervention. The results for the
perception of physical therapists presented more of a mixed
picture, not falling at either extreme of the results pattern. While
improvements were seen in scores after the intervention, the same
overall pattern of the more traditional professions (medicine,
dentistry, and pharmacy) being viewed as more confident and as
leaders, with the newer professions seen as better at teamwork

and interpersonal skills remained largely the same.

Several other studies showed similar trends. Zucchero et al. (2010)
and Zucchero et al. (2011) both detected a statistically significant
change in the ATHCTS for physician centrality, with a decrease in
score, indicating that students were less likely to view the doctor as
the default or dominant focal point of the healthcare team after
intervention. A similar pattern to the one identified in Ateah et al.

(2010) was also seen in Lindqvist et al. (2005b) and Jacobsen and
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Lindgvist (2009), both using the AHPQ to evaluate changes in
interprofessional attitudes. In Lindqvist et al. (2005b), all
professions were seen as more caring after participating in the pilot
IPE programme, but the same pattern was seen, with medics
scoring lowest on the caring scale, and nurses scoring the highest in
the subservient scale. The trends in the data were however still
positive, with the view of a typical doctor the most improved on the
caring scale. The direction and magnitude of change is suggestive of
the positive effects of the programme. This is further supported by
the changes observed in the control group not being as great.
Wamsley et al. (2012) also noted that positive changes in the
ATHCTS were greater in the intervention group than the control
group. Jacobsen and Lindqvist (2009) observed similar findings with
regard to this aforementioned pattern, i.e. medics were viewed as
the least caring before and after and nurses were viewed as the
most subservient before and after. All professions were viewed as
more caring after participating in the training ward experience,
with medics also seen as more subservient, the opposite being true
for other professions. This also supports the conclusion that IPE can
improve interprofessional attitudes. Taylor et al. (2004) reported
statistically significant positive changes in eleven out of nineteen
statements on the RIPS questionnaire. Nine of twenty items on
ATHCTS also had statistically significant positive differences, but no
further information was given. Saini et al. (2011) also used the
ATHCTS, and observed a statistically significant improvement in the
mean score for the scale, but no significant differences were

observed between the responses of different professions.

In the interviews conducted in Saini et al. (2011), students
commented that their perceptions of other professions had
improved, and that the course addressed preconceptions held

about professions. Priest et al. (2008) reported positive changes at
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each administration of their questionnaire, which included
elements of the RIPLS. The qualitative questionnaire data revealed
that mutual respect between professions increased. Mellor et al.
(2013) reported that, as a result of the 4-week interprofessional
programme, students had a greater appreciation for each

profession and how they can improve the lives of patients.

Hope et al. (2005) noted that medical students’ views of the
importance of nurses, physicians assistants, and midwives
improved by a statistically significant 15% percent after taking part
in the team-building initiative. In addition to more favourable
attitudes being observed overall, Carpenter (1995a) saw that
nursing students gave higher ratings than medical students for both
in-group (views of their own profession) and out-group (views of a
different profession) characteristics. Goelen et al. (2006) found
statistically significant improvements in the attitudes of male
students in the understanding of the value of other professions.
Numbers of male students were consistently lower than those of
female students across all the studies included in this review, which
is reflective of healthcare as a whole. The likelihood of bias is higher
in a smaller sample, which is one possible explanation for this

observation.

Wellmon et al. (2012), while not specifying a participant-group, also
noted that there was a statistically significant increase in the
understanding of the values of other professions, implying an
increase in respect for different professions. The study by Lennon-
Dearing et al. (2008) was written with an emphasis on social work
students, and reported that the improvement in interprofessional

attitudes of social work students was statistically significant.

Other studies specifically mentioned overcoming stereotyping and

bias towards other professions. Cooke et al. (2003) gave
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challenging misconceptions as one of the main themes of their
gualitative data, stating that students felt able to challenge
misconceptions about professions after participating in a joint
exercise, and they were able to collaborate more flexibly together.
Parsell et al. (1998) also stated that students felt that the course of
IPE aided in breaking down stereotypical images and increasing
respect for other professions, with 75% of students agreeing that
the course had changed their attitudes towards other professions
in a favourable manner. Charles et al. (2011) also recorded that
students felt that the course helped to overcome personal and

professional biases towards professions different from their own.

The shadowing exercise required of students in Wright et al. (2012),
was unique among the included studies in that the students
completed a one-on-one shadowing exercise with a qualified
healthcare professional, and they were not working with other
students. Students stated that they gained insights into another
profession’s working life and expressed positive attitudes towards
the examples of interprofessional practice that they observed. This
was an example of learning from role models. The impact of

negative examples of role modelling is discussed below.

3.5.2 Negative changes in interprofessional attitudes

Far fewer studies reported a negative change in students’
interprofessional attitudes following IPE. While this can be
interpreted as suggesting that IPE is less likely to have negative
outcomes in this respect than positive ones, it is important to bear
in mind that studies with negative outcomes are less likely to be

reported, resulting in publication bias (Hopewell et al., 2009).
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By far the most extensive reporting of negative outcomes occurred
in Tunstall-Pedoe et al. (2003). By the end of the programme of
study, there was a significant change in nursing and allied health
students’ attitudes towards doctors, with views becoming more
negative. The views of medical students from nursing and allied
health students were statistically significantly different than those
held by medical students, which were more positive. More negative
adjectives were used to describe medical students (less caring, less
dedicated, not teamplayers, worse communicators, and more
arrogant). Of interest, the increase in these negative views after IPE
was statistically significant. The views of other professions were
also more negative, with nurses seen as less dedicated and
hardworking after the educational experience. Indeed positive
perceptions of all professions involved in the programme were
reduced. The intervention in this study, a common foundation
programme for all healthcare students for the first ten weeks of
their training, is one of the most extensive IPE interventions
reported in this review. This format is unique in the studies
included in this review, and raises the question of the best time to
introduce IPE and the format that it should take. This is something
that is explored in greater depth in Chapter Six, Qualitative

Findings.

The information gleaned from the other studies is far less dramatic.
Leaviss (2000) reported that one respondent in her study stated
that the course reinforced stereotypes rather than dispelling them,
but this was a singular finding in the study. The information
presented by Lidskog et al. (2008) that four of the six occupational
therapy students included in their data collection believed nurses
to be over-protective in their care of patients suggests that the
educational experience may have highlighted possible clashes in

priorities between professions. Lindqvist et al. (2005b) recorded a
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small decrease in the perception of medics’ subservience, with a
change of — 0.36 on the subservient subscale. A decrease in this
area indicates that medical students are seen as increasingly
dominant by others, reinforcing the traditional view of doctors as

leaders, rather than team-members.

3.5.3 No significant changes in interprofessional attitudes

Several of the studies reported inconclusive findings with respect to
change in interprofessional attitudes. Hope et al. (2005) found that
respondents assigned very similar scores to all the professions
represented in their survey with very few of the results being
statistically significant. The researchers speculated that the cause of
this may have been the complexity of the questionnaire
administered to the students, potentially causing confusion.
Wamsley et al. (2012) recorded no significant change in perception
of physician centrality, the perception of the dominance of the
doctor, on the ATHCTS, the subscale most clearly associated with
interprofessional attitudes. Ritchie et al. (2013) showed no
significant differences in RIPLS scores between the intervention and
traditional education groups on the subscales of teamwork and
collaboration, or professional identity. This lack of differentiation
between the intervention and control groups suggests that the
educational intervention did not affect students’ interprofessional
attitudes, or that the questionnaire was unable to detect a
difference. Reeves (2000) gives a very similar finding, that there
was no indication that students’ initial stereotypical notions of
professions had changed. Kenaszchuk et al. (2012) used extensive
guestionnaire data, but a positive change in the perceptions of
physician leadership of the healthcare team was not statistically

significant.
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Other studies reported some null effects in addition to the
previously discussed positive outcomes of their research as a result
of sub-group analysis, with some professions or groups. Goelen et
al. (2006) determined that the overall results of the IEPS for the
male participants in their study were statistically significant, as
were the results for male students concerning the subscale on
understanding the value of others. All other results for this study,
including analyses of other sub-groups, were not statistically
significant. Wellmon et al. (2012) also had mixed results, with
increases in scores on all elements of the IEPS, RIPLS, and ATHCTS,
but only a few of these results were statistically significant on the
IEPS and RIPLs scales. Saini et al. (2011) also used the RIPLS as the
guantitative data collection tool in their study, but did not gain any
statistically significant results in mean scores. It is possible that the
high scores given initially created a ceiling effect, preventing
significant increases in scores. The overall results for the ATHCTS in
this study were statistically significant, indicating a positive change
in attitude towards working in interprofessional teams, but there
were no differences between professional groups. Lidskog et al.
(2008) reported changes in student perceptions of nurses and
social workers but not occupational therapists, after they
completed a course of IPE. They did however report some
interesting findings regarding auto and hetero-stereotypes, which
will be further examined later. The closer the alignment between
the auto and hetero stereotypes of a profession, the more positive
the view of the profession. This is because a view held about one’s
own professional group is generally more positive than the view

held by others who are not members of that profession.
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3.6 Summary of study findings related to changes in attitudes

towards IPE and interprofessional practice

As well as interprofessional attitudes, many of the studies gave
insight about attitudes towards IPE itself and interprofessional
practice. Often this appeared to be linked with how much students

had enjoyed the experience of IPE.

3.6.1 Positive attitudes towards IPE and practice

Goelen et al. (2006) took the unusual step of researching service
users who had participated in the educational experience to add
practical experience for the students. The service users were very
positive about making a contribution towards IPE, and while this
group could not necessarily be classified as typical, as they all self-
selected for the study, it indicates that interprofessional working is
something that service users see as positive. Parsell et al. (1998)
reported that 100% of students surveyed were of the opinion that
"multiprofessional’ learning should be included in their curriculum,
and that 96% of the respondents felt that the experiences that they
had had would influence their future relationships with other
professionals. A number of students in Lindqvist et al. (2005b)
supported the view that IPE should be made compulsory in their
course and that they would like to be part of any future
interprofessional learning opportunities. When asked about the
course described by Cooke et al. (2003), students identified the
interprofessional aspects of the programme as the most enjoyable
element, with medical students who had previously participated in
a similar uni-professional module feeling that it added realism. The
opportunity to receive feedback from a tutor of a different
profession was also praised as a helpful aspect of the course. The

concept of realism may have been a factor in the findings of
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Morison and Jenkins (2007). Out of their three groups of students,
those who participated in both the classroom-based learning and
practice-setting elements of the programme showed the most
understanding of the benefits of shared learning, and they were
most positive about IPE. In this instance, shared learning appears to
have been used as a synonym for interprofessional learning. Lin et
al. (2013) demonstrated that an element of conflict between
professional groups in IPE may not always be a bad thing. While
students reported some conflicts around profession-specific values
and ethical obligations, they also stated that they enjoyed the
discussion and problem-solving process with other professions.
While too much discord may make effective IPE difficult,
challenging one another in a constructive fashion may encourage
students to learn more about each other and evaluate critically
their own opinions and beliefs, enriching the educational
experience. Lin et al. (2013) also noted though that medical
students were less positively inclined than students of other
professions towards learning about interprofessional
communication and collaboration, a finding that was statistically
significant. This may have accounted for some of the friction
experienced within the programme if differences were not

explored in a constructive fashion.

3.6.2. Negative attitudes towards IPE and practice

Not all of the findings of the studies were universally positive about
IPE and practice. Some of the more negative comments focused
around the perceived importance of IPE compared with profession-
specific teaching. This is shown in Reeves (2000), where students
reported that they felt that IPE was of a lower status than their uni-

professional studies. Social work students, specifically in Wellmon
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et al. (2012), were less positive about learning from their peers
than students of other professions. While the reasons for this are
not clear, it is possible that, as the other professions involved in this
study were both healthcare professions as opposed to social care
professions, the students may have been hesitant about learning

with students from a slightly different professional culture.

The extent of or format of the educational experience may also be
a factor in student opinions about IPE. As previously mentioned,
the students in Morison and Jenkins (2007), who participated in
both the classroom-based and practical elements of the
programme were positive about their experience and the concept
of interprofessional collaboration. Conversely, the control group
and the group who participated only in the classroom-based
learning stated that they thought that shared learning was
unnecessary. As shown above, some studies have shown that
shorter programmes in an academic setting can have positive
results. It is unlikely that the participants were blinded in this trial,
so it is possible to speculate that students may have viewed the
practical experience as the ultimate goal of the programme and the
remainder as introductory or providing a basis for further work.
Those who did not participate in the full programme may have
consequently seen their participation as less important. Cooper et
al. (2009) found that students recognised the importance of IPE,
but they felt that current methods of conducting it made the topic
feel forced. By making the interprofessional element of the course
an implicit learning objective, focusing instead on meaningful
learning about a topic relevant to all students, participants felt that

courses would better achieve their aims.

The only study to provide almost entirely negative data in this area,
as before, is Tuntall-Pedoe et al. (2003). Student attitudes towards

IPE were more negative at the end of the term of the common
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foundation programme. Data showed that the programme did not
enhance learning or increase respect, knowledge, or
understanding. More than a quarter of the allied health and nursing
students group felt that the programme forced them to learn
irrelevant skills, which may be another manifestation of the view
that IPE is less important than uni-professional education. That
both this study and Lin et al. (2013) reported longer
interprofessional interventions may be a point worthy of further

investigation with respect to the optimal length of IPE.
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3.7 Themes identified from the studies that may impact on

interprofessional attitudes

In addition to the findings around interprofessional attitudes,
education, and practice, several other key themes were identified
from the studies. These themes can be viewed as influencing
factors on interprofessional attitudes and important considerations
in IPE and practice. As such, they are of particular interest to the

present study.

3.7.1 Stereotyping

Stereotyping has already been mentioned in the previous section
on positive changes in interprofessional attitudes. This theme is
explored in further depth here, with both positive and negative
examples of the possible interplay between stereotypes and IPE

and attitudes given.

Many of the studies acknowledge that healthcare students enter
their respective programmes of study with pre-conceived ideas and
stereotypical notions about different professions and that this has
an impact on them in IPE. Cooke et al. (2003) stated that students
held stereotypical views about their own and other professions and
that this was reflected in their behaviour initially when carrying out
mock consultations with patients, with the nurse automatically
assuming a supportive rather than equal role with the medic.
Cooper et al. (2009) also noted that these pre-conceived ideas
existed about students’ own professions as well as others, but that
these were challenged by the educational course. In particular,
nursing, physiotherapy, and occupational therapy students thought
of their role as less important than the role of a doctor. After

participating in the study, they viewed their roles as important in
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their own right, rather than being more of a supplementary or

supporting role to that of a doctor.

While Tunstall-Pedoe et al. (2003) acknowledged that students held
both positive and negative stereotypes about healthcare
professions; Leaviss (2000) found that the views held by students
entering their course of education were mostly negative. They
found that most professions already held negative views of medical
students and that physiotherapists and occupational therapists
held negative views about each other. They postulated that earlier
IPE would challenge this formation of negative stereotypes,
preventing them from becoming ingrained. Reeves (2000) said that
stereotypical perceptions of professions appeared to be well
formed when students entered their professional courses, which
may make determining the most opportune timing for IPE difficult.
Reeves also felt that not much was done in students’ community
placement to tackle the issue of stereotyping. By contrast Goelen et
al. (2006) reported evidence that supported the view that the IPE
experience had allowed for stereotypes to be challenged, similarly
to Cooper et al. (2009). This highlights the importance of ensuring
that educational interventions are equipped to deal with pre-

existing negative views and are capable of challenging them.

Lindqvist et al. (2005b) also showed that that students entered the
course of IPE with pre-existing views of professions, with the
medics viewed as least caring and subservient, and nurses viewed
at the opposite end of the spectrum. As was previously discussed,
the same pattern was seen in the work of Ateah et al. (2010).
Jacobsen and Lindqvist (2009) stated that this was due to the
cultural heritage of different healthcare professions, with some
seen as more prestigious than others. This is an area that was not
explored in any depth in relation to interprofessional attitudes in

the studies included in this review. Saini et al. (2011) presented
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data that followed the same patterns, with medics initially
described as: intelligent, aloof, decision-makers, community
leaders, paternalistic, knowledgeable, educated, and arrogant.
Pharmacists were described as: knowledgeable, meticulous,
professional, helpful, approachable, nerdy, boring and too serious,
while nurses were described as; kind, caring, sympathetic,
compassionate, having good communication skills, practical, hard-
working, professional, dedicated, reliable, busy, and rushed. While
these descriptors mirror the assumptions made about these
professions in other studies, they also provide support for the
notion that not all stereotypes are negative, particularly in the

descriptors used for nurses.

One student in the study reported by Carpenter (1995a) thought
that a way of overcoming stereotypes was to see each other as
individuals. Viewing people as individuals, rather than as a label
allows for a more personal connection leading to greater
understanding of that individual, which may then allow for
alteration of views held about that person’s profession. Hope et al.
(2005) felt that IPE allowed students to understand the
perspectives of others better, and this helped to highlight how
inaccurate stereotypes can be. A medical student in Parsell et al.
(1998) commented that understanding the stereotypes other
professions have about one’s own profession makes it easier to
understand why people may act as they do, allowing one to
accommodate it rather than react negatively. Wright et al. (2012)
reported that some students had their negative perceptions of
professions unchallenged and even reinforced by what they
observed during their shadowing exercise. This highlights the
impact that qualified healthcare professionals can have as role
models to students, and the importance of enduring that they set

positive examples to emulate.

117



Lidskog et al. (2008) discussed auto and hetero-stereotypes and the
discrepancy that sometimes exists between them. In their study the
auto and hetero-stereotypes of nurses and occupational therapists
were different. Student nurses saw themselves as focused on the
patients’ wellbeing, whereas others saw them as handling medical
tasks and as occasionally infringing patient autonomy. Occupational
therapists and nurses agreed that nurses were responsible
coordinators. The occupational therapists did not view themselves
as handling practical tasks or assisting other professionals, whereas
nurses and social work students did view them as doing so.
Occupational therapists viewed themselves as acting on the
patients’ wishes, whereas others saw them as focusing on the
improvement of function over patient’s wishes. All groups agreed
that occupational therapists focused on patients’ ability to manage
in daily living. The view of social workers by nurses and
occupational therapists changed and became more focused on
their being bound by laws and guidelines. These disparities in how
professions view themselves as compared with how other

professions view them may be a source of tension during IPE.

3.7.2 Hierarchy

Elements of hierarchy are closely aligned with the historical
development of the professions (Witz, 1990). In Ateah et al. (2010)
the more traditional professions of medicine and pharmacy have
lower scores for the “softer” skills of teamwork and interpersonal
skills, whereas the newer professions such as nursing have lower
scores on more dominant qualities such as leadership and
confidence. This is reflective of the view that certain professions,
the more established older professions are seen as leaders and the

newer professions as team-members rather than leaders (Witz,
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1990). Jacobsen and Lindqvist (2009) also state that the views on
professions may be linked to the doctor being often seen as the
default team-leader. They also hypothesised that the way in which
students’ post intervention views agree more on the extent to
which professions are caring may be linked to equal status of
students on the training ward. As previously mentioned, ensuring
equality of status is an important factor in successful IPE to ensure
that all members of groups feel valued. Carpenter (1995)
emphasised that all participating students implicitly had equal

status in programme because they were all first-years.

There were examples of both positive and negative outcomes
regarding hierarchy. Cooper at al. (2009) provided a positive

example of empowerment from a nursing student who said:

“I thought that nurses were kind of the bottom of the barrel
when it comes to the chain but | found out now there isn’t

really a chain and my opinion on things can matter”

Nevertheless, Reeves (2000) found that students’ perceptions of a
traditional hierarchy of professions remained unchanged by the
module. These two opposing examples show that IPE is very
variable in success of engagement with such issues. Engagement
with hierarchy in IPE is important, as demonstrated by Cooke et al.
(2003), where students identified hierarchy as a potential problem
in their pre-course assessments for IPE. Wright et al. (2012)
highlighted that qualified healthcare professionals can have an
important role to play in this, as some students commented that
during the shadowing they had expected to see traditional
hierarchical relationships, but this was not always the case. Such

role modelling is in itself a valuable educational method.

119



3.7.3 Professional roles

Understanding professional roles appeared to be of importance to
students, both as a way of engaging with IPE and as a learning
outcome of participating. Cooke et al. (2003) recorded that
students were keen to understand more about professional roles,
but they had some difficulty in letting go of their own pre-
conceived professional identity. Eventually though, students were
able to see roles as more flexible than they did at the outset of the
programme. In Lidskog et al. (2008) several students felt that
working on the interprofessional training ward helped develop their
own role identity, while Mellor et al. (2013) stated that, in addition
to developing pride and ownership of their own profession, IPE led
to a greater understanding of other professions. This is also
expressed in the findings from Charles et al. (2011), in which
students stated that they gained a deeper appreciation of the roles
and responsibilities of other professions by sharing experience with
them, rather than basing their ideas on preconceptions. All
students in Parsell et al. (1998) felt that their course of IPE had
increased their knowledge about the roles and duties of other
professions, a finding echoed by Priest et al. (2008), who reported
that students developed greater clarity about professional roles. A
student in Carpenter (1995a) noted that nursing students gained
more knowledge about the roles and duties of medics than the
medical students did of nurses. One nursing student stated in the
session evaluation that uncertainty about the role of other
professions can lead to antagonism, highlighting the impact that
understanding professional roles can have on interprofessional
relationships and attitudes. Hope et al. (2005) reported that
healthcare students entered the interprofessional course with a
good understanding of the role of a doctor, but far less

understanding of the roles of diagnostic imaging, midwifery, and
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occupational therapy. Students’ understanding of occupational
therapy and midwifery improved the most, with physician
assistants and medical students showing the greatest increase in
understanding of other professions. Comparing the results of
studies such as Carpenter (1995a) and Hope et al. (2005) shows
that they both support the view that IPE can enhance
understanding of professional roles but that it is not always the
same professions that make the greatest change in their level of
understanding. Participants in Leaviss (2000) felt that IPE helped
slightly with role understanding, but generating greater
understanding of roles should be a secondary priority to dispelling
negative interprofessional attitudes. As Carpenter (1995a) pointed
out, however, lack of understanding of roles and responsibilities
can further antagonise interprofessional relations, so it is difficult to
separate fully the two issues in IPE. In contrast to Leaviss (2000),
respondents in Morison and Jenkins (2007) felt that IPE should
teach them explicitly about the roles of different professions. Lin et
al. (2013) suggested that during pre-registration may be an optimal
time to tackle such issues, as the interactions between students
may not be as intense as those between professionals given that

they lack such a strong professional identity.

Ritchie et al. (2013) was one of the few studies to conduct a longer-
term follow-up. In this study, dental and oral health students had
either participated in a redesigned interprofessional curriculum or
the traditional teaching format of the courses during their first year
of study. At the end of the first year, both the traditional and
intervention groups had improved in their understanding of roles
and responsibilities, with the intervention group seeing the greater
increase. At the start of the students’ second year of study though,
those dental and oral health students who had participated in the

new integrated curriculum were shown to have a far better
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understanding of shared care in both the dental and oral health
students. This finding is interesting because it may indicate a
sustained effect for IPE, with those who had participated in IPE
retaining their understanding better than those who have not
engaged in future training or practice. The shadowing exercise
described in Wright et al. (2012) allowed students to compare their
own professional role with the role of the profession they were
observing, noting similarities, differences, and areas of overlap and
demarcation. This format allowed for real-life comparisons to be
made and for examples shown by healthcare professions to
influence the opinions and practices of students. The concept of
role models is discussed in greater depth in the section covering

further possible areas of study.

3.7.4 Timing of IPE

This final theme gives a small insight into the conflicting points of
view on when is the optimal time to introduce IPE. One school of
thought is that IPE should be introduced early on in a student’s
education. Student participants in Saini et al. (2011) gave the
reason for this as their assessment load was lighter in early years,
allowing them to participate in IPE with minimal distraction from
the demands of their uni-professional studies. Wamsley et al.
(2012) specifically noted that medical students may benefit from
earlier IPE or additional interprofessional exposure as they
consistently rated criteria such as team efficacy and team value
lower than the other professional groups did. The case for early IPE
was supported by Cooper et al. (2009), who proposed that waiting
until later allowed negative opinions and stereotypes to form. This

view agreed with the evidence of Leaviss (2000), who felt that a
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short interprofessional intervention in the final-year of study would

not dispel already held negative views.

Conversely, two studies supported the notion of later IPE. While
the students in Saini et al. (2011) felt that earlier IPE would fit in
better with their studies, Kenaszchuk et al. (2012) found that
students in higher years were more positive about IPE and in their
own profession’s confidence and autonomy. Tunstall and Pedoe et
al. (2003) hypothesised that the negative outcomes seen in their
study may have been because students at the beginning of their
studies had not yet developed their professional identities,
resulting in negativity towards the programme. In summary, the
optimum time to introduce IPE appears to involve a very delicate
balance between preventing the embedding of negative
stereotypes and allowing the students to settle into their
professional role and be confident working with others. If students
are less confident in their own knowledge, role, and identity it is
reasonable to suggest that they may be defensive about any
perceived criticism or negative opinions expressed by others. Lin et
al. (2013) stated that interactions among students may be less
intense due to their lesser perception of professional culture than
qualified professionals, which suggests that while there may not be
a consensus on the best time to introduce IPE, during pre-
registration training may be preferable to post-registration

education.
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3.8 Identified areas for further study

The question for the present study is how to build upon the work
already done by the studies identified in this review and further our
understanding of the relationship between IPE, interprofessional
attitudes, and interprofessional practice and the factors that
influence these phenomena. By looking at the identified studies,

some areas of deficit are clear.

3.8.1 Longer-term follow-up

Most of the studies included in this review collected their data soon
after the IPE intervention had finished, and did not follow-up with
their participants as they moved on in their studies into practice.
Several studies acknowledged this gap in the research. Both Cooke
et al. (2003) and Cooper et al. (2009) explicitly identified the need
for studies that included long-term follow-up of participants in IPE
programmes. Charles et al. (2011) stated that, because of the lack
of long-term follow-up in their study, they could not see if changes
in attitudes had been sustained, a point that was also raised by
Zucchero et al. (2010). Both Saini et al. (2011) and Wamsley et al.
(2012) said that follow-ups were needed to see how learning

gained from IPE courses translated into practice.

Two studies did conduct an element of long-term follow-up with
their participants. The data presented by Morison and Jenkins
(2007) were from a one year follow-up of participants in a pilot
programme of IPE. Leaviss (2000) conducted telephone interviews
with graduates who had taken part in a pilot study of IPE, but the
time elapsed between participation and follow-up is not given, and

the report by the author is very brief.
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Longer-term follow-up of students who have participated in IPE will
give more information around the sustained effects of such
programmes. Looking at student cohorts at multiple points during
their education will give more data about how their attitudes
evolve during their studies. In order to gain information about how
this learning affects the professional practice of individuals, it
would be necessary to extend studies to include graduates who
have taken part in the programme of IPE. This concept also falls

under the next area of deficit.

3.8.2 Data from multiple groups

The collection of data from multiple groups within IPE can be
considered in several different ways. Firstly, for intervention and
control groups, consideration should be given to the range of
professions included within a study and the variety of participants
in a study at different stages of experience with IPE. This final group
was alluded to previously, with the example of current students at
different levels of training and graduates who have experienced the
training and entered professional practice. This concept was taken
further by Cooke et al. (2003), Reeves (2000), Lennon-Dearing et al.
(2008), Lin et al. (2013), and Wamsley et al. (2012) who all collected
some form of data from faculty and tutors who had been involved
in the educational process. These data were often part of the
programme evaluation, but they also focused on how the students
participated in the educational experiences and the staff
perceptions of how the students changed during the programme.
This provides an interesting perspective on the educational
programmes, looking at the experience from the opposite end to
the students. If these data were from senior healthcare

professionals who were aware of the educational programme, and
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experienced in working with the relevant students and graduates,
they might provide comparative data (of perceived benefits and
drawbacks of interprofessionalism) from those not involved in the

programme.

Cooke et al. (2003) raised the point of self-selection. People who
self-select for a study tend not to be entirely representative of the
population under study, as they are likely to have more extreme
views towards the subject in question (Lavrakas, 2008). While the
split between voluntary and compulsory IPE is relatively even, it is
not entirely clear in some studies if the intervention was required
or additional to students’ studies. Collecting data from students
who had not elected to participate in the IPE, but did so because it
was mandatory, may give a more accurate picture of

interprofessional attitude and attitude towards IPE and practice.

3.8.3 Meaningful integration of qualitative and quantitative data

Two studies advocated the use of both quantitative and qualitative
data collection methods in a study to enrich data and generate
stronger support for IPE: Cooper et al. (2009) and Jacobsen and
Lindqgvist (2009). Using quantitative and qualitative data in the
same study and integrating the data in a mixed methods analysis
process may allow for breadth and depth of enquiry and exploring
the relationships between attitudes, education, and practice in
much greater detail. By conducting focus groups and interviews
with students, as well as collecting quantitative data about the
changes in their interprofessional attitudes, it may be possible to
understand why their attitudes have changed as they have. It
should also illuminate how factors such as hierarchy, knowledge,
stereotyping, and role models influence students throughout their

educational journey. While many of the studies included in this
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review used both qualitative and quantitative data collection
methods, none stated that they were taking a mixed methods
approach. Many of the studies did not use these methods to
explore different facets of the same phenomenon, but instead they
were tools to explore multiple outcomes, such as attitudinal change
and programme evaluation. A subject as complex and intertwined
as the relationship between IPE, interprofessional attitudes, and
interprofessional practice, and their influencing factors is more
effectively studied using multiple methods of data collection and

integrating the findings from the different data sources.
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3.9 Summary
The main findings from this literature review highlighted that:

e The existing literature on IPE and attitudes is heterogeneous
in nature, which makes conducting an effective literature

review challenging

e The research identified in this review is far from unified in
opinions about the best way to conduct IPE or in evidence

about the impact of IPE.

e There are several interesting avenues of enquiry for future
study, including the use of longer-term follow-up, data
collection from multiple groups and meaningful integration
of quantitative and qualitative data, which may shed further
light on the interplay between attitudes, education, practice

and the intrinsic and extrinsic influences upon them.
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Chapter Four - Methodology and Research
Methods

4.1 Researcher’s personal stance

When approaching this study, it was important for the researcher
to reflect upon her own experiences, values, and beliefs to
understand better her motivations to carry out the study and
acknowledge how her own attitudes may impact the project. The

use of a reflective journal during the study aided this.

As a former participant in the IPL programme as a UEA student, the
researcher reflected upon her experiences of the programme and
the attitudes that she held towards both it and the concept of IPE
more generally. Her attitudes and recollections were generally
positive, which contributed towards her motivation to undertake

this study.

Recognising the non-neutrality of her own opinions towards IPE
and practice was imperative, and this increased the researcher’s
awareness of the importance of maintaining a personal distance
when collecting and analysis data. The aim of this was to minimise
the possibility of introducing a strong element of personal bias into

the data collection or analysis process.

Considering her own attitudes towards other professions aided the
researcher in identifying any possible areas of strong positive or
negative bias. By reflecting on her own experiences with different
health professionals in both personal and professional settings, the
researcher was able to recognise that, while she had differing levels
of knowledge about different professions, she did not hold strong,

inflexible, or stereotypical views about any particular professional
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group as a whole. This lack of strong opinion or judgement placed
the researcher in a stronger position to analyse the data without

seeking a specific outcome.

The researcher also reflected upon her professional identity as a
physiotherapist, and how this may affect her work in the study. The
main challenges that this presented were in interacting with focus
group and interview participants. The researcher felt that if the
participants were aware of her profession this may influence their
responses to become more positive, or negative, depending on
their personal views. It may also affect how she reacted to
participants if they expressed positive or negative attitudes about
physiotherapists. By not disclosing her professional identity to
participants during the qualitative data collection, the impact on
participants was reduced. In order to address her own reactions,
the researcher decided to make a conscious effort to react in the
same way when a participant disclosed a positive or negative
attitude towards any profession, including her own. She also
frequently reminded herself that the opinions expressed were not
about her personally, and should not be taken as such. The
outcome of these strategies is discussed further in Chapter 7,

Discussion.
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4.2 Research questions used in this study

The research questions were initially developed by the researcher
from the aims expressed at the outset of the study. After
conducting the literature review reported in Chapter Three, these
questions were refined to provide more exact focus for the present
study in light of areas of further research needed and existing
studies. The final version of the research questions and sub-

guestions used to focus and develop the study design was:

e What effect does the IPL programme at the UEA have on the
attitudes of healthcare students?

o Are there any differences between the before and
after scores of the AHPQ data from first-year
students?

o Do the findings differ between the intervention and
control group?

o What other factors influence students’

interprofessional attitudes?

e How do the opinions of healthcare students towards
interprofessionalism change over time?
o Are the interprofessional attitudes of first- and final-
year students different?
o In what way do students’ attitudes change once they
graduate?

o What factors contribute to these changes?

e What are the attitudes of students and professionals towards
interprofessional interaction?
o What are the opinions of students and qualified

professionals about IPE?
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o What are the perceived benefits of interprofessional
working?
o What are the perceived barriers to interprofessional

working?

When generating the above research questions the researcher
referred back to the aims of the study to ensure that they would be
met. The first question incorporates the aim of exploring the impact
of the IPL programme on healthcare students as they progress
through their studies. The second question addresses the second
aim of analysing the influences on the interprofessional attitudes of
healthcare students, and begins to address the aim of also
exploring the interprofessional attitudes and views of professionals,
by incorporating information from graduates. The final question
also includes an element of the second aim, by including qualified
professionals, not just graduates, in exploring their attitudes and
opinions about interprofessional interaction. The final question also
explores the final aim of the study, which is to explore the attitudes

of students and professionals towards IPE and practice.

In order to answer the above questions fully, the use of both
guantitative and qualitative methods is necessary. Together, the
combination of both types of inquiry provides a broader view of the
effects of participating in the IPL programme on students’
interprofessional attitudes and a more in depth explanation of such
attitudes. The following section explains how the researcher
collated data mixing qualitative and quantitative research

approaches.
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4.3 Philosophical and methodological choices

There is a well-established traditional divide in academia between
two predominant schools of thought: quantitative research, which
follows the philosophical stance of positivism, or post-positivism;
and qualitative research, which emerged later than quantitative
research and adheres to constructivist or interpretive epistemology

(Glaesser et al., 2012).

The Incompatibility Thesis (and its refutation) and the alternative
“third paradigm” (Johnson et al., 2007) of pragmatism apply to
combining into the same study various research methods
commonly associated with each school of thought. Mixed methods

studies are introduced and briefly explained.

4.3.1 The quantitative research tradition

The quantitative research tradition, underpinned originally by the
positivist and more recently by the post-positivist philosophy was,
up until the end of the twentieth century, the relatively
unguestioned, dominant school of thought in social and
behavioural research (Teddlie and Tashakkori, 2009). Simply put,
guantitative research is most often associated with primarily
numerical data, with a focus on proving or disproving research
hypotheses (Teddlie and Tashakkori, 2009). As such, quantitative
research in healthcare often focuses on the macro, looking for
trends/patterns or associations or to prove the effectiveness of one
healthcare intervention over another using methods such as
randomised controlled trials (Concato et al., 2000). Sample size is
an important factor in designing a successful quantitative study, as
without a sufficiently large and diverse study-population, the

results of a study will not be generalisable to the wider population
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(Colorado State University, 2015). With the focus on the whole
rather than the individual, negative cases or those that deviate
from the norm are often described as outliers (Campbell and

Machin, 1999).

While methods of data collection are not specifically tied to either
guantitative or qualitative research (an important point for mixed
methods research), methods that are often associated with
guantitative research tend to focus on the identification of causal
relationships using objective measurement (Doyle et al., 2009).
Closed questionnaires and objective measurements of effect are
two examples of such methods. Data analysis procedures are often
concerned with exploring the general rather than the specific and
so tend not to focus on individual cases, with the exception of

explaining outliers (Teddlie and Johnson, 2009).

Quantitative research is most strongly associated philosophically
with positivism historically and, since the twentieth century, with
post-positivism (Johnson and Gray, 2010). Both of these
philosophical positions maintain several values that guide and
shape the way that quantitative researchers view their research
and the world around them. Post-positivism is now the philosophy
with which most quantitative researchers identify themselves
(Teddlie and Johnson, 2009). Post-positivism was a response by
guantitative researchers to the criticisms of positivism by those
associated with the emergent qualitative research tradition. One of
the most widely known of these criticisms was of the claim by
positivists that their research was completely objective and value-
free (Given, 2008). Post-positivists have accepted several new
perspectives, leading to a more moderate form of positivism. These
modifications are: a) theory-ladenness of facts; b) fallibility of
knowledge; c) underdetermination of theory by fact; d) value-

ladenness of facts; and e) social construction of parts of reality
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(Johnson and Gray, 2010). Briefly, these modifications acknowledge
that the research carried out by those subscribing to the
guantitative tradition is not totally objective and value-free, but is
influenced to some extent by the values and perceptions of the

researcher and by the environments in which they operate.

Johnson (2009) in his comments on Howe (2009) suggests that
some of the philosophical difficulties in reconciling quantitative
research with qualitative research stem from some qualitative
researchers still associating quantitative research with the more
rigid positivism and not with the revised philosophy of post-
positivism. In this piece, Johnson argued that while many
qualitative researchers continue to associate quantitative
researchers with positivism, quantitative researchers do not
identify themselves as such, instead identifying with the more
moderate post-positivist stance (Teddlie and Johnson, 2009),
rendering the argument invalid, and the mixing of quantitative and

qualitative methods less problematic.

Further discussion of the ‘Incompatibility Thesis’ (Howe, 1988) (the
argument against the integration of qualitative and quantitative
methods in the same study) is presented later in this chapter after

the qualitative research tradition is explored in greater depth.

4.3.2 The qualitative research tradition

The qualitative research tradition differs from the quantitative
tradition in many ways, and it can be regarded as being at the
opposite end of the spectrum of research to quantitative research.
In contrast to quantitative research, qualitative research has not
been a dominant research tradition and its development only

gained momentum during the twentieth century (Johnson and
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Gray, 2010). Qualitative research is most often associated with the
use and interpretation of narrative data (Teddlie and Tashakkori,
2009). In contrast to quantitative research, qualitative research
often focuses on the individual, be that a person, a group, or a
community, and recognises that the information obtained is value-
laden, and therefore it may not be applicable to a different
population. Instead, readers of qualitative research may make

connections between their experiences

There are many different ways of conducting qualitative research
and, because of these differences in approach and focus,
qualitative research is more of an umbrella term for studies that
focus on narrative data (Denzin and Lincoln, 2013). This is the focus
of ‘qualitative research’, rather than its being a research method in

Ill

its own right. Indeed, the term groups all “non-quantitative”

research together, despite their disparate methods.

During the 1970s to the 1990s, qualitative research became more
popular as developments in the human sciences continued. The
publication of the first ‘Handbook of Qualitative Research’ in 1994
edited by Denzin and Lincoln, eminent academics in the field,
signalled a growing acceptance of qualitative research in social,

behavioural, and educational research (Teddlie and Johnson, 2009).

Qualitative research uses a wide variety of data collection methods
and analytical techniques, some of the most well-known being
interviews, focus group interviews, and observation techniques.
Like the methods often associated with quantitative research, the
methods employed by qualitative researchers are not exclusive to
gualitative research. Data analysis procedures are heavily
dependent on the theoretical lens employed by the researcher and
on the specific aims of the study (Denzin and Lincoln, 2013). In

gualitative research, anomalous or negative cases are not viewed in
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the same way as they are in quantitative research, due to the
acceptance of the subjectivity of truth in qualitative research, a
markedly different position to the one espoused in quantitative

research (Johnson and Gray, 2010).

While several paradigms associated with qualitative research exist,
constructivism is the paradigm that appears to be the most
frequently encountered in literature discussing qualitative research.
This suggested that while there is no absolute consensus on the
underlying paradigm of qualitative research, constructivism
appears to be a philosophy upon which many qualitative
researchers can agree. Constructivism differs from post-positivism
in several fundamental ways. While post-positivism accepts that
research cannot be totally objective and accepts that reality can be
partially socially constructed, constructivism rejects the idea of
objectivity entirely. Instead, it is claimed that reality is constructed
both by the individual and socially (Teddlie and Johnson, 2009).
Fundamental principles also include recognising that the
researcher’s observations are value-laden and pursuing
’empathetic understanding’ of those under study (Teddlie and

Johnson, 2009).

These differences between the underpinning philosophies of
guantitative and qualitative research are the basis for the
‘Incompatibility Thesis’ (Howe, 1988). This concept is presented in
the next section of this chapter. This idea of dualism and an ‘either
or’ concept is contrary to the position occupied by mixed method
researchers, many of whom prefer to see research on a spectrum,
with qualitative and quantitative research at either end and mixed
methods research occupying the middle. Research studies may fall
anywhere along this spectrum, using exclusively quantitative
methods, exclusively qualitative methods, or a mixture of the two

to varying degrees. In some studies, the quantitative aspects may
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be predominant; in others the qualitative or both aspects of the

study may be viewed equally (Figure 2).

Figure 2. The qualitative — mixed methods- quantitative continuum.
(Reproduced from Foundations of Mixed Methods Research, Teddlie and
Tashakkori, 2009.

The lettered areas in Teddlie and Tashakkori’s (2009) diagram
(Figure 2) represent the continuum of research. Zone A represents
entirely qualitative research and E entirely quantitative research.
Zone B represents research that is predominantly qualitative with
some quantitative elements, and Zone D represents the opposite.
In the centre, Zone C represents entirely integrated mixed methods
research. The arrow represents the continuum of research, with
movement towards the middle indicating greater integration of
research methods and sampling, whereas movement away denotes
more distinct, or separated, research methods (Teddlie and

Tashakkori, 2009).

This model refutes the idea that qualitative and quantitative
research is inherently separate and cannot be combined into a
single study. This latter stance is summarised in the Incompatibility
Thesis, an argument against mixed methods research that is

discussed in greater depth in the next section of this chapter.
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4.3.3 The Incompatibility Thesis

The Incompatibility Thesis was referred to by Howe in 1988 as a
way of discussing the argument put forward by some researchers
that quantitative and qualitative research are not compatible on an
epistemological level, and that the apparent mixing of the two is
merely superficial. Howe counter-argued that on a practical level of
conducting research, qualitative and quantitative research are
inseparable and that differences in the designs and methods
employed can be largely explained by different research interests

and decisions about how best to explore those interests.

Johnson and Onwuegbuzie (2004) further emphasised the idea that
guantitative and qualitative research are interlinked, with their
exploration of the commonalities between the traditional
paradigms. They were of the opinion that, in the focus on the
differences between paradigms, acknowledgement of the
similarities was often lost. Like Howe (1988), this paper focused on
the practicalities of carrying out research and the intentions of the
researcher. The authors argued that, at the most basic level, all
researchers regardless of orientation “use empirical observations to
address research questions”(p15) and that “epistemological and
methodological pluralism should be promoted in educational
research ... ultimately, so that we are able to conduct more

effective research” (p15) (Johnson and Onwuegbuzie, 2004).

The second argument that Howe put forth addresses the question
of the fundamental differences between the underpinning
philosophies of quantitative and qualitative research. Proponents
of the Incompatibility Thesis state that the true problem with
mixing qualitative and quantitative research is that, because the
paradigms are incompatible, the methods used by those who

subscribe to each paradigm are incompatible. The response given is
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that paradigms should not solely dictate the research methods to
be use, but should also respond to the successful use of research
methods. Johnson and Onwuegbuzie (2004) elaborated further
upon the idea that epistemology and methods are not inherently
linked. It is stated that “the logic of justification does not dictate
what specific data collection and data analytical methods

researchers must use” (Johnson and Onwuegbuzie, 2004 p15).

The arguments put forth by authors against the Incompatibility
Thesis, described by Howe (1988) as the Compatibility Thesis, led to
the use of a new paradigm to guide the mixed methods movement
— pragmatism — which will be discussed in more depth later in this

chapter.

There have been some criticisms of Howe’s Compatibility Thesis.
Giddings (2006) postulated that mixed methods research does not
follow a purely pragmatic paradigm but instead sits within a post-
positive perspective. Giddings stated that the qualitative aspects of
many mixed methods studies are “fitted in” and that the thinking
behind most mixed method research is both positivist and
pragmatic. This is reflective of the historically dominant position of
guantitative research. Some qualitative researchers are thus
concerned that mixed methods research is a way of reasserting that
dominance over qualitative research (Giddings, 2006; Morse, 2005).
While it appears that the compatibility of quantitative and
gualitative research has been viewed warily by some, the
emergence of both the Journal of Mixed Methods Research in 2007
and the Mixed Methods International Research Association, which
held its inaugural conference in 2014, indicate a growing
acceptance of mixed methods research as a legitimate form of

enquiry.
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Pragmatism as an underpinning philosophy was briefly mentioned
previously in this section as a way of overcoming the
epistemological differences between the quantitative and
gualitative research traditions, allowing for successful integration of
both methods into single studies. A greater understanding of
pragmatism is necessary for successful design and implementation
of a mixed methods study and an overview is presented in the next
section of this chapter, prior to the discussion of mixed methods

research in its own right.

4.3.4 Pragmatism

Pragmatism is a philosophical movement that originated in the USA
in the later part of the 19™ century. Charles Sanders Peirce (1839-
1914) is widely regarded as the founder of pragmatism (Delanty
and Strydom, 2003). Peirce’s work was developed further by
William James (1842-1910) and John Dewey (1859-1952). Together

the three are regarded as the ‘classical pragmatists’.

Classical pragmatism

The classical pragmatists, Peirce, James, and Dewey, are often
regarded as a harmonious trio. Nevertheless, each had some
differing views on the development and nature of pragmatism, and
they developed sequentially upon the work of the other. The work
of Peirce in the late 19t century was expanded upon by first James
and then Dewey (Murphy, 1990). One of Peirce’s many
contributions to philosophy as a whole was his rejection of the
principle of universal doubt as set forth by Descartes, the father of
modern philosophy (Internet Encyclopedia of Philosophy, 2015).
Peirce argued that universal doubt is not possible because doubt

itself stems from our having prejudices and therefore we cannot
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truly treat all things with scepticism due to our individually held
beliefs. Instead, he proposed that one may have reason to question
one’s beliefs when presented with reason to do so but not
otherwise (Murphy, 1990). Further to this principle was the belief
that, rather than criticise the methods and methodologies of the
natural sciences, philosophy should seek to emulate them, arguing
that, by acting as a community and exploring multiple arguments,
philosophical theories themselves would be stronger. Theories
would be more akin to “a cable whose fibres may be ever so
slender, provided they are sufficiently numerous and intimately
connected” rather than “a chain which is no stronger than its
weakest link” (Peirce, quoted in Murphy, 1990). Peirce’s purpose
was then to move past the metaphysical aspects of philosophy and
to achieve progress through observational methods (Talisse and
Aikin, 2008). This focus on the practical and tangible through
exploring multiple arguments is a clear forerunner to modern-day

pragmatism that can be used to underpin mixed methods research.

While Peirce may have founded pragmatism, it was James who was
responsible for its proliferation. James continued to expand upon
the work done by Peirce, incorporating the psychological effects of
believing a proposition among its practical consequences (Murphy,
1990). He also posed the idea of pragmatism as a method of
settling metaphysical disputes, which is in opposition to Pierce’s
view that pragmatism in itself cannot solve anything but simply
identify the correct method by which to resolve the issue in
guestion (Talisse and Aikin, 2008). While Pierce can be seen as
more of a natural scientist in approach, James’ approach is far more

humanistic.

Dewey, despite being regarded as one of the founders of
pragmatism was reticent about the term ‘pragmatism’ itself, and in

some of his later works did not use the term at all (Jackson, 2006).
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Much of Dewey’s work centred on the concept of human
experience (Murphy, 1990). Dewey appears to combine the
scientific approach of Pierce and the humanistic approach of James,
with a focus on experience as an entity separate from nature

(Malachowski, 2010).

Despite these difficulties and disagreements, pragmatism today
takes several of its key concepts from the classical pragmatists. The
substitution of simpler concepts - such as ‘what works” and ‘what is
of interest’ for the complex and abstract philosophical questions - is
the most obvious manifestation of this (Malachowski, 2010). Biesta,
in Tashakkori and Teddlie (2010), further suggested that
pragmatism should be seen as a ‘set of tools’ that can be used to
address research problems, rather than a doctrine to be followed.
This closely follows Dewey’s thinking on not building systems or
becoming entrenched in philosophical debate. This is not a
universally accepted stance, with some urging caution towards the
‘what works’ approach and encouraging researchers to justify their
selection of methods carefully (as is expected for a quantitative or

gualitative study) (De Loo and Lowe, 2011).

Maudsley (2011) noted that while many researchers in the field of
mixed methods research do advocate for the position of mixing
methods without becoming entrenched in the quantitative versus
gualitative debate, the literature in the field of mixed methods
research with respect to medical education is fragmented and
poorly indexed. This is a point of particular relevance to the present
study. With little clear guidance or good quality examples,
designing and conducting a mixed methods study in healthcare

education is challenging.

As briefly mentioned previously, many authors in the field of mixed

methods research have recommended that pragmatism be used as
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the philosophical partner for mixed methods (Tashakkori and
Teddlie, 2010; Migiro and Magangi, 2011). There are several
reasons for this. Pragmatism allows the use of research methods
associated with both quantitative and qualitative research in a
single study, rejecting the Incompatibility Thesis (Maudsley, 2011).
It also acknowledges the primary importance of the research
guestion, that a practical research philosophy should guide
methodological choice, and that metaphysical concepts such as
truth and reality should be abandoned (Teddlie and Tashakkori,
2009).

The debate over the nature of reality is a major factor in the
perceived incompatibility between qualitative and quantitative
traditions (Creswell and Plano Clark, 2011). By abandoning this
concept and instead using the principles of pragmatism to tackle
problems, a great degree of flexibility in enquiry and research

methods is possible (Maudsley, 2011).

Acceptance of pragmatism as the guiding philosophy of mixed
methods research has not been universal. While pragmatism
appears to be the favoured approach in the majority of the
literature (Bryman, 2006), some authors have argued instead for a
transformative perspective to be used, arguing that mixed methods
research is ideally placed to tackle issues of social justice (Mertens,
2007). While this perspective may prove useful in some cases, it is
not necessarily applicable to all studies seeking to use both
guantitative and qualitative methods, as advocacy for a group may
not be within the remit of the study. The present study is such an
example. No particular group is requires advocacy; instead the aim
is to provide insight into the attitudes of a group. This does not fit
with a transformative perspective but aligns more closely with the
pragmatic perspective of the research questions driving the choice

of methods.
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The use of a pragmatic approach in this study has allowed for
greater freedom when selecting the methods of enquiry most
appropriate to answer the research questions. With areas of
interest being both broad (the general trend in attitudinal change
of healthcare students) and specific (the reasons for and influences
upon those attitudes of students and practitioners), this clearly
requires the previously discussed strengths of both quantitative
and qualitative research. In combination they can provide both
breadth and depth in answering the research question. It is with
these aims in mind that pragmatism is considered the guiding

philosophy behind the present mixed methods study.

4.3.5 Mixed methods research

Mixed methods research has been defined in several different ways
over the years of its development. The researcher has not found
evidence of a universally accepted definition. Instead, the core
characteristics of mixed methods research given by Creswell and
Plano Clark (2011) have been used. These characteristics are

outlined below.
In mixed methods, the researcher:

e collects and analyses persuasively and rigorously both
gualitative and quantitative data (based on research questions);

e mixes (or integrates or links) the two forms of data concurrently
by combining them (or merging them), sequentially (by having
one build upon the other) or embedding one within the other;

e gives priority to one or both forms of data (in terms of what the
research emphasises);

e uses these procedures in a single study or in multiple phases of

a programme of study;
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e frames these procedures within philosophical worldviews and
theoretical lenses;

e combines the procedures into specific research designs that
direct the plans for conducting the study”

(Creswell and Plano Clark 2011 p.5).

More simply, mixed methods research has been called ‘the third
research paradigm’ (Johnson and Onwuegbuzie, 2004), indicating
its independence from both quantitative and qualitative research.
Due to the number of definitions available, mixed methods
research can be seen as a rather broad concept, encompassing
many possible combinations of data collection methods and
analysis procedures. This is compatible with the tenets of
pragmatism discussed in the previous section and as such provides
justification for the use of pragmatism as a compatible

philosophical partner.

The variety of possibilities and flexibility of designs in mixed
methods research underpins part of its appeal to researchers. The
value of mixed methods research lies in its ability to answer
guestions that quantitative or qualitative methods cannot answer
alone, by drawing on the strengths of both approaches (Creswell
and Plano Clark, 2011; Johnson and Onwuegbuzie, 2004; Malina et
al., 2011). Other reasons for using mixed methods research include:
triangulation; completeness (providing a more complete picture of
the phenomenon under study); offsetting weaknesses and
strengthening inferences; explanation of findings and illustration of
data; and hypothesis -or instrument development or- testing (Doyle

et al., 2009; Jick, 1979).

Other authors have proposed a different purpose for mixed

methods research, which they refer to as crystallisation (O’Cathain
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et al., 2007; Sandelowski, 1995). These authors argued that
triangulation is a process that is carried out between research
methods within either quantitative or qualitative research but not
across them. Instead, the predominant purpose of triangulation is
to provide greater evidence, or confirmation, of findings.
Crystallisation is, however, a process that looks for convergence,
divergence, and discrepancy (Sandelowski, 1995). This is
particularly relevant to mixed methods research, as it allows for the
different approaches taken by qualitative and quantitative methods
to address research questions and the possibility of different
outcomes. This is a suggestion that concurs with Teddlie and
Tashakkori (2009) who stated that looking at the findings of a
guantitative and qualitative strand of a study together may explain
apparent differences in findings through bringing together and
carrying out a meta-inference process. This process may generate
findings that were not apparent from either strand of the study in
isolation (Teddlie and Tashakkori, 2009) providing valuable new

data.

Despite the apparent benefits of mixed methods research, the
history and development of mixed methods research is complex
and at times unclear. Formal recognition of mixed methods
research is relatively recent, characterised by events such as the
publication of the first edition of the Handbook of Mixed Methods
Research in the Social and Behavioural Sciences in 2003 and the
Journal of Mixed Methods Research in 2007 and the inception of
the International Mixed Methods Conference in 2005. Despite this,

mixed methods research has been carried out for much longer.

Campbell and Fiske (1959) are often credited with the first
recognition of the formal use of multiple research methods in a
single study in the social sciences (Johnson et al., 2007), but it is

possible that mixed methods research was being carried out before
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this, albeit in a more informal fashion. Throughout the latter half of
the twentieth century, formal development and recognition of
mixed methods research have continued. To list every development
made in the last forty years is not the purpose of this chapter, and
would be counterproductive when such summaries already exist.
Creswell and Plano Clarke (2011) divided the development of mixed

methods research into five stages:

1. The formative period between the 1950s and 1980s in
which the use of mixed methods was first acknowledged.

2. The paradigm debate period during the 1970s and 80s,
which saw the Incompatibility Thesis and its refutation.

3. The procedural development period from the late 1980s to
the early 2000s, when the focus shifted to the hows and
whys of conducting mixed method studies.

4, The advocacy and expansion period from the early 2000s
until the present day. Numbers of mixed methods
publications increased in this period, as did the recognition
of mixed methods in academia and wider organisations.

5. The reflective period from the mid-2000s until present. This
on-going period sees the assessment of the current state of
mixed methods research and ideas for the future
development of the field as well as constructive criticism of

the current practices and methods.

For a novice researcher, an awareness of the possible pitfalls of
conducting mixed methods research is essential and has helped to
guide learning needs and development. A short explanation of
common pitfalls of mixed methods research is presented below.
Most of these problems have been identified by researchers at the
forefront of mixed methods and are given as possible weaknesses

of mixed methods research (Johnson and Onwuegbuzie, 2004).
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By its very definition, mixed methods research requires the
researcher to be proficient in both quantitative and qualitative
methods of data collection and analysis and be able to then draw
the findings of the two strands of the study together in a
meaningful fashion (Creswell and Plano Clark, 2011). This presents
a challenge, particularly for a novice researcher, in terms of
learning the methods necessary to conduct the study and ensure
that the research is of high quality. This is particularly the case
during the mixed methods analysis stage. At present, there is little,
unambiguous guidance on exactly how to go about analysing mixed
methods research data that are truly mixed, especially in the event
of divergent results. This apparent lack of guidance may result in
valuable and interesting data being lost if researchers do not know
how to analyse the data effectively and rigorously, present the

findings, and produce meaningful conclusions.

To aid the process, Bazeley (2009) suggested that the researcher
should look for patterns in the data and attempt to draw new
hypotheses as to why the discrepancy exists, which may lead to
further research questions. Other authors have provided some
guidance as to how to integrate qualitative and quantitative
findings (Bryman, 2006; Caracelli and Greene, 1993; Greene et al.,
1989; O’Cathain et al., 2007).

With the continued proliferation of mixed method studies and
methodological papers, greater insight into about the best
analytical approaches should develop. It is the responsibility of
those currently conducting mixed methods research to contribute
to the knowledge and dissemination of best practice in this

emergent field.

A possible reason as to why this has not happened as yet is linked

to mixed methods studies tending to be more time- and resource-
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consuming than studies located within the traditional paradigms.
As well as the additional knowledge needed about different
research methods and the underlying principles of qualitative,
guantitative, and mixed methods research, the design and conduct
of a study that uses multiple diverse data collection are more
complex. This complexity, when combined with the more practical
challenges of obtaining ethical approval and participant
recruitment, may explain why the literature in the field of mixed

methods has taken longer to evolve.

Having considered the philosophy and practicalities behind
conducting mixed methods research, this discourse now turns to

the data collection methods for the present study.
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4.4 Data collection methods

There are three separate data collection methods used in this

study:

1. A quantitative questionnaire
2. Qualitative semi-structured focus groups

3. Qualitative semi-structured interviews

The quantitative questionnaire is the Attitudes to Health
Professionals Questionnaire (AHPQ), forming the quantitative data
collection strand of the study. The semi-structured focus groups
and interviews form the qualitative data collection strand of the
study. While the data collection strands are separate, and
underwent separate analysis processes, a joint mixed methods

analysis took place at a later stage.

The following sections will explain each data collection method and

its use in this study in more detail.

4.4.1 Quantitative questionnaire: Rationale and key points

The quantitative data collection tool used in this study was the
Attitudes to Health Professionals Questionnaire (AHPQ). The
rationale for using this questionnaire was briefly discussed in

Chapter Two, Background.

The AHPQ has been routinely administered to first and second-year
students each year since the academic year 2003-2004. Students
complete the AHPQ prior to taking part in IPL1, post-IPL1, and post-
IPL2. The purpose of the questionnaire is to assess the
interprofessional attitudes of healthcare students at the outset and

how these attitudes change during the course of their studies.
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The AHPQ is a validated questionnaire (Lindqvist et al., 2005a)
comprising 20 items generated from an exercise based on Kelly’s
(1955) personal construct theory. The AHPQ consists of two
components as determined by Principal Components Analysis
(PCA): a ‘caring’ and a ‘subservient’ component. The principal
components analysis involves a mathematical procedure that
groups the items into a reduced number of uncorrelated variables
called principal components. A main principal component and a
number of succeeding components account for the remaining
variability (Bryman and Cramer, 1997). The two components
account for 50% of the total variance. The ‘caring’ component is
the stronger of the two accounting for 39% of the variance and has
good internal consistency (Cronbach’s alpha coefficient > 0.93) and
the ‘subservient’ component accounts for 11% of the total
variance, with moderate internal consistency (Cronbach’s alpha
coefficient > 0.58). The Cronbach’s alpha indicates to what extent
the items associated with the main component are correlated with
each other. The alpha coefficient ranges between 0 (no
consistency) and 1 (total consistency) with values greater than 0.7
being deemed as reliable (McKinley et al., 1997). The internal

consistency for the 20-item AHPQ was high (o > 0.87).

Each item is linked to a 10 cm visual analogue scale with two
attributes, describing a construct, anchoring each end (e.g.
approachable — not approachable). Students are asked to rate their
views of a 'typical’ example of a professional on each item. They are
asked about their views on their own profession and three others
that were part of their original IPL group. The list of items is as

follows:

e Caring/non-caring
e Empathetic/non-empathetic
e Approachable/non-approachable
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e Values team work/does not value team work
e Sympathetic/non-sympathetic

e Thoughtful/not thoughtful

e Flexible/not flexible

e Patient-centred/not patient-centred

e Not self-centred/self-centred

e Gentle/rough

e Not arrogant/arrogant

e Practical/theoretical

e Conciliatory/not conciliatory

e Vulnerable/confident

e Non-assertive/assertive

e Does not value autonomy/values autonomy
e Not technically focused/technically focused
¢ Not independent/independent

e Poorly paid/well paid

¢ Not confrontational/confrontational

(Lindqvist, 2009: pages 169-70)

The AHPQ was originally tested and validated with students from
the UEA (Lindqvist et al., 2005a), but has been successfully used in
another study with a different population (Jacobsen and Lindqvist,
2009). This increases the potential transferability of the findings
from the questionnaire. As the participant population in the study
by Lindqvist et al. (2005a) was drawn from the same schools of
study at the same university as the present study, the researcher
was confident that the AHPQ could be used for its intended
purpose within this study, and that the results may be transferable
to other similar populations. The principal component analysis for
the AHPQ component weighting was not re-run for this study, with
the values calculated for the validated version of the questionnaire

used. These can be seen later in this chapter.
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Due to the imbalance of numbers of students in professional
cohorts, the IPL groups do not include a student of every profession
included within the IPL programme. For example, in the academic
year 2010-2011, speech and language therapy students were only
included in the Session A completion of the IPL programme (for
explanation of the Session A, B and C system, please see Chapter
Two). As students were asked to rate only the professions that
were represented in their particular IPL group, no students from
Sessions B and C provided data about their attitudes towards
speech and language therapists, but Session A students did. This
difference in responses is discussed further in the study design
section of this chapter under the section about participants in the

guantitative strand of the study.

In addition to the regular administrations of the AHPQ in the
students’ first year of study, pre- and post-IPL in this study, an
additional data collection point was added. The initial collection of
data pre-IPL1 is referred to as Round 1 data, the collection of data
post-IPL1 are referred to as Round 2 data. The additional data were
collected from students in their final year of study during the
academic year 2012-2013 and are called ‘final-year data’. At this
additional data-point, it was not possible to ask the students to rate
only the professions with which they had worked, as no IPL
intervention had taken place in their final year. Instead, the
students were asked to rate a random selection of three, or four,

different professions.

Use of the AHPQ for this study is further justified because it is a
familiar data collection tool to the final-year participants, who will
have been asked to complete the AHPQ earlier in their pre-
registration studies when participating in the IPL programme.
Using this particular questionnaire is also logical given the existing

infrastructure to collect the data from the first-year students.
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The AHPQ allows for data to be collected from a large sample size
of the population, as it is routinely administered to all first-year
healthcare students at the UEA. While it is not compulsory to
complete, it is encouraged before and after IPL, reducing concerns
about recruitment and access to the population of interest. No
additional ethical approval was needed to collect the data from
first-year students as it is used to evaluate a teaching intervention
and students are ensured confidentiality at all times (Appendix 1 —

Faculty ethics approval).

The AHPQ was thus suitable for the quantitative strand of this
study, especially when complemented by qualitative data collected

by different methods — such as focus groups.

4.4.2 Focus groups

Focus groups were used in this study to obtain qualitative data on
the experiences of first- and final-year students of IPE and the
influences on their interprofessional attitudes. To enhance
understanding of the use of focus groups in this study, a brief
history of the development and use of focus groups will be given,

followed by a description of their use in this study.

Focus groups were first described by Robert Merton, Marjorie
Fiske, and Patricia Kendall in their 1956 book ‘The Focused
Interview’. Since then, focus groups have had many uses both
within academia and further afield, enjoying particular success in
market research. Focus groups are a well-established way of
obtaining data in social research and were chosen for use in this
study for several reasons, which will be explored throughout this
section. This interview technique has been used in market research

for the last five decades, and since the 1980s has gained more
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widespread acceptance in academic research (Krueger and Casey,

2009).

As a data collection tool, focus groups have been used widely in
many different types of qualitative research (Morgan, 1996). The
rules set out by Merton et al. (1956) have formed many of the
common practices of how focus groups have been undertaken.
When academic researchers began to use focus groups, they
returned to this original work to inform their practices and to help
develop a method that is distinct from the work of market

researchers (Krueger and Casey, 2009).

Focus groups have several qualities that make them appropriate as
a data collection tool for the present study. Part of the richness of
the data from focus groups is in the interaction that occurs
between participants (Barbour, 2007; Barbour and Kitzinger, 1998).
By interviewing students in a group, members of the group were
able to respond to both the researcher and prompts from each
other. This characteristic of focus groups can enhance the richness
of the data, and may allow for unexpected, or spontaneous, topics
to emerge. A group environment is also a familiar environment for
the students. The students are often taught in groups and take part
in group work away from university. By taking part in research in a
group environment, the students are more likely to feel at ease
than if they were in an individual interview, which may feel more
pressured and less informal and encourage them to disclose

information (Krueger and Casey, 2009).

Participants were purposively selected by the researcher to ensure
a mix of professions in each focus group. Focus groups are most
successful when participants feel confident to express their
opinions, but the purpose of focus groups is not to reach a

consensus (Krueger and Casey, 2009). By including individuals in
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each group who have had different experiences and taken part in
different professional courses( but have the shared experience of
the IPL programme), the students were able to prompt one another
to share opinions and recollections that provided rich, multi-
faceted data. Mixed professional groups allowed more in-depth
discussion on interprofessional issues and for the students to
discuss similarities and differences between the ways that
interprofessionalism is viewed by members of their own
professional groups. It also enabled students to explore their

differing perspectives on professional roles and responsibilities.

To stimulate discussion in the focus groups, prompts of graphs
showing examples of AHPQ data and two vignette scenarios
(Appendix 2) were incorporated into the focus group schedule. The
use of vignettes to prompt discussion is a well-recognised
technique in focus group research (Ely et al., 1997). In this study,
the stimulus material was used to keep the discussion on track and
to prompt debate amongst participants, encouraging them to
challenge one another on their views in a constructive fashion. This
led to some of the most interesting discussion in the groups, and
provided much of the data discussed in Chapter Six — Qualitative

Findings.

Aside from focus groups, there are other data collection methods
that could potentially have been used to gather qualitative data
from healthcare students. Individual interviews are the most logical
alternative method. While individual interviews have been used in
another part of this study, it was felt that focus groups would be a
more appropriate data collection method for use with healthcare
students for several reasons. Individual interviews allow for
collecting a large amount of in-depth data from an individual. The
aim of this section of the study was to gain a broader

understanding of the factors that affect the interprofessional
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attitudes of healthcare students and their attitudes towards IPE and
practice. While conducting individual interviews may have led to
deeper understanding, it would have only been possible to speak to
a smaller number of students due to time constraints and would
not have allowed for the interactive element between participants

to enrich the data.

Some criticisms of focus groups have been made, including the
possibility of the group producing trivial results and the potential
for dominant individuals to skew the results of the group (Krueger
and Casey, 2009). The first concern is primarily related to the size of
the focus group. Six to 12 participants was considered to be an
optimum number by Stewart et al. (2007), whereas Krueger and
Casey (2009) suggested that caution should be exercised with
groups of ten or more, as the discussion may become superficial
with so many voices to be heard. The lower limit proposed by
Stewart et al. (2007) is suggested to prevent the discussion from
becoming contrived or dull. By ensuring that the groups contain a
manageable number of participants and over-recruiting slightly for
each group to accommodate for drop-outs, the problem of group-

size can be largely controlled.

The second issue of one or two participants dominating the group is
for the interviewer to manage as part of facilitation. Encouraging
hesitant participants to talk and steering the conversation to
prevent others from dominating are skills to be developed, as
discussed later (reflections in Chapter Eight). By effectively
managing the focus group with a semi-structured interview guide
(Appendix 3) and a non-confrontational, relaxed manner that
encourages all participants to speak freely, the moderator can
attempt to limit the effect of a dominant individual and promote a

more equal and collaborative process (Powell and Single, 1996).
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While focus groups may have been the optimal choice for data
collection from the first- and final-year students in the study, this
was not the case for the graduates and senior professionals. The
reasons for this and the rationale behind selecting individual

interviews for this part of the study are discussed below.

4.4.3 Individual Interviews

Individual interviews collected data from recent UEA healthcare
graduates and senior professionals on their experiences and
opinions of IPE and of the influences on their own interprofessional

attitudes.

Like focus groups, interviews are a well-established technique in
qualitative research. Interviews have a long history of
development, with discussion of formalised approaches and
techniques dating from the 1920s. There appears to no consensus
in the literature about how interviews should be structured or
conducted. Different authors advocate different approaches, e.g.
structured, semi-structured, or unstructured interviews (Platt
2001). The decision about which type of interview to use is
influenced by many factors, including the purpose of the interview,
the subject of the interview, and the level of experience or skill of

the interviewer (Gubrium and Holstein, 2002).

In this study, semi-structured interviews were used throughout.
There are several reasons for this. Before commencing interviews,
the researcher already had a clear idea of topics and subjects to
cover. By writing an interview schedule, a technique first described
by Odum and Jocher in 1929, the researcher had a guide of topics
and possible questions to cover. This provided structure for the

interview, ensuring that the necessary topics were covered yet
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allowing for flexibility and spontaneous information volunteered by

the participant. .

One of the main reasons for selecting individual interviews over
focus groups to research graduates and senior professionals was
that individual interviews were logistically considerably easier to
organise with this group than focus groups would have been (See

Appendices 4 and 5 for interview schedules)

The student participants were all UEA students. By scheduling focus
groups for times when students would not be in lectures, e.g.
Wednesday afternoons, or after six pm, it was possible to recruit
enough participants to run each group. Conversely, organising
focus groups with recent graduates who were based all across the
country and working on very different work patterns to one
another would have been nearly impossible. Similarly, senior
healthcare professionals were geographically closer and had
experience of working with UEA students (an inclusion criterion,
p69) but were from a far smaller pool, with little time for focus

groups.

The loss of the participant interaction seen in focus groups was the
only substantial drawback to the use of individual interviews for
this part of the study. In the focus groups, this interaction
stimulated discussion and prompted participants to question one
another and their own positions on issues, providing rich data on
interprofessional attitudes and experiences of IPE. Without this
dynamic to elicit data, the onus was placed directly upon the

researcher to ensure sufficient depth of discussion was obtained.

Another major consideration when conducting individual interviews
is the balance of power between the interviewer and interviewee.
Unlike a focus group, where the researcher facilitates the

discussion, in individual interviews the relationship between
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interviewer and interviewee is more formalised, with the structure
of the interview dictated almost entirely by the researcher (Kvale,
2007). By using a semi-structured approach to the interview, a
degree of freedom was allowed for the participant, who could
expand on topics or explore tangents related to topics as necessary,

with the interview kept on-track by the researcher (Drever, 2003).

Telephone interviews were used with some of the participants in
this study. Comparative studies between in-person and telephone
interviews are rarely carried out, and it is primarily up to the
researcher to decide if telephone interviews are appropriate for
that study (Shuy, 2003). While in-person interviewing allows for
greater naturalness in conversation and for the power dynamic
between the interviewee and researcher to be more equal,
telephone interviewing allows for more uniform questioning, which
is helpful when trying to find out the opinion of different
participants about the same issues (Shuy, 2003). Novick (2008)
suggests that telephone interviews are unjustly viewed as an
inferior technique to in-person interviews and that there is no
evidence that they produce lower quality data. Indeed, a telephone
interview - while lacking the body language and nuance of an in-
person interview - may allow the participant to feel more relaxed
due to the lack of immediacy between them and the researcher.
Therefore, the participant is encouraged to make greater

disclosures than they would otherwise (Novick, 2008).

With no clear evidence on the superiority of either method, it was
decided to follow the tenets of pragmatism when selecting the
method of interview, for each graduate or senior professional. The
most appropriate method was then selected for each individual
situation, dependent on location and participant preference.

Further discussion of the challenges and learning experiences of
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carrying out the focus group and interview data collection is given

in Chapter Eight, Reflections and Conclusions.
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4.5 Study design

In order to effectively address the research questions outlined at
the start of this chapter, both quantitative and qualitative methods
needed to be used. To understand participants’ interprofessional
attitudes the effect that IPE has on those attitudes, and why those
attitudes are held in the first place, is a complex enquiry that is best

answered using both quantitative and qualitative methods.

This is a convergent parallel mixed methods study (Figure 3). This
means that the qualitative and quantitative elements of the study
receive equal weighting of importance, with one not being
developed from the other, and all data collection may run
simultaneously. This study design was described by Creswell and
Plano Clark (2011), and is one of the suggested typologies for mixed
method study designs. The authors emphasised that these designs
are not exhaustive and can be adapted to suit the purposes of the
research, a principle that ties in closely with the principles of

pragmatism.

Study diagram — Convergent parallel mixed methods study.

Quantitative strand of study

Interpretation

Comparison or relation
between the two data sets

Qualitative strand of study

Figure 3. Study diagram, adapted from Creswell and Plano Clark (2011), of
the use of the convergent parallel mixed methods design in the present

study. IPL=Interprofessional learning
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This design was used for several reasons. Neither the qualitative
nor the quantitative strand of the study was seen as more
important than the other, and neither needed to finish before the
other could start. This is necessary in sequential studies where, for
example, qualitative data might illuminate quantitative findings (an
explanatory study) or vice versa, where quantitative data test, or
extrapolate from, initial qualitative findings (an exploratory design)
(Creswell and Plano Clark, 2011). The ability to carry out the strands
of the study simultaneously in the convergent parallel design also
provided a practical advantage in terms of time management, as
the researcher could move freely between the quantitative and
gualitative elements of the study, meaning that a delay in one

strand would not necessarily bring the entire project to a halt.

The transformative perspective described in the previous section of
this chapter (Mertens, 2007) gives rise to the transformative design
of study, in which all decisions are made within the transformative
framework (Creswell and Plano Clark, 2011). As the present study
has no transformative position, this design was not considered.
Equally, the embedded and multiphase study designs do not meet
the needs of the study. According to Creswell and Plano Clark
(2011), an embedded study involves a smaller quantitative or
gualitative element embedded within a larger quantitative or
gualitative study, where it aims to provide additional information
or clarity to a topic. The embedded element is not a large enough

part of the study to be considered a separate strand.

Several of the studies included within the literature review could be
considered as being embedded (Ateah et al., 2010; Carpenter,
1995; Goelen et al., 2006; Lennon-Dearing et al., 2008; Lindgvist et
al., 2005b; Lin et al., 2013; Morison and Jenkins, 2007; Taylor et al.,
2004). In all these studies a large quantitative study included a

small qualitative element to enhance its findings, but none
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identified themselves as using an embedded mixed methods design
or included this in their methods section, so cannot be labelled as

such with certainty.

The study design was therefore a convergent parallel mixed

methods study (Figure 4).
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Figure 4. Study overview diagram including mapping data collection and use

IFigure 4 gives an overview of the different strands of this study, and the points of
comparison between different sets of data. The diagram shows the study process from
beginning to end, from preparatory work, to data collection through to analysis and
conclusions. Also indicated by numbers 1-3 on each data-set box in the diagram is the
research question addressed by that data-set.
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In the present study, the aim was not to use one set of findings to
improve understanding of the other but to use both strands in
parallel to draw inferences from one another, excluding the use of
an embedded design from consideration. The multi-phase design
was excluded because employing sequential and concurrent
gualitative and quantitative strands of a study over time to
evaluate a programme (Creswell and Plano Clark, 2011) did not
resonate with the study aims or the logistical possibilities of the
allotted timeframe. The aim of the present study was to
understand more about why participants held the attitudes that
they did and the effect of the IPL programme on those attitudes -

rather than an evaluation of the programme itself.

The two strands of this study (Figures 3 and 4) do not converge
until the mixed methods comparison stage, with data from each
strand being analysed separately using the appropriate techniques
and then compared for points of convergence and divergence. By
looking at the analysed data in this way, it is possible to elicit a
more holistic understanding than would be possible through
looking at either strand in isolation. By comparing data across the
guantitative and qualitative strands it is possible to increase
understanding of students’ interprofessional attitudes, why they
hold these, and changes during pre-registration training, on

graduation, and into professional practice.

Before describing exactly how the study was carried out using the
convergent parallel design, an explanation of how the selected data
collection methods were employed is necessary. As mentioned
previously, the three data collection methods used in this study
were: i) a quantitative questionnaire (the AHPQ); ii) semi-
structured focus groups; and iii) semi-structured individual
interviews. The selection and justification of the use of these

methods has been discussed previously in this chapter so here the
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procedures for their use are given and the analysis processes for

each data-set explained.

4.5.1 Quantitative strand

Data on changes in interprofessional attitudes were obtained from
first- and final-year healthcare students using the AHPQ, which is
discussed in greater detail previously in this chapter and in Chapter

Two, Background.

Data were obtained from first-year students during the academic
year 2010 — 2011 and from final-year students during the academic
year 2012-2013. As per previous use of the AHPQ by the CIPP at the
UEA, first-year students were asked to complete the AHPQ before
and after taking part in IPL1. The students are split into three
groups for IPL that run consecutively throughout the academic
year: Session A, Session B, and Session C. Normally, the Session A
students would complete the AHPQ first, then the Session B
students, and finally the Session C students. In this study, the
Session B students were used as a control group. Rather than
completing the AHPQ when they had completed IPL1, after the
Session A students, the Session B students completed the AHPQ at

the same times as the Session A students.

By comparing the control group data with the data from first-year
students who have completed the IPL programme, it was possible
to assess the direct effect of the IPL programme on the
interprofessional attitudes of healthcare students. Aside from their
participation or non-participation in the IPL programme, it was
deemed reasonable to assume that the healthcare students had
experienced similar exposure to other healthcare professions. It

was therefore anticipated that any substantial differences in the
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responses between the control and intervention groups were due

to the effect of the IPL programme.

The data collection from final-year students measured the
interprofessional attitudes of healthcare students at UEA as they
reached the end of their training. Comparing these results with
those from first-year students post-IPL would generate
understanding on the long-term effectiveness of the IPL. A lack of
evidence for the long-term effectiveness of IPE was one of the gaps
in current research identified in the literature review presented in

Chapter Three.

Due to the differing numbers of students on the healthcare
courses, it was not possible to ensure equal representation across
the sessions of IPL1. The breakdown of professions represented in

each session of IPL1 was as follows:
Session A

e Pharmacy students
e Medical students
e Nursing students
e Midwifery students

e Speech and language therapy students
Session B

e Pharmacy students

e Occupational therapy students
e Medical students

e Nursing students

e Physiotherapy students
Session C

e Medical students
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e Nursing students
e Physiotherapy students

e Operating department practice (ODP) students

This disparity between student numbers is a factor outside of the
control of the researcher. This issue is discussed further in Chapter
Five. Sessions A and C formed the intervention group of first-year
students, with session B comprising the control group. This meant
that in addition to the disparity in numbers between some
professions, midwifery, speech and language therapy and operating
department practice students were not represented in the control
group, and occupational therapists were not represented in the
intervention group. Therefore no data were collected about the
perception of a ‘typical’ member of these professions in a group
from which they were absent. The effect that this may have had on

the professional group analyses is considered in chapter five.

Due to the timeframe of this study, it was not possible to follow
entirely the same cohort of students throughout their pre-
registration training. The first-year data used in this study are
collected fr