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ABSTRACT
Interprofessional Collaboration In Health Education:

A Mixed Methods Evaluation Of The Jefferson Health Mentors Program

Carolyn Giordano
Doctor of Philosophy
Temple University, 2010

Joseph DuCette, Ph.D.

In recent years the complexity and integrated nature of health care haséacré has
become accepted that the needs of patients are often greater than one singleofesdtbrpcan
address and requires collaboration on the part of health care providers (Freeth, 2001).
Interprofessional health education (IPHE) is the interactive educatioragsrand cooperation
among various health care professions. It is a valuable pedagogical apprdaekHhorg health
care students that they cannot work effectively without the use of a team, and g tbdagythe
first step in the direction of changing health care practice in theallsgtting. Using a two
phase mixed methods approach, this dissertation investigated changes in sttulded atid
measured interprofessional readiness as a result of a longitudinal ifgsspoal educational
experience at Thomas Jefferson University called Health Mentors. Thie tee® professions
included in this program are: medicine, nursing, physical therapy, occupahtiersdy, and
pharmacy. Together, these students visit an individual living in the greateddhbiiea, PA

region with one or more chronic health conditions four times during the year. Ofghe fi



hundred and seventy-six students participating in the Health Mentors program, fouachamdir
ninety-six completed two surveys in September 2008 and again in April 2009. Theskenere t
Interprofessional Education Perception Scale (IEPS) and the Readinegsranmofessional
Learning Scale (RIPLS) which measured their attitudes and readinesd totggprofessional
education. Analysis revealed slight significant differences in the neddhs health programs
and showed small significant decreases in attitudes and readiness over tinfiecds\groups
were conducted to better understand the quantitative results. Using grounded theory, the
following themes emerged: preparation for future professional experiggrsenal enjoyment
from working with their Mentor, logistical conflicts, unknown roles, and prograngrasents
seen as an ‘add on’ or ‘busy work’. The results from both the qualitative and quamntitat
methods indicate that students have a high opinion of the theory of IPHE but find the iapplicat

difficult in practice.



ACKNOWLEDGEMENTS

| would like to thank Dr Joseph DuCette, my advisory chair, for his academimgeida
over the years and on this research project. | would also like to thank my dissedatioittee,
Dr Frank Farley, and Dr Gerald J. Stahler, for their helpful comments and saggeatid Dr

Kenneth Thurman and Dr William Fullard for their participation in my oral defense

| am incredibly thankful for the support from several colleagues, namely \bn Ke
Lyons, Dr Molly Rose, Dr Christine Arenson, and Dr Marissa K Truong. This diisertvould
not have been possible without the contributions from the Jefferson InterProfessioceidh

Center and the Center for Institutional Research at Thomas Jefferson (ivers

This dissertation would not exist, quite literally, without Paul and Rosememiddao,
who not only gave the author the gift of life, but tirelessly conversed and helpéiediork.
Further thanks to my sister Christine Giordano, who with merely a glanceatanthe author

laugh until tears flow. Her talent for stress reduction is a gift.

The project described was supported by Award Number RS-2009-5G from the JCHP
Committee on Research. The content is solely the responsibility of the aartdatees not

necessarily represent the views of the sponsoring Committee.



DEDICATION

| dedicate this dissertation to my husband, Rick Tralies, who has been my number one
fan, cheering me through the various slumps and hitting streaks in my academiclda has
steadied me along this journey, and his patience, reserve, and good nature aeristiasalc

treasure.



Vi

TABLE OF CONTENTS

Page
N 1T I ¥ PP I
ACKNOWLEDGMENTS ..ottt e e e e e et e e e e s e e e e e e e eaaeeeees v
] 0 1 [ @ AN I [ ] N PPN v
LIST OF TABLES ... oot e et e et e e e e e e e e eaan s Vil
LIST OF FIGURES ... oot e e e e et e e et e e e e e e e e e e eanns viii
CHAPTER
1. CONTEXT AND STATEMENT OF THE PROBLEM........cccvoiiiiiiiiiii e, 1
2. LITERATURE REVIEW ...ttt e e et e 11
3. HEALTH MENTORS PROGRAM ... ..ottt eeeans 24
4, RESEARCH METHOD....... e e e e e e e e e ean s 30
LT o 1 U 1 I TP 42
B. DISCUSSION ...ttt e e e et e e e et e e e et e e eata e e eeta e e eeaneaeannaaees 70
L N [ T 77
APPENDICES
A. THE IEPS SURVEY ..o e e e e eaaas 87
B. THE RIPLS SURVEY ...ttt e et e e et e e e aan e e eanan 88
C. FOCUS GROUP SCRIPT .ttt e et e et e e e et e eeeaa e e e ennns 89
D. FOCUS GROUP VERBATIM RESULTS ...ttt 90

E. PILOT STUDY .ttt et e e e e e e e e e e e e aeeees 110



vii

LIST OF TABLES

2.1. Model of outcomes of interprofessional education.............cccooveeieiiiiiiiiiiiiiiii e 17
4.1 Methodology and TIMEIINE ........ciii e e e e e e e e e e eeeees 41
5.1. Number and percentage of students who completed the IEPS and RIPLS by Academi

[ o] ] L1 = PSP 43
5.2. Count and Mean IEPS for Pre and Posttest by Academic Program ...........cccceeeeeeeenennn. 45
5.3.  Pre and Posttest mean for each IEPS factor............occcviiiiiiiiiiii e 48
5.4. Count and Mean RIPLS for Pre and Posttest by Academic Program..............cccccevvvvnnnns 54
5.5. Pre and Posttest mean for each RIPLS facCtor............cccoeiiiiiiiiiiiiiiiieeece e 56
5.6. Correlations between IEPS and RIPLS...........ccouiiiiiiie e 61
5.7.  Mean IEPS score for €ach fOCUS GrOUP .....uuiiiiiiiei i 62

5.8. Focus Group response: My overall experience so far in the “Health Mentogsdimr
NAS DEEN: .. e e e e e ar 62

5.9. Focus Group response: My overall past experience in interprofessionaloech&sat

01T o PP PPPPPPPP R 63
5.10. Focus Group description Of IPHE ............uuuuiiiiiiiie e e e e e e e e e e e 64
5.11. Focus Group positive experiences with the Health Mentors program................cccceeee. 65

5.12. Focus Group negative experiences with the Health Mentors program.................cccovveen. 67



5.1.

5.2.

5.3.

5.4.

5.5.

5.6.

viii

LIST OF FIGURES

Mean IEPS for Pre and Posttest by Academic Program ...............eeiiiiiiniinieeieiiiieeeeiiinns 46
Mean Factor IEPS for the September Pretest by Academic Program.................. 52

Mean Factor IEPS for the April Posttest by Academic Program............cccccvvvvvvivvvnnnnnnnnn. 52
Mean RIPLS for Pre and Posttest by Academic Program ...........ccccovvvvvviiiiiiiiiiineeeeeeeeen, 55
Mean Factor RIPLS for the September Pretest by Academic Program................ccoeoeee. 59

Mean Factor RIPLS for the April Posttest by Academic Program...............uvvvvvvciinneennn. 60



CHAPTER 1

CONTEXT AND STATEMENT OF THE PROBLEM

Introduction

In recent years the complexity and integrated nature of health care haséacré has
become accepted that the needs of patients are often greater than one singleofesdtbrpcan
address and requires collaboration on the part of health care providers (Freeth, 2001). This
growing need for more collaboration has resulted in more attention on the ir¢egovofl
education and practice of health care professionals (Schofield & Amodeo, 1999).
Interprofessional teams are being used in more situations across the heafectnum and as
a result more interprofessional educational efforts are needed. Integoootd health education
(IPHE) is the interactive educational process and cooperation amongsviagalth care
professions. Teaching health care students that they cannot work effesitheiyt the use of a
team is the first step toward changing health care practice in ti@atketting. Using a two
phase mixed methods approach, this dissertation investigated changes in sitcked attd
measured interprofessional readiness as a result of a longitudinal ifgsspyoal health

education experience at Thomas Jefferson University called ‘HealtroMent

The goals of the Health Mentors program are twofold. The first goal isséodbadents
work in highly functioning teams and to learn the roles of other health care ppotdssiThe

second goal is to have students develop an understanding of patients’ perspectivasf chr



illness care. While this program hopes to successfully integrate both eatissertation

concerns itself with exploring the first goal, the study of interprofesisashecation.

Interprofessional health education is not a new concept, but is one that has gained
momentum in recent years as the population of the United States ages andiémeascof
chronic iliness increase. According to the United States Department it lded Human

Services Administration on Aging, there were 37.3 million persons aged 65 anchd0é6i

and they predict about 71.5 million older persons in 2030, more than twice their number in 2000

(AOA, 2009). This rapidly growing population often is associated with higher incidences of

chronic iliness, which requires a team approach to care.

The need for a formal IPHE collective was recognized internationatyiriithe United
Kingdom with the creation of the Center for the Advancement of Interprofeb&iduneation
(CAIPE) in 1987, and the establishment of the Journal for InterprofesssionahQ&&61 More
recently, Health Canada formed the Interprofessional Education for CallsfedPatient-
Centered Practice in 2006. And in 2008 individuals from academic health centers f@egonsi
implementing interprofessional education in the United States formed thecameri
Interprofessional Health Collaborative (AIHC). In recent years, theed@tates and Canada
have partnered to host interprofessional education conferences called Collabireiswy
Borders, where individuals from academic centers gather to share rasaliscass common

issues and facilitate IPHE work at local and national levels.

Interprofessional health education in a pedagogical approach whereby students from

different professionactivelylearn together, rather than simply sharing an educational



environment together (Freeth, 2007; Headrick, Wilcock, & Batalden, 1998). The goal ofdPHE
to have students learn how to function as part of an interprofessional team, and as satsh stude
must have collaborative exchanges with each other after a shared expdtidaes not include
students sharing an interdisciplinary workshop together, or students beingftanghtfaculty
member from another discipline, or students participating in a clinical settingnother

member of a profession without shared responsibility or reflection (IOM, 2088 Tembers
must actively discuss their observations and contribute their own program skeavfiedge

and expertise with each experience. Barr (1998) summarized the professiopatencies

essential for successful collaboration:

Contribute to the development and knowledge of others

Enable practitioners and agencies to work collaboratively

Develop, sustain and evaluate collaborative approaches

Contribute to joint planning, implementation, monitoring, and review
Coordinate an interdisciplinary team

Provide assessment of needs so that others can take action

Evaluate the outcomes of another practitioner's assessment

In the literature there is a highly agreed upon definition that was creatked b\
Center for the Advancement of Interprofessional Education. They define it agsi@ts when
two or more professions learn with, from and about each other to improve collaboration and

quality of care” (CAIPE, 2002). In the context of this dissertation, interprofesdnealth



education is the term used to describe the planned educational process wherefstudents

different health programs learn together and work toward a common goal.

This chapter presents the rationale for the research study and introduese#neh
guestion. Chapter 2 shows how IPHE is discussed in the literature and also hovai e
theoretically influenced. In Chapter 3 the Health Mentors program is defatgieheoretical
framework is discussed, and definitions of the different health programs involtteel program
are given. In Chapter 4 the method of data collection and analysis of this stydgsmeted.
Specifically, a foundation is provided for the selection of a mixed methods desigrsséxine
choice of focus groups and survey tools. Chapter 5 highlights the results of thrsatms, and
Chapter 6 discusses those results and their applications and path for futuoh rd¢esae are
several appendices in this document as well. The first two are the contentvod thaveys used
in this study. The third and fourth are the focus group script and focus group verbatim resul
Finally, Appendix E contains results and discussion of a pilot study that was condu&ged in

2008 that was the basis for the current data collection and research study.

Rationale for the research study

Historically, doctors, nurses and others in the health professions were educataidlsepa
with degree specific curricula and usually inteprofessional education did notuwdd they
entered advanced clinical environments. This nonintegrated educational pracsdgned to
the professional workplace, where roles were not clearly understood by eaclamdhétle
respect existed between professions. Research has argued that moos aéoltlesivarious

health curriculums may reduce the predispositions toward competition thatfresudifferent



health education indoctrinations (Szasz, 1969; Beattie, 1995 cited in Barr, 2005). Higtorica
health care was guided by decisions made by doctors alone. Quotes taken txom dhéhe
century show that the doctor/nurse relationship was not interdependent and that theakoctor
the sole decision maker in the health care process.

[A nurse] must begin her work with the idea firmly implantetder mind that

she is only the instrument by whom the dogtets his instructions carried out;

she occupies no independgrsition in the treatment of the sick person.
(McGregor-Robertson, 1902)

No matter how gifted she may be, she will never becmediable nurse until
she can obey without question. The fiastd most helpful criticism | ever
received from a doctor waghen he told me | was supposed to be simply an
intelligent machinéor the purpose of carrying out his orders. (Dd&17)

Today there is a move toward more integrated practices, however manyogsuésm
this traditional relationship still affect the way doctors, nurses and othiéh beafessionals
work together. These issues are often amplified in today's work environment,gnédeex
interaction and respect are expected between professions. It has bedrtague
interdisciplinary contact among other professionals may assist in mutuastamdigng and
respect and form a better understanding about various professional roles:

One of the most effective ways to foster an undediteg about respect

for various professional roles and the value oftmuiofessional roles and

the value of multi-professional teams is to exposstudents, health care

professionals and managers to shared educatiortraming (Humphris,
2002 as cited in Health Workforce Advisory Commiit2e02).



Dr. Jack McCreary and Dr. George Szasz (1969) launched interprofessionalogdatcati
the University of British Columbia, Canada in the 1960’s and since then many government
charitable and academic institutions in the United States and abroad have urgedidrds
should experience some kind of interprofessional training as part of theiriedunairder to
better facilitate working relationships (Areskog, 1988; Funnell, 1995; O’Neil, 1988dwW
Health Organization, 1988). Health care is now moving toward a team based approash, and a
such it has implications for the education of all health professionals. Fostereater gespect
for each others’ roles and professions is the key to establishing good workitngnstips,
promoting better communication, respect and patient care. In a recentart®tiene (2006) he
pointed out that there is growing evidence that interprofessional care has pg&tv®n health
outcomes such as hypertension (Litaker, et al., 2003), mental health (StephermspninPel
Richmond, Hinman & Christiansen, 2002), asthma (Headrick, Crain, Evans, Jackson, Layman,
Bogin, et al., 1996), and degenerative illnesses such as Parkinson’s disease @yad®wen,
Trend, Grossmith & Kaye, 2003). A review of the literature show further exarapth as,
enhanced patient health outcomes, increased employee communication and maale, bett
availability of services to patients, more cost effective use of time aodroes, and overall
better satisfaction by patients and providers (D'Amour, Ferrada-VidetinNRodriguez, &
Beaulieu, 2005; Freeth, Meyer, Reeves, & Spilsbury, 1998; Freeth, HammicksReeppel,

& Barr, 2005).

Further, interprofessional learning has been advocated as a successtubdagyate
health care students (Brashers, Curry, Harper, McDaniel, Pawlson, & Ball, 2810&; H

Weaver, 2001; Harris, Henry, Bland, Starnaman & Voytek, 2003; Hilton, Morris & Wright,



1995). In areview of interprofessional education, Barr (2005) claims that it iesreas
confidence, furthers understanding among professions, and allows for better comorunicat

among and between professions.

In 1998 one of the recommendations articulated in the Pew Health Professions
Commission report was to “require interdisciplinary competence in all health
professionals”(O’Neil, 1998). Also in 2001, the Institute of Medicine reported thaetdéh
care system in the United States should be redesigned to focus on multi-discipbmasy They
stated that:

All health care professionals should be educated to deliver patietared

care as members of an interdisciplinary team, emphasizingneeidmsed
practice, quality improvement approaches, and informatics.(IOM, 2001)

At an educational summit in 2003, the Institute of Medicine emphasized the need for all
health professionals to be educated to provide patient centered care as members of
interdisciplinary teams to ensure that care is continuous and reliable (IOM, EQ&Bgr, one
of their publications states that patient safety is at risk if health carelerevdo not
communicate effectively with each other and work collaboratively (Kohn, Carr&ga
Donaldson, 2000). This interprofessional educational outline is not only supported by the
Institute of Medicine and the Pew Health Professions, but other major healtitiorsdisuch as
the American Council on Pharmaceutical Education (ACPE, 188&7Yrican Association of

Medical Colleges (AAMC, 1998; Kirch, 2008), American Nurses Association (2004), the



National Academies of Practice (Brashers et al., 2001), the Americaic Pighlith Association

(2009) and the Accreditation Committee for Graduate Medical Education (ACGME, 2001)

Increasing the ability of professionals to work collaboratively withim&ees vital to
health education today. Early prejudice toward other health professions hasroaaddocks to
effective education. As a result, respect and appreciation must be taught tcsstadgran in
order to lead to a better working environment. Despite the researched benefits t
interprofessional education and the noted endorsements by government and aageleias,a
integration in the curriculum remains a challenge. Barriers to implémgenterprofessional
education include cultural and historic differences between the academiamsogifferent
course schedules, challenges to professional identity, funding, logisticsliical liability
(Headrick, Wilcock, & Batalden, 1998; Rafter, Pesun, Herren, Linfante, Mina, Wus&daa

2006; Reeves & Pryce, 1998).

Gauging the attitudes and readiness of students toward working togetdsmms can
help guide educational programs, and make their learning more effective.iJlaeneed for
more focused research to create effective IPHE programs, and as enaeswuiccessful health
professionals. While evidence suggests that issues such as patientrshtpiglday of care can
benefit by IPHE, challenges exist to creating effective prograiemoréding to the literature
many professions still do not possess much knowledge about the roles of the other health
professions, have a lack of respect toward other professions, and disagreealnctioices due
to a lack of understanding about each others duties (Brashers et al., 2001; lahrr068;

Hilton et al., 1995; San Martin-Rodriguez, Beaulieu, D’Amour, & Ferrada-Videla, 200B). T



fact is a sizeable hurdle to the success of interprofessional collaboragomedf educating
students and collaborating in the workplace (Brashers et al., 2001; Fagan, 19%2et-ryi
2003; Hilton et al., 1995; Mariano, 1989). Additionally, there are more anecdotal accounts of
successful IPHE programs, than quantitative research. Scholars haveatidtias research on
IPHE needs to include more longitudinal mixed method studies (Freeth, Hammick&apel

& Reeves, 2002; Humpris & Hean, 2004; Pollard & Miers, 2008). Stone (2006) argues that,
“traditional, control group experimental designs may not be adequate, apigroprieasonable

as a sole means of evaluating interprofessional education”. The subsequantdtreview in
Chapter 2 shows the complexity and intricacy of IPHE and the challenges in rigatmasiing

the issue.

The research questions for this study

e What are the attitudes toward IPHE and how do they differ between the healthoeducat
disciplines?

e Do attitudes toward IPHE change over time as a result of IPHE exfosure

e Are there differences in readiness for IPHE between the health educatigptigs?

e Is there a relationship between attitudes and readiness toward IPHE?

This dissertation focuses on describing the process of interprofessional Healthan at
Thomas Jefferson University through a mixed method investigation of studentedcnrdhe
‘Health Mentors’ program. Two surveys were used to examine the attitudes dimegssdoward
IPHE. Additionally, two focus groups were conducted to further explore thedatiof their

interprofessional education experience. Together these tools helped reach@meiagh
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fostered a better understanding of the IPHE process and provided a thoughtfiibnediethe

Jefferson Health Mentors program by investigating the student perspective.
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CHAPTER 2

LITERATURE REVIEW

Introduction

The literature review presented in this chapter examines severaisaspec
interprofessional health education (IPHE). While empirical research ompincsi limited, it is
hoped that interprofessional health care teamwork improves clinical outcorhesssuatient
satisfaction and care, and provides for a more pleasant work environment. This plegaets
the various definitions and terminology associated with IPHE and discussewgptivations, its
history in the United States, and connects IPHE to educational learning cawdpts Social
Constructivism, attitude formation, and compliance. This chapter provides achesaaew of

scholarly articles that have contributed to the growth of IPHE in the UniételsSand abroad.

Definitions of Interprofessional Health Education

Throughout the literature there are several different terms for intesprof@l education,

and few specific definitions. An early definition from the World Health Orgsitn (1988) is:

A process by which a group of students from the health-related occupationsfisrgndi
educational backgrounds learn together during certain periods of their educ#tion, w
interaction as an important goal, to collaborate in providing promotive, preventive,
curative, rehabilitative and other health-related services. (World Heatn{2ation,
1988)
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More recently the Center for the Advancement of Interprofessional EducatidRECA
2002) defines IPHE as “occasions when two or more professions learn witrgricbabout each
other to improve collaboration and quality of care.” This definition was adopted anddcadapte
slightly by the World Health Organization (2009) to read, “Interprofessional goli@curs
when learners from two or more professions learn about, from and with each othdieo ena

effective collaboration and improve health outcomes.”

Other studies have adopted the ideas behind these definitions, but there are still
differences in the nomenclature. A literature review by Oandason and R2e08} listed
search terms on this topic as ‘interprofessional’, ‘multiprofessional’, Gigeiplinary’,
‘multidisciplinary’ and more simply ‘team’. Another review by the Canadmerprofessional
Health Collaborative (2002) found that the following were used interchangeahlin-‘te
approach’, ‘collaboratively’, ‘multi-disciplinary’ and ‘group-based’. Somerts are used
interchangeably, and the lack of concise definitions and uniform nomenclatlse¢dezonfusion

among researchers and practitioners (Brashers et al., 2001; Hall & \W2@0&r Tope, 1999).

In addition to multiple terms, there are slightly different definitions of wateant by
interprofessional education. Some consider it to be a class or lecture attestiedielnys from
mixed disciplines, others define it as more of a process of actively ledogeiper (Tryssenaar,
Perkins, & Brett, 1996). This dissertation uses the term interprofessionalieduaatl adopts
the CAIPE definition of ‘occasions when two or more professions learn with, from and about

each other’.
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How Health Education has Evolved in the United States

In an article published in 1996, Baldwin uncovers some of the origins and development
of interprofessional teamwork and education initiatives in the United Statess$toofal
teamwork first took place in the late 1940'’s, occurring both in private and milisatilyngs. The
first interdisciplinary health care team in the US was a compilation of docterses and social
workers at the Montefiore Hospital in New York who provided collaborative home care to
patients (Cherkasky, 1949). Militarily, interdisciplinary medical and satgeams were
employed with great success in World War Il (Baldwin, 1996). Doctors of diffespecialties
and nurses worked well together to help soldiers heal. It was found that by wog@tiger the

professions became a more efficient health care team, improving the pataptin the process.

Formal educational initiatives in the United States occurred a few deeaeies lthe
early 1970’s after a conference that explored issues of education for haadth(Baldwin,
1996). Research on team behavior and small group dynamics had begun in the 1950’s with the
work of Kurt Lewin and became a popular topic for social scientists in the deitedéollowed.
Effective teams require the shift of the highly individualistic nature of humaneriéans
specifically value choice and individual rights, and therefore studyiegtefé teamwork and
compromise was needed if interprofessional education was to succeed. In bieatdams it
requires cognitive re-definition on the part of all members, shifting wihatains to be an
individual practitioner to being an individual as a part of a team. It was ahptagression to

study the application of group behavior and dynamics to the field of health care.
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In 1974, the Office of Interdisciplinary Programs was created and sgvands were
funded at this time to study interprofessional education. At the same timegl sereersities
across the country began funding and researching this area as well. Unfbytinyatee 1980's

many programs and initiatives lost funding and research suffered as a result

Over the last decade, there has been a resurgence in IPHE and the attentioudta
from questioning its usefulness in patient care, toward ironing out the nuances ofiémialion
and debating the best applications and timing of the educational experience&{Ba)yr To
date, the United States still lags behind other nations such as Canada and thKibgidem,
where interprofessional education is mandated by the governments. Howevéeveittvént of
groups such as The American Interprofessional Health Collaborative theaySoon be able to

rival advances by other nations.

A literature review by Barr (2005) cited the development and progression of

interprofessional education in recent years. He cites that the recenhgwalbeen:

To modify negative attitudes and perceptions (Carpenter, 1995)
To remedy failures in trust and communication between professions (Carpenter, 1995)
To reinforce collaborative competence (Barr, 1998)
To secure collaboration
-to implement policies (Department of Health, 2001)
- to improve services (Wilcock and Headrick, 2000)

- to effect change (Engel, 2000)
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To cope with problems that exceed the capacity of any one profession (Casto and Julia
1994)

To enhance job satisfaction and ease stress (Barr et al., 1998, McGrath, 1991)

To create a more flexible workforce (Department of Health, 2000) (Barr, 2005, p 13).

Learning Theories and Interprofessional Education

One of the main goals of interprofessional education is to ‘enabladrs to acquire
knowledge, skills, and professional attitudes that they would not acdtetively any other
way.” (Parsell and Bligh, 1999, p. 89). As such, it is a method of egqdtudents, and has its
basis in several different learning theories. Barr (2005) hilgtsigeveral learning theories in a
review of interprofessional education. These include adult learnirgi¢se exchange-based
learning, action-based learning, observation-based learning, sonttb@ased learning, practice-
based learning, social learning, and social exchange theory. In his papeesie sta

A general theory of interprofessional education may one day thkpes

Meanwhile, its components may be identified thihe application of principles

of adult learning to interactive, group based learning that relates collabarativ

learning to collaborative practice within a coherent rationale informed by

understanding of interpersonal, group, inter-group, organizational and inter-
organizational relations and processes of professionalisafpr23)

This exhaustive definition highlights the intertwined nature of intdéessional
education. It is an application of decades of learning theoryandseas well as professional
experiences. A sample of the many applicable learning theappsopriate for explaining

interprofessional education is illustrated in this chapter. Forxaaustive review see: Barr,
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2005; D'Amour, Ferrada-Videla, Martin-Rodriguez, & Beaulieu, 2005; Kesw1990; Parsell,

Spalding, Bligh, 1998. Some of the more prominent theories are highlighted below.

Dewey (1963) is most renowned for his research on active learninglsbuestablished
the value of social learning. Dewey recommended that learheutdswork with others to solve
problems through hands-on learning, and applied these theories tmribept of ‘learning
communities’ (Brody & Davidson, 1998; Phillips & Soltis, 1991). These coniesrare teams
of students learning together with an emphasis on respect of atinérgroductive work as a
collaborative learning process (Brody & Davidson, 1998). The expeseme thought to foster
community among students, between students and their teachers, @mgl fagulty members
and disciplines. Within the learning community, each team meméaersiédrom the interactions
with other members, and information is shared freely between ereniBrody & Davidson,
1998). Interprofessional educational teams are a type of learamgunity. This collaborative
process is respectful of each other’s roles, and members idadliy each other equally and

learning is done ‘with, from and about’ each other.

Another prominent theory affecting interprofessional education islsognstructivism
which was developed by Lev Vygotsky. Social constructivists atigaielearning is a social
process and that individuals learn through the interaction of thestirexiknowledge, prior
experiences, and new ideas, events, and activities with which ¢dh&y i contact with every
day (Cannella & Reiff, 1994; Richardson, 1997). According to this thekmgwledge is
obtained through participation rather than through of imitation otitepe(Kroll & LaBoskey,

1996). Activities in constructivist settings are characterizeddbye engagement, investigation,
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problem solving, and collaboration with others. This last point spdbyfitees in with

interprofessional education. Based on this theory, IPHE studentteanti about each other’s
health professions, and in the process of knowledge acquisition bothuttentst and the
environment are changed. IPHE is inquiry driven, where studentseamgng from the
interactions with each other and their environment. They are lganoinonly about other roles,

but through teaching other about their own roles, their professional identityisslakfwell.

One concept important to Vygotsky’'s learning theory is the zone ofinpabx
development (Siegler, 1996). Vygotsky’s research found that studepgfiy(ryjounger children
were studied) demonstrated greater progression when theyassisted by a more skilled
individual than when they attempted a task alone. He definedashis zone of proximal
development which is “the distance between the actual developmevetlals determined by
independent problem solving and the level of potential development as idettrthrough
problem solving under adult guidance or in collaboration with more capabis’ {¥'ygotsky,
1978, p. 86 as cited in Wertsch, 1984). Applied to IPHE, students in one heaiptirdswill
learn how to better treat patients when working with their pghssmay have more experience
in certain areas. They will learn new techniques that the other healtegpoofe excel at, making

them overall better health practitioners.

Finally, social exchange theory applies to interprofessional education and its
collaborative learning process. Social exchange theory suggests thabtéas influenced by
the social interactions that occur within a group (Blau, 1964; French & Bell, 1984). Group

behavior is argued to be a series of exchanges and negotiations for réweavasuals will join
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groups in order to get a certain benefit, and in exchange the member helps the gyoypisic
its goals. Members bring specific knowledge and expertise to interpmfakgroups, and in
return gets rewards. It is a cost benefit model, where there needs to be a bhtane and take
by all group members. If members feel they are not getting enoughthereding in the group,
they will not likely add much to the group. Translated to an educational setting stheeats
are forced to join these groups, one can argue that students must get enough edussasiaisal
from these groups to give them their full attention. These rewards can dddgagdes, or
other non-tangible positive experiences, such as networking and learningethefrother

professions that may help them later in their career.

Previous Research on Interprofessional Education

An exhaustive review of over 200 studies on interprofessionalism education ly, Freet
Hammick, Barr, Koppel and Reeves (2002) found that most quantitative research on
interprofessional health education has occurred in the last fifteen ye&msgma fairly recent
research topic. Of the research evaluated by the team, there was an eNpeniainstf hospital
based and community based interprofessional programs, with a large proportiograifisro
dealing with chronic health conditions. Further, 78% of the research that was stuthedby
took place in the United Sates and only 25% of those studies had a participant group that wa
pre-qualification or pre-certification. This last statistic idergifiee need to study participants

from students who have not become certified in their area of medicine yet.



19

In the same evaluation, Freeth et al. (2002) outlined five possible outcomes of
interprofessional education based on Kirkpatrick’'s 1998 model for educational outcomes. Thei

modified model is listed in Figure 1.

Table 1.1: Model of outcomes of interprofessional education (Freeth et al. 2002, p.14)

Educational Outcome | Description

Learners’ views on the learning experience and its
Reaction interprofessional nature

Changes in reciprocal attitudes or perceptions between
participant groups. Changes in perceptions or attitude

Modification of toward the value and/or use of team approached to caring for
attitudes/perceptions | a specific client group.

Acquisition of Including knowledge and skills linked to interprofessional
knowledge/skills collaboration.

Identifies individuals’ transfer of interprofessional learning
Behavioural Change to their practice setting and changed professional practice.

Change in organisational

practice Wider changes in the organisation and delivery of care.
Benefits to
patients/clients Improvements in health or well being of patients/ilient

Interprofessional Education and Attitude Change

The present dissertation focuses on measuring the outcomes of ‘reaction’ and of
‘modification of attitudes/perceptions’. Understanding the interprofessexparience and the
reaction of the participants is the first step to obtain the desired effeetroirlg ‘with, from and
about’ each other’s discipline. Attitude is an important concept in understanding huragimbeh
and the reaction to social environments (Allport, 1966). Understanding attitudes &Ml

program directors change or influence behaviors and help develop each programg learnin
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strategy (Carpenter, 1995; Hall & Weaver, 2001; Hind et al. 2003; Parsell, Spaldstigh&

1998).

The concept of attitude and attitude formation is extremely complex and theiolefisit
not entirely agreed upon in the literature. Allport (1966) defined attitude asidndl mental
processes which determine both the actual and potential responses of each persmtial the
world” (p 19). Allport’s definition indicates that attitudes can decide or prewiandividual’s
reaction to their current social environment. Such a reaction can be positive orendgat
measured correctly, attitude is a significant attribute that can be useslict piehavior (Ajzen

& Fishbein, 1980).

One theory related to attitude formation in group behavior is called social ciraat,
in which exchanges involving individuals with differences can cause changes in atotvdes$
others (Allport, 1954; Tripp, French, & Sherill, 1995; Tripp & Sherrill, 1991). It warlhyit
developed to attend to racial stereotyping; however, it can be applied to ahigrsivith robust
group membership identities, such as individuals in the health professions wheezealesrly
defined. Specifically, the theory postulates that prejudice, stereotypuhgjsumimination may

be reduced by contact with other groups (Allport, 1954).

Attitudes are not only cognitively based, but emotional as well. They includanfee
moods and emotions experienced in relation to the attitude object” (Warr, 2002, p. 18). Simila
to attitudes, but slightly different, stereotypes are cognitive attitalolest a group shared by
members of that, or another, group (Haslam, 2004). Goleman (1998, p. 155) notes, “group

stereotypes can have amotionalpower that negatively affects performance”. Students enter the
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interprofessional educational process with pre-existing stereotypesraiimeprofessions and
others’ professions (Tunstall-Pedoe, Rink & Hilton, 2003). The goal of any IPHEaptag to
encourage positive attitudes and appreciation toward each other’s educationahdistitiie
same time breaking down negative stereotypes that each other may haviegLaaout each
others educational discipline and working together to see each other’s stisttigéhkey to

successful health care.

Several studies have outlined attitude changes as a result from IPHE, thoudaneca al
positive attitude change. Some studies have shown that IPHE programs can tidemgs’s
attitudes and increase understanding of the role of others in the health carehtaaver, there
is no evidence that there is a long-lasting effect (Freeth et al., 2002],F2pa&ling & Bligh,

1998). This may be due to the lack of longitudinal studies on interprofessional education.

Carpenter (1995) conducted a study on a program that intended to improve medical and
nursing students’ attitudes and overall knowledge of each other’s educatiai@irdis They
found that while nursing students’ attitudes toward medical students had improvedeafter
program, the medical students’ attitudes toward nursing students decreasetiaoonetayed
unchanged. Using a mixed method approach, Rutter and Hagart (1990) evaluated akwo-we
full-time program of various members of an alcohol counseling program. They foundhtleat w
participants enjoyed the course and improved their knowledge of IPHE collahothéir
attitudes and the quality of their interactions stayed unchanged. Parsellngpatdi Bligh
(1998) evaluated with a pretest/posttest questionnaire, a two-day IPHe gatlr 28 students

from varying health professions and medicine, and found that the course cultivated ntiwe pos
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attitudes of the other educational disciplines. Further, Pollard and Miers (2008) that
professionals who had gone through an interprofessional educational program respand by be
more positive about their interprofessional relationships than their non-intexgoofel
counterparts. The literature suggests that the aspects that assisegsflloollaboration among
team members are a mutual respect for each other and their work, open and honest
communication, an ability to be a good listener, and having the same goals (8estier2001;
Hall & Weaver, 2001; Harris, Henry, Bland, Starnaman, & Voytek, 2003; Hilton, Md&tris

Wright, 1995).

Compliance and Attitude Change

The data in this dissertation are from students in a mandatory two year protieainthea
Health Mentors program, which is described in depth in Chapter 3. Compliance in thémprog
is compulsory for all students in all disciplines in order to get a passidg.drathe late 1950’s
Leon Festinger studied the cognitive effects of compliance. Spelifibal studied what
happens when a person holds an opinion that is contrary to a task they are forced to perform
Compliance doesn’t always bring about attitude change. Festinger proposed twastbeori
compliance. The first is that if a person is forced to do or say something tbatrarg to their
own opinion or beliefs, then there will be a tendency for that person to change his opinion so it
corresponds with what he was forced to do. The second is that the larger the pressui)t,
the weaker the change in attitudes (Festinger, 1957; Festinger &n@las1$959). Gentle
persuasion seemed to go further than forced participation. Translated to I&dBiStvho

come into a program with negative attitudes may change their attitudadavbed to
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participate in the IPHE, however, the larger the pressure to comply withHEebi@liefs, the

less likely they will change their opinions.

Earlier in this chapter, the issue of varying definitions and terminology rexgoéwound
interprofessional health education was discussed. This raises a challeeggatrchers trying to
develop outcomes and build on existing metrics. Additionally, the lack of uniformapgihe
type of interprofessional collaborative teams leads to trouble generalizéngrogram’s
successes and failures to another. Some metrics to measure various #hetee$o IPHE have
been developed to target specific university or hospital based programs, Waikeare used
more globally. More research needs to be done to evaluate the outcomes of those amgjrams
to validate the metrics. It is hoped that teaching interprofessional extuwali make for better
practitioners and therefore enhance safety and patient care. Fagilgadfessionals in the
health disciplines to work effectively and collaboratively by way of inteiglimary teams is
vital to health professional education. This study uses qualitative and quantfgiroaches
(mixed methods) to examine IPHE. The following chapter describes #rprivfiessional

educational experience investigated in this dissertation, the Health Blenbgram.
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CHAPTER 3

HEALTH MENTORS PROGRAM

The Jefferson Center for InterProfessional Education is responsible for paiting
practice various interprofessional student and faculty programs at Theffeasah University.
In 2007 they implemented a longitudinal interprofessional chronic illness menpooggm for
medical, nursing, occupational therapy, physical therapy students calkdth‘Nentors’.
Students from pharmacy, couple and family therapy, and public health weretadegta the
program in 2008. The Health Mentors program is based on the Wagner Chronic care model
(Wagner, 1998). This model includes six core areas in managing chronic disedsanalself-
management support, clinical information systems, delivery system neddsdaision support,
health care organization, and community resources. The model stresses thatritsl&tete
components can produce an improved health care system in which patients are krathdedge
and active and are able to interact with integrated teams (Bodenheimeen&grumbach,
2002). The Health Mentors program teaches these educational principles to dreadtindents

in their first year of training.

The Health Mentors program is a service learning program where the goajust
learning a skill or fact, but doing so through helping the community. The prograrts seberos
of four or more students who are in the pre-certification stage in their careleineluding two
students from medicine and the other students from two or three different healtiscalines.
Together, these students visit an individual living in the greater Philadelphiagih with one

or more chronic health conditions. A few examples of chronic diseases are hessedeancer,



25

lower respiratory disease, and diabetes (Centers for Disease Control\attiBing 2004).
Students then complete assignments in teams and debrief in groups with anfi@caligr. This

program is required and is part of a course grade in their respective programs.

The long range goals of this program are not only to improve the students’
interprofessional collaboration but also to improve the overall health care of indswetia
chronic health conditions. The teams conduct four visits over the academic yesheritoor
complete specific assignments relevant to the care of paflérag.work collaboratively to
conduct a life review and health history, review access to health carg issdaliscuss

expectations of patients related to health care providers.

In the 2007-2008 academic year there were over 130 mentors involved in this program,

and in the 2008-2009 academic year there were over 256 mentors involved. Among otlsr factor

this increase is due to the positive success of this program. In April of 2008, an erad-of-ye
celebration occurred where students and their mentors and family cedleabeticcess of the
first year of the program. Feedback gathered from the Health Mentors olognanpiis as
follows:
It has been a most rewarding experience to be a part of the Jeff Mentorsmprogra
The young people on my team have been a joy to work with. They are bright,
engaged, and empathetic, all the qualities that one could wish for in a health care
professional. I'm looking forward to working with [them] next year (Health

Mentors Newsletter 2008, pg 3).

| am delighted and proud to be a part of a program that will enhance the future of
health care professionals (Health Mentors Newsletter 2008, pg 3).
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Health Disciplines

The goal of interprofessional education is to have students learn from with and about
each other. Many students, and some professionals, have preconceived notions about each others
profession and roles. At the orientation session of the Health Mentors program,sstudent
introduced to the roles they will be working with and learning from. Today, theleread
applications to health profession careers. Below are summaries of eadsiprotbat
participates in the Health Mentors program from the Jefferson InterposfasEducation

Center (http://naples.tju.edul/jcipe/resources/info_sheets.cfm).

Physician

The common path to practicing as a physician requires eight years of edumtond
high school and three to eight years of internship and residency beyond that; adgitioell
are required to pass a series of licensing examinations and complete ongdarsvaf graduate
medical education. MDs seeking board certification in a specialty may speadexeh years in
residency training, depending on the specialty, and a certification examimathat specialty
area is often required. Further, physicians must complete ongoing continuing@dand
practice improvement activities to maintain board certification. Playsalliagnose illnesses and
prescribe and administer treatment for people suffering from injury asdis@hysicians
examine patients, obtain medical histories, and order, perform, and interpret dtaigstst

They counsel patients on diet, hygiene, and preventative health care. Physgiclkamsone or
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more specialties including, anesthesiology, family medicine, interrdicine, pediatrics,
obstetrics and gynecology, psychiatry, urology, and surgery. Physiciansgmct variety of
settings such as hospitals, clinics, outpatient facilities, workplaces, semootelleges,

homeless shelters, senior citizen centers, nursing homes, and rehabitiestiers.

Nursing

To become a registered nurse (RN), a student must graduate from anedctadk-
approved school of nursing and pass a state RN licensing examination. Nursing esetbigopr
promotion, and optimization of health and abilities, prevention of illness and injury, tlavia
of suffering through the diagnosis and treatment of human response, and advocacsgria tifie
individuals, families, communities, and populations (American Nurses Assogid003 p. 6;
American Nurses Association, 2004, p.7). Nurses work in a wide variety of selipgg af the
health care team. These include hospitals and clinics, homes, nursing homes, schools,
workplaces, community centers, homeless shelters, children’s camps, andsitasist
Additionally, non-clinical roles such as administrators, researchers, andadwra also

possible.

Physical Therapy

Physical Therapists can enter the field with a post-baccalaureate ttegnesn
accredited physical therapist education program and pass a national liex@suneation.
Physical therapists provide services to patients/clients who have impayrugational

limitations, disabilities, or changes in physical function and health stegufing from injury or
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disease. They are involved in prevention, in promoting health, wellness, and fitness, and in
screening activities. PT’s work with individuals of all ages and in a vavfgtyactice settings
including, hospitals or subacute facilities, outpatient clinics, rehalolitaenters, skilled

nursing or assisted living facilities, industry or workplace, homes, schools, hogpoces

training and fitness facilities, and education or research centers.

Occupational Therapy

Occupational Therapists (OT) enter the field with a master's degrectoral degree
and a passing score on the national OT examination. They may be certified ihhealtite
pediatrics, gerontology, or physical rehabilitation, or received spgciattification in driving
and community mobility, environmental modification, feeding, eating and swallpanglow
vision. OTs work with other members of the health care team and use physical andqusgthos
methods to help people adapt to or compensate for the physical and emotional affects of
disabilities. They help patients achieve independence in all facets of thgjrdiveome, at work,
school and community settings through improving motor function, interaction and reasoning
abilities. Occupational Therapists work with infants and children with spee#th needs to
help them improve their performance in play, social connections and school. OTs wmwork wi
patients to learn or re-learn skills necessary to lead independent productive Tisggo@de
comprehensive home and job site evaluations and provide special environmental adaptdtions
equipment recommendations to help individuals function independently and safely in their
environments. Additionally, non-clinical roles such as administrators, reeesrand educators

are also possible. OT’s work in a variety of practice settings including, hoamngsingervention
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centers, schools, hospitals, adult day programs, community centers, group homess,job s

assisted living, long term care and skilled nursing and hospice programs.

Pharmacy

The Doctor of Pharmacy degree and two national licensure examinations aredégjui
become a pharmacist. Pharmacists can also be certified in speciatyacé as nuclear
pharmacy, nutrition support pharmacy, oncology pharmacy, pharmacotherapy, emdtpsy
pharmacy. Pharmacists have expertise in how drugs are processed by thetoaite dosage
formulation influences drug action, economics, and other health, social, and adtiiaistra
sciences. They interact directly with patients as they fill presanigt provide information
regarding medications, and monitor their response to drug therapies. Pharatsaigtsrk with
physicians and other members of the health care team to select the most aepdopgi therapy
regimens, identify potential drug interactions, and establish monitoring rezodations for
patients. Pharmacists may also conduct research to develop new drug theegiesprevent
or treat various disease states. Additionally, non clinical roles such as ddatonss researchers,
and educators are also possible. Pharmacists can pursue careers in a \&tghgsfincluding
community pharmacies, hospital pharmacies, long-term care facilitiesp@bteutical

companies, managed care companies, medical publishing companies, and educatngsal sett
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CHAPTER 4

RESEARCH METHOD

Introduction

This chapter provides description of the mixed methods design employed in this study,
specifically the choice of survey tools and focus groups. Also discussed is thelldatzon

methodology of both methods.

Rationale for Mixed Methods Approach

The multifaceted nature of interprofessional health education lends itself eygusn

ideas about approaches to evaluation and training (Stone, 2006). It is more complerthan s
traditional professional education programs because of the multiple discipioésed, the lack

of singular outcomes, and the varied settings IPHE can take place in (Stone, 20@&eafchr
this complex educational initiative fully, a mixed methods approach was fedt appropriate.
Previous research evaluations by Freeth et al. (2002) and Humphris and Hean (20@&4¢dugge
that evaluation of IPHE should include longitudinal mixed-method studies. Furtlegrraiala
and Guyatt (2002) articulated that “quantitative research methods may be inadeaqagpture

the complexity of an educational system” (p. 1110).

This study utilizes a two phase mixed design, using survey and focus group methodology
The goal of this two phase design is to utilize the qualitative survey data inelubter

understand the quantitative results (Creswell & Plano Clark, 2007). Survey tools can nesw
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‘what’ of a question, getting firm quantitative results from a large numbiedividuals, but
focus groups help explain the ‘why’ and uncover less obvious areas of researchsigms de
starts with the analysis of quantitative survey data followed by the cohleatid analysis of the

qualitative focus group data.

Mixed methods research is not new, but has undergone a revival in recent yeast Whil
wasn’t formally named, it was first seen in earl{'2@ntury in works of anthropologists and
fieldwork sociologists who merged qualitative and quantitative techniques to gatesiroups
of people (Johnson, Onwuegbuzie & Turner, 2007). It was thought that integrating imosclus
from two or more research methods “enhances our beliefs that the resultschemdaipt a
methodological artifact” (Bouchard, 1976, p.268). Campbell and Fiske’s 1959 artilotauight
to be the first to formally identify the research practice, calling utltiple

operationalism’(Johnson, Onwuegbuzie & Turner, 2007).

Historically, quantitative researchers saw no validity in a qualitappecach to
research. Likewise, qualitative researchers thought that quantitatheds were too rigid and
didn’t allow for variations in context (Krueger & Casey, 2000). Slowly in the late $98Xed
method designs began to become popular as complex issues required versatilecated intri

approaches to problem solving (Tashakkori & Teddlie, 2003).

Qualitative research explores the experiences of people or groups atal anesver the
motivation following those experiences and behavior (Creswell, 1994). There arealhty
issues with qualitative research. There may be internal validity tHreedsise it can be

considered too theoretical and descriptive and can lend itself to confirmatioCtaaw/€ll,
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1994; Strauss & Corbin, 1990). External validity threats are that most of the outcomes are
generalizabile to a larger population (Creswell, 1994; Maxwell, 1996). Additioreslts to
validity are researcher bias and reactivity such as the Hawthorne¢ @f@ovell, 1996).
Researcher bias such as selective thinking may occur when the data & dheselected
because it suits the researcher's hypothesis and reactivity is theheffezsearcher has on the
individuals in the focus group (Maxwell, 1996). Using multiple observers can help with the
problem of selective thinking and confirmation bias, and using multiple methods in adalition t

gualitative approaches can help deal with reactivity.

There are other terms used to describe the combination of both qualitative and
guantitative research. For example, “integrated research design” antdrfratiiod design” are
used in the literature. However, this study used the term “mixed methods” anddatiapte
working definition by Stange, Crabtree and Miller (2006):

[Mixed methods] research brings together numbers and narratives, description,

hypothesis testing, hypothesis generation, and understanding of meaning and

context to provide fuller discernment and greater transportability of the
phenomenon under study. (p.292)

Rossman and Wilson (1985) identified three reasons for combing qualitative andagjuanti
methodologies. First, it can be used to verify each other. Second, it can createcamplede
picture of the data. Third, it can be used to begin new avenues of research kyngnitga
inconsistencies that emerge from the two. Greene, Caracelli, and GfE®&9) identified more

broadly defined purposes for mixed methods research. These are triangulatiolencemarity,
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development, initiation, and expansion. More recently, Collins, Onwuegbuzie, and Sutton (2006)
established that there are four core reasons for conducting mixed methadshieBleese are

participant enrichment, instrument fidelity, treatment integrity, and sgni€e enhancement.

This last construct, significance enhancement, is particularly ngfahto the current
study. Enhancing the results of the quantitative survey data by conducting focusigtbeps
rationale for conducting a mixed methods analysis. It is hoped that thisailiteta a better

understanding of student attitudes and readiness toward interprofessionbaduca

Survey Methodology

Survey Participants

The participants in this study are first year students enrolled in the 2008-2009
interprofessional educational program ‘Health Mentors’ at Thomas Jefferseerslity.
Students from the academic disciplines of medical, nursing, occupationalyth@rggical
therapy and pharmacy were included in this study. There were less than twdatistn the
couple and family therapy and public health disciplines who voluntarily partidipatbe
Health Mentors program but were not included in this study due to the small number amd due t
the fact that they volunteered to participate and did not have the same academemegsias

other disciplines.
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Survey Instruments

Interdisciplinary Education Perception Scale

The 18-item Interdisciplinary Education Perception Scale (IEPS) wddaseeasure the
professional perceptions of students exposed to interdisciplinary settiagjsered their own
profession and other health disciplines (Luecht, Madsen, Taugher, & Peterson, 1990). The
instrument was created to standardize the assessment of interdiscigdineayion and has been
used by many researchers studying interprofessional education. It is divioléalir factors:
competence and autonomy, perceived need for cooperation, perception of actual coopedation, a
understanding others’ value. The instrument is on a five-point Likert scale gdrmim
“strongly disagree” (1 point) to “strongly agree” (5 points). A higher scorefi&g a more

positive attitude about interprofessional collaboration.

The instrument has a high overall alpha of .872, but a range of low to high alphas when
broken down by factors (.518 - .823) (Luecht, Madsen, Taugher, & Peterson, 1990). When
designing the instrument the authors used content validity to test the igliabihe instrument.
This was done on a consensus basis by five faculty members in various healthonotass
pre-tested before on students to validate the psychometrics before a fulvagidgnducted by
the authors on 143 students from different academic disciplines, gender, and actdamic s
(Luecht, Madsen, Taugher, & Peterson, 1990). There were a disproportionatelynigiter of
females(120) to males(20) in their study and a higher level of undergraduateajushsenior

students. The current study is not concerned with gender and is administeringvéysta first
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year students, so it is still deemed appropriate to generalize to our population. Agpshdixs

the contents of the instrument.

The authors conducted a factor analysis and created four factors which compiled 58.6%
of the variance of the instrument (Luecht, Madsen, Taugher, & Peterson, 1990)arEheight
items on the first factor which is ‘perceived autonomy and competence withincone’s
profession’. The highest loading item on this factor is ‘individuals in my professsonedl
trained’. There are only two items on the second factor and relate to ‘understiediatative
need for interdisciplinary cooperation as it impacts one’s own profession’, witteihe being
‘Individuals in my profession need to cooperate with other professions’ and ‘Individuays in m
profession must depend upon the work of people in other professions’. The third factor contains
five items and contains items that are related to the ‘perception of actuatatampbetween
one’s own profession and other professions’. The highest loading item on this factor is
‘Individuals in my profession are able to work closely with individuals in other piofess
Finally, the fourth factor contains three items associated with an ‘uadénsg (or willingness
to understand) the value of other professions’, with the highest loading factor Inéingltals

in my profession have a higher status than individuals in other professions’.

Readiness for Interprofessional Learning Scale

The second survey instrument being used in this dissertation is the 19-itemeRsddr
Interprofessional Learning Scale (RIPLS), which measures studeatkhess toward
interprofessional learning, in the dimensions of teamwork and collaboration, pro#dssi

identity, and roles and responsibilities (Parsell & Bligh, 1999). Like th& @k instrument is
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on a five-point Likert scale ranging from “strongly disagree” (1 point) tafgly agree” (5

points). It has been validated by Parsell and Bligh and used by other hesgatadying
interprofessional education. The internal consistency ranged from a high of .Rbvtofa46.
Unlike in the original RIPLS, this study will reverse code six items. Theskeans 10, 11, 12,
17,18, and 19. Reverse coding of items 10, 11, and 12 was suggested in a critique of the
instrument by McFadyen, Webster, Strachan, Figgins, Brown and Mckechnie (2006yirg sc
for this dissertation, items 17, 18 and 19 were also reverse coded to be able to comalte a tot

readiness score and make interpretation of overall ‘readiness’ morengfe&ani

The RIPLS is composed of three subscales. The first factor containgrsxlitat are
related to the effectiveness of team working skills and three items atedréd the need for
positive relationships between professions. The strongest item on this facearrsng with
other health care students will help me becomes a more effective menaldeeaith care team’
closely followed by item ‘patients would ultimately benefit if heakihecstudents worked
together to solve patient problems’. This item gets at the crux of the gohetitt care

professions should be trained in patient centered care.

The second factor contains seven items that contribute to positive and negative
characteristics of professional identity. The highest loading item is ‘I da@mit to waste my
time learning with other health care students’ which is a negative aspetrprofessional
education. A highly loading positive item on this factor is ‘Shared learning vllrhe

communicate better with patients and other professionals.
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The third factor consists of three items related to knowing professionalitelas on
this factor include, ‘The function of nurses and doctors is mainly to provide support for goctors
‘I'm not sure what my professional role will be’, and ‘I have to acquire much kmowledge

and skill than other health care students’. The full instruments are presenigaeimiix B.

Psychometrics of the IEPS and RIPLS Together

The Interprofessional Learning Group at Glasgow Caledonian Univé@s been using
both the IEPS and the RIPLS to examine attitudes toward intguidiscy education of
undergraduate students from different health and social care psogrfaey conducted a study
on a modified sub-scale version of the IEPS and the full RIPLS and fadmgh alpha of .80
indicating that the two measures are highly reliable when teggdher. (McFadyen, Maclaren,

& Webster, 2007).

Survey Administration

All first year participants in the Health Mentors program were askedplete the
IEPS an RIPLS in September 2008 via paper and pencil during a one day workshop introducing
them to the program. In April 2009, during a concluding workshop, these same students were
asked to take the IEPS and RIPLS again via paper and pencil to measure chatigeses and

readiness.
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Focus Group Methodology

Building on the results from the first phase of the mixed methods design, this study
utilized focus groups as its qualitative methodology. Focused and structured wéemile
groups were first developed in the 1940s (Merton, Fiske, & Kendall, 1956) and have been used
with great regularity by social scientists and market researchieesesearcher uses guiding
guestions to shape the discussion, but the group participants make up their own dynamic and
discuss topics with each other, as opposed to only answering questions. Thisacreates
conversation and group interaction, which become the data analyzed (Morgan, 1997a). Focus
groups were conducted with guiding questions to steer the conversation as one roezsuife t
the Health Mentors program was effective and to gauge the attitudes toveapdofgssional

education.

Focus Group Participants

Selecting the right participants is key to a successful focus group. Morgar Y e8gs
that participants for a focus group should not consist of a random sample. The subject pool for
the focus group was all Health Mentors participants who completed two survey woibe®
later in this chapter (the IEPS and RIPLS) during the September 2008 worksitgntStvere
recruited through email, class notices, and online postings to the Jefferametisyystem. In

total, 27 students responded, and of those, 22 students participated in two separate groups.

Focus Group Administration
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Focus Groups were conducted at the conference room of the Thomas Jeffersontiniversi
Center for Collaborative Research in Philadelphia, PA. The focus groups werdaguetl and
the participants signed a consent form acknowledging that they werethesakgere taped. The
audiotape recorder was placed on the center of the conference table. Reftestene offered
to the group. A focus group script was followed during each session and is located in Appendi

C. Additionally, descriptive data were collected for each participanseltata included:

Educational discipline

Overall experience in interprofessional education
Gender

Age

Present in each focus group was the research investigator and a memberad Thom
Jefferson University Health Mentor’s outcomes assessment researchitea team member
observed each focus group, making notes about the interactions and the order in which the

participants spoke.

Focus Group Analysis: Grounded theory

Grounded theory is a highly systematic qualitative research approach whittewas
theoretical basis for interpreting the focus group responses. Groundedwioeks\differently
than the traditional scientific method, in that there is no hypothesis and data ativénchiber
than deductive (Glaser & Strauss, 1967). The goal is to develop a theory about social and
psychological phenomena and the approach is a good compliment to other approaches to

research. Grounded theory is useful as a precursor to future investigations, @ad tuf ar



40

research in which little exploration has been done (Glaser & Strauss, 1967)selicdises,
theories cannot be analyzed because the variables applicable to the conceptsyezepat

fully recognized (Stern, 1980).

Verbatim responses were transcribed from the taped recordings of teegfoap
discussions and from these responses a theory will emerge. There artefig @@ coding the
data. The first step in analyzing the transcribed data according to groundedsreatigd open
coding. It is the process in which data are “broken down into discrete part$y elcmained,
and compared from similarities and differences” (Strauss & Corbin, 1998, p. 102). K&y poi
were marked with codes, and the codes were grouped into similar themes wisiciotee
based on recurring statements in the group, or between the two groups, or bigaherver
nonverbal agreement or disagreement to a comment made by a member in thel@upst
step in analysis is axial coding. This is the process of connecting the tzdegat themes
derived from the open coding (Strauss & Corbin, 1998). The last step is selectivg aodi
which the theory that has begun to emerge with axial coding begins to be analyzéekornes
presented in a conditional/consequential matrix in order to explain the relgt®nskie themes

(Strauss & Corbin, 1998).

The results from the focus groups were verified using a method of trianguldtien. T
technique compares the observations to the existing literature (Crek®82l). Another method
of verification is to use an unbiased external auditor to review the findings and unakkes/
came from the data (Creswell, 1994). This technique was done by principle ineestigha

member of the Thomas Jefferson University staff who is familiar withpraégssional
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education. Further end of year course evaluations were reviwed tostadeiit comments

reflected the focus group themes.

Table 4.1: Methodology and Timeline

Date Tool Participants
(n=474) medicine, nursing,
occupational and physical therapy
April 2008 Pilot Study: IEPS and RIPLS | students
(n=561) medicine, nursing, physical
therapy, occupational therapy, couple
and family therapy, public health and
September 2008 Pretest: IEPS and RIPLS pharmacy students
Focus groups exploring (n=10) physical therapy and
February 2009 attitudes toward IPHE pharmacy students
(n=12) medicine, nursing, physical
therapy, occupational therapy, couple
Focus groups exploring and family therapy and pharmacy
March 2009 attitudes toward IPHE students

April 2009

Posttest: IEPS and RIPLS

(n=538) medicine, nursing, physical
therapy, occupational therapy, couple
and family therapy, public health and
pharmacy students
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CHAPTER 5

RESULTS

Introduction

The purpose of this study was to determine the attitudes and readiness toward
interprofessional education and the Health Mentors Program. More spegificalgoal was to

answer the following research questions:

e What are the attitudes toward IPHE and how do they differ between the healthogducat
disciplines?

e Do attitudes toward IPHE change over time as a result of IPHE exposure?

e Are there differences in readiness for IPHE between the health educatigpties?

e Is there a relationship between attitudes and readiness toward IPHE?

This chapter reports the findings in sections beginning with the results of tBe IEP
survey, including its factors, then reports the RIPLS survey and its factors, andpbés the
findings from the two focus Groups. Of the five hundred and seventy-six studertipatng
in the Health Mentors program, only students who completed both surveys in September 2008
and April 2009 were included in the analysis to be able to conduct a true pretest posytgist ana
This resulted in a total number of four hundred and ninety-six responses, with the brebigdown
academic discipline shown in table 5.1. Two focus groups were conducted in February and
March of 2009 with a total of 22 students. They were analyzed using grounded theory and the

themes of the focus groups are presented in the later part of this chapter.



Survey Analysis

Two survey instruments, theterdisciplinary Education Perception Scale and the
Readiness for Interprofessional Learning Seadee administered in September 2008 and again
in April 2009. The Likert data from the IEPS and the RIPLS were treated asirdata, and as
such parametric analyses were deemed appropriate. Despite the faiktdhatcales are
technically ordinal data, and as such, non parametric statistics should be useth mrsdze
topic has suggested that it is acceptable to treat them as interval daia &Befla 2007;

Glass, Peckham, & Sanders, 1972; Lubke & Muthen, 2004).

Table 5.1: Number and percentage of students who completed the IEPS antPRS by

Academic Discipline

Discipline N Percent of sample
medicine 240 48
nursing 95 19
occupational theray 55 11
pharmacy 62 13
physical therapy 44 9
Total 496 100
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Interdisciplinary Education Perception Scale

The IEPS was administered to answer the questions: What are the attituales| RinE
and how do they differ between the health education academic disciplines2iRzatiward

IPHE change over time as a result of the interprofessional educatioh Negitors program?

The September Pretest data was analyzed to see if differencesideatékisted
between the academic disciplines before they started the Health Mewoignanpr The
homogeneity of variance assumption was assessed using the Levstie.stag result
indicated that the homogeneity of variance assumption was not violated LS (4,491) = .69,
.597. The analysis of variance revealed a significant difference betweenimesciy,495) =
4.70,p < .01. A Scheffe post hoc analysis showed that there were pretest differetveesrb
nursing and both pharmacy and physical therapy. Pharmacy studen#.09,SD = .36) and
physical therapy studentdsi(= 4.08,SD = .33) scored significantly higher than nursing students
(M = 3.85,SD=.36) on the total IEPS in September. However, a partial eta-squared suggested a
very small effect size, with 3.7% of the variance in attitudes being accounteddoadhemic

discipline.

Since there was significant variation in the pretest scores, an analysisofoce was
conducted to look at the differences in overall posttest scores by disciplinaNT@VA
resulted in a non significant difference in means by discipline at the end oé#fté NMentors
discipline when covarying for the variation in the September pretest sE(te$90) = 2.319, p

=.056. This suggests that any differences in scores by discipline remaihedodiastant.
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Table 5.2 and Chart 5.1 show the mean pretest and posttest scores by discipline. Overall
there were very little differences in the means from September ta Appntheans except for
physical therapy decreased slightly from September to April. A paaraglss t test was
conducted to compare the September Pretest IEPS data and the April Posttestietarmine if
differences were found in attitudes over time. There was a significanmeditt in the composite
score for total September Pretest IERBH3.98,SD=.39) and total April Posttesti(= 3.93,
SD=.44); t(495)=2.31, p = .02, d = .11. While attitudes decreased slightly from September to
April, the small effect size (.11) as measured by Cohen’s D suggests tlkastlitte clinical
significance to these results. Further, despite there being a aaghifi¢ference when the
disciplines were grouped together, paired t tests by individual academpidesshowed that
there were no significant differences in attitude scores by disciplineisTimigst likely due to

the smaller sample size of individual disciplines.

Table 5.2: Count and Mean IEPS for Pre and Posttest by Academic Discipé

Mean Mean
Discipline N Pretest Posttest
Medicine 240 3.99 3.94
Nursing 95 3.85 3.81
Occupational therapy 55 3.99 3.92
Pharmacy 62 4.09 4.02

Physical therapy 44 4.08 4.14
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Chart 5.1: Mean IEPS for Pre and Posttest by Academic Discipline
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I[EPS Factors

The IEPS is divided into the following four factors: competence and autonomyivperce
need for cooperation, perception of actual cooperation, and understanding others’ vidue. Af
analysis to determine if there were differences by discipline on the oseoadl, the following
analysis on each factor was conducted. Paired samples t tests fromideepteApril were
conducted to assess if differences were found over time. Further, an ANOVApwitipaate
post hoc analysis were conducted on each factor by discipline in September. The hdgnofjenei
variance assumption was assessed using the Levene statistic. TheréksalSeptember data

indicated that the homogeneity of variance assumption was not violated for fact¢4 495 =
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.69,p = .597 and factor 4 LS (4,491) = .9+ .597, but that it was for factors 2 and 3. As a
result, post hoc comparisons were assessed using the Dunnett C statidtfad¢toral Overall,

students responded the lowest to the factor 4 ‘understanding others’ values’ andehetbigh
the factor ‘perceived need for cooperation’. Table 5.3 shows the Pre and Postiestaneach

IEPS factor by discipline. These results are presented by factor inlthweigl paragraphs.

Factor 1

The paired samples t test revealed that there was a significantsgeicréactor 1
‘competence and autonomy’ from Septemtdér=4.09,SD= .46) to April M = 4.01,SD= .52);
t(495)=3.31, p = .00. These results indicate that students felt less competent and autamomous i
April than they did in September. Further, an analysis of variance showed sigrtiféarences
by discipline ANOVAF(4,490) = 12.23, p <.05. The post hoc analysis revealed that medicine,
pharmacy, and physical therapy students felt more autonomous and competent than nursing

students.

Since there was significant variation in the pretest scores by discipliaaasysis of
covariance was conducted to look at the differences in Posttest scores flijndisthe
ANCOVA resulted in a significant difference in means at the end of the Healttoké
discipline when covarying for the variation in the September Pretest sE@tet0) = 5.09, p <

.05, eta = .04.
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Table 5.3: Pre and Posttest mean for each IEPS factor

Occupational Physical

Medicine Nursing therapy Pharmacy therapy Total
Factor n=240 n=95 n =55 n =62 n=44 n=496
Competence and autonomy
Pretest 4.20 3.83 4.00 4.11 411 4.09
Competence and autonomy
Posttest 411 3.75 3.87 4.03 4.22 4.01
Perceived need for
cooperation Pretest 4.42 4.28 4.29 4.44 4.49 4.39
Perceived need for
cooperation Posttest 431 411 4.10 411 4.31 4.22
Perception of actual
cooperation Pretest 3.72 4.06 4.33 4.22 4.26 3.96
Perception of actual
cooperation Posttest 3.70 4.04 4.31 4.23 4.31 3.95
Understanding others’ value
Pretest 3.59 3.26 3.21 3.57 3.45 3.47

Understanding others’ value

Posttest 3.62 3.39 3.29 3.56 3.55 3.52
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Nursing students scored lower on factor 1 in both September and April than other
students. Their mean scores decreased from September to April, but not sigyitf®dit1.65,
p =.102,. When looking at the items on the scale it becomes clear that nursing studerts perce
a lack of respect and esteem about their own profession as well as identify thetfdey do
not work on their own. Some items on this factor are ‘Individuals in my profession lire we
trained’, ‘Individuals in my profession demonstrate a great deal of autonomyVidodls in
other professions respect the work done by my profession’, ‘Individuals in my poofessi
highly competent’ and ‘Individuals in other professions think highly of my profession’eThes
results also indicate their perception that they are thought of as lessaniploan other

professions.

Factor 2

A paired t test on the entire group showed that there was a significant degrecmes
on factor 2 ‘perceived need for cooperation’ from Septener (4.39,SD= .53) to April M =
4.22,SD=.64); t(495)=5.54, p = .00, indicating that students felt slightly less need for
cooperation in April than they did in September. However, an ANOVA did not reveal any
significant differences by discipline in either the Pre or Posttest, indjdéiat students felt an
equal need for cooperation among disciplines. Students feel that they needtothaywork of

people in other professions equally.
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Factor 3

There was no significant difference on factor 3 ‘perception of actual campetéd95)
=.403, p = .687 from September to April. However, there were differences by disaipline
September. Medicine students scored significantly lower than all other thiesi4,495) =
26.98, p = .00 in September, where nursing students were significantly lower than occlpationa
therapy students. The items on this factor include ‘Individuals in my professioblarte avork
closely with individuals in other professions’, ‘Individuals in my profession hawe gelations
with people in other professions’, and ‘Individuals in my profession work well with each. other
Medicine students perceive more often than all other academic disciplindsethdb not

cooperate with there own or other professions.

Since there was variation in the Pretest scores by discipline, an aoélysiariance
was conducted to look at the differences in posttest scores by discipline. ThevAN€sulted
in a significant difference in means at the end of the Health Mentors disaigiaTe covarying
for the variation in the September pretest scdt€5490) = 7.92, p < .05, eta = .06. The small
effect size, as measured by partial eta squared, indicates that ttedaévsly little clinical

significance to these results.

Factor 4

The results of a paired t test showed that there was a significant incréaster 4
‘understanding others’ value’ from Septembdr<£ 3.47,SD= .58) to April M = 3.52,SD

=.57); 1(495)=-2.02, p = .04. As a group students began to value their profession and the roles of
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other professions. The ANOVA and post hoc analysis revealed that medicine students
understood other’s value more than nursing and occupational therapy st(det@g) = 9.50p
=.00 in September. The items in this factor is ‘Individuals in my profession have a $iigtus
than individuals in other professions’, ‘Individuals in my profession make every effort to
understand the capabilities and contributions of other professions’, and ‘Individuals in other
professions often seek the advice of people in my profession’. This indicates dnahenkave

a higher perception of others looking up to them and seeking their advice more often than

nursing and occupational therapy students.

Since there was variation in the pretest scores, an analysis of covarancenducted
to look at the differences in posttest scores by discipline. The ANCO\W#eadsn a non
significant difference in means by discipline at the end of the Health Meathsorpline when
covarying for the variation in the September pretest scb(¢190) = 1.21, p =.35. This

indicates that any differences in scores remained relatively constant



Chart 5.2 Mean Factor IEPS for the September Pretest by Academic Digdine
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Chart 5.3 Mean Factor IEPS for the April Posttest by Academic Disciplie
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Readiness for Interprofessional Learning Scale

The RIPLS was administered to answer the questions: Are there differemeadiness
for IPHE between the health education disciplines? Are there differenmsediness for IPHE
over time as a result of the interprofessional education Health Mentors prdgcamn? were
computed for each factor by summing the responses and by reverse scoring 4 @efrds, {2

and 17).

The September Pretest data was analyzed to see if differences messakisted
between the academic disciplines before they started the Health Mewoignanpr The
homogeneity of variance assumption was assessed using the Levstie.stag result
indicated that the homogeneity of variance assumption was not violated LS (4,491) = .79,
.791. The analysis of variance revealed a significant difference between gr@Lp85) =
11.31,p < .01. A Scheffe post hoc analysis found that medicine studdnts3(93,SD = .49)
were less ready for interprofessional education than pharmacy studen#%.21,SD = .40) and
occupational therapy studenid € 4.29,SD= .41) on the total RIPLS scale before they entered
the Health Mentors program. Eta-squared suggested a very small eegtigiz8% of the

variance accounted for by discipline.

Because there was significant variation in the pretest scores, an aohbmiariance
was conducted to examine the differences in overall posttest scores byri@saipthe RIPLS.
The ANCOVA resulted in a significant difference in means by disci@lirtbe end of the Health
Mentors program when covarying for the variation in the September pretess 5(4,490) =

5.184, p <.05. This suggests that the differences in readiness scores at the end of the program
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were not a result of the variation of pretest scores. Medicine students $woleddst on the
scale in Septembdvi=3.93SD= .49) and again in April=3.56SD= .65). Table 5.4 and Chart
5.4 show the Pretest Posttest scaled means by discipline. While the scoradidorens¢éayed
low in relation to other disciplines, overall the means were high for each acatisamtine,

ranging from 3.8 to 4.1, indicating that students agreed with most items on this scale.

Table 5.4: Count and Mean RIPLS for Pre and Posttest by Academic Digidine

Mean Mean
Discipline N Pretest Posttest
medicine 240 3.93 3.56
nursing 95 4.08 3.81
occupational therapy 55 4.29 3.99
pharmacy 62 4.21 4.01
physical therapy 44 4.14 3.82

A paired samples t test was conducted on the September Pretest data and the April
Posttest data to determine if the differences found in scores over timeignéieat. It showed
that there was a significant difference in the scores for total Sept&rdiest RIPLSM = 3.73,
SD=.60) and total April Postted¥i(= 4.05,SD = .47); t(495)=12.54, p = .00, d = .56. This
shows us that overall readiness decreased from September to April. There isatareftt

size (.56) as measured by Cohen’s D. Further, an analysis of variance wasezbodube total
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RIPLS and significant differences were found by academic disciplifetbrthe September and

April administrations. The results are reported below.

Chart 5.4: Mean RIPLS for Pre and Posttest by Academic Discipline
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RIPLS Factors

The RIPLS survey contains 3 factors: dimensions of teamwork/collaboration,
professional identity, and roles and responsibilities. After analysis tovdeteif there were
differences by discipline on the overall score, the following analysis on ezoheas
conducted. Paired samples t tests were conducted to compare the differentractor

September to April to determine if differences were found over time. FurtheN@VA with
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appropriate post hoc analysis were conducted on each factor by discipline. Tahta\s She

Pre and Posttest means for each RIPLS factor.

Table 5.5: Pre and Posttest mean for each RIPLS factor

Occupational Physical

Medicine Nursing therapy Pharmacy therapy Total
Factor n=240 n=95 n =55 n=62 n=44 n=496
Dimensions of
teamwork/collaboration
Pretest 4.21 4.28 4.47 4.44 4.32 4.29
Dimensions of
teamwork/collaboration
Posttest 3.79 3.95 4.14 4.28 3.89 3.93
Professional identity
Pretest 3.88 4.01 4.24 4.21 4.05 4.00
Professional identity
Posttest 3.42 3.64 3.82 3.99 3.68 3.60
Roles and responsibilities
Pretest 3.19 3.66 3.90 3.52 3.80 3.46

Roles and responsibilities

Posttest 3.20 3.78 3.95 3.43 3.95 3.49
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Factor 1

A paired samples t test revealed that there was a significant decréas®i 1
(dimensions of teamwork/collaboration) from September(4.08,SD = .46) to April M =
4.01,SD=.52); 1(495)=11.85, p = .00. These results indicate that overall students felt lgss read
for teamwork and collaboration in April than they did in September. An analysisiahe@ron
the September scores revealed that there was a significant differetiseipyneF(4,490) =
4.92, p <.05. The Schfee post hoc analysis showed that medicine students scores dignificant

lower on this factor than pharmacy and occupational therapy students.

Since there was significant variation in the Pretest scores by disciplinaalysis of
covariance was conducted to look at the differences in Posttest scores filindisthe
ANCOVA resulted in significant differences in mean scores at the end of it éentors
program when covarying for the variation in the September pretest Je@t&90) = 5.67, p <
.05, eta =.04. As shown in table 5.5 all disciplines showed a decrease on this factor from
September to April, though there was variation in the amount of difference in.sttregver,
the small effect size, as measured by partial eta squared, indicatibetbas relatively little

clinical significance to these results.

Factor 2

A paired samples t test revealed that there was a significant decréas®i 2
(professional identity) from Septembdft € 4.00,SD= .58) to April M = 3.60,SD=.72);

t(493)=13.24, p = .00. An analysis of variance on the September scores revealed thaislzere
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significant difference by discipling(4,491) = 7.44, p <.05. The post hoc analysis showed that
medicine students scores significantly lower on this factor than pharmacyaphbaenal

therapy students.

Since there was significant variation in the Pretest scores by disciplinaalysis of
covariance was conducted to look at the academic discipline differencestesPasires. The
ANCOVA resulted in significant difference in the means at the end of thehHdalttors
program when covarying for the variation in the September pretest Je@F90) = 5.010, p <
.05, eta = .04. Similar to factor 1, all disciplines showed a decrease on this factor from
September to April, though there was variation in the amount of difference in.ddovesver,
the small effect size, as measured by partial eta squared, indicatbetbas relatively little

clinical significance to these results.

Factor 3

A paired t test on indicated that there was no significant difference over timeton3
(roles and responsibilities) t(492)=.-1.06, p = .289 from September to April. However, an
analysis of variance indicated that there were significant diffesesbg discipline in September.
In September, medicine students felt significantly less reddy 3.19,SD= .66) for their roles

and responsibilities than all other studdf,491) = 20.96, p <.05.

Since there was significant variation in the Pretest scores by discipliaaadysis of
covariance was conducted to look at the academic discipline differencestesPssires. The

ANCOVA resulted in significant difference in the means at the end of thehHdalttors
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program when covarying for the variation in the September pretest Je@f90) = 14.87, p <

.05, eta = .11. Unlike factors 1 and 2, not all disciplines showed a decrease on this factor from
September to April. In factor there were small increases on this factdir digciplines except

for pharmacy. However, the small effect size, as measured by parsglueted, indicates that

there is relatively little clinical significance to these results.

Chart 5.5 Mean Factor RIPLS for the September Pretest by AcademiciBcipline
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Chart 5.6 Mean Factor RIPLS for the April Posttest by Academic Disciphe
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IEPS and RIPLS correlation

Scores for all students were totaled for the IEPS and the RIPLS and enR@acduct
moment correlation was conducted to determine the relationship between readirsttuded
toward interprofessional education. Overall there was a weak positiveatiomddetween
readiness scores and attitudes toward interprofessional education s&@epseimber and April
(r=.258 p=.000 and r = .141 p = .002). This indicates that overall, students who are more ready

for interprofessional education, also have more positive attitudes for integiooseducation.
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Table 5.6: Correlations between IEPS and RIPLS

Pretest RIPL! Posttest RIPLS

xx

Pretest IEPS Pearson Correlatic .258 .074
Sig. (2-tailed) .000 .099
Posttest IEPS Pearson Correlatic 141 211
Sig. (2-tailed) .002 .000

**_Correlation is significant at the 0.01 level (2-tailed).

Focus Group Analysis

Ten first year students participated in a focus group on February 13, 2009, nearly five
months after they started their discipline. The mean age was 26, there vegréeseales and 3
males, 8 of the students were from the pharmacy discipline and 2 were fronysiePh
Therapy discipline. Twelve first year students participated in a focus grouammn M2009,
nearly six months after they started their discipline. The mean age was 24,dhe&females
and 4 males, 7 of the students were from medicine, 2 from pharmacy discipline, 1 nursing, 1 O

and 1 PT discipline. The mean IEPS score was 76 for the February group and, 69 for the Marc

group.

An independent t test on the IEPS scores showed that participants in the Febugry foc
group scored significantly higher than participants in the March group. t(19) 2.6377, p <.05,d =
.95. Though a Cohen’s d resulted in a large effect, results should be interpreteditiotin ca

given the small sample size. Table 5.7 shows the mean IEPS scores by group.



Table 5.7: Mean IEPS score for each focus group
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February March
Mean 69.5 75.5
Standard deviation 6.9 3.9
N 11 10

A brief survey was given out at the beginning of the focus group asking demagraphi

guestions and two questions about their experiences with the health mentor program and

interprofessional education.

Table 5.8: My overall experience so far in the “Health Mentors” program has been:

February March
N N
Positive 4 4
Neutral 4 7

Negative 2 1




63

Table 5.9: My overall past experience in interprofessional education has &

February March
N N
Positive 1 2
Neutral 3 4
Negative 0 0
Not Applicable 6 6

The focus groups began with a general discussion of interprofessional education. When
asked, students described IPHE in terms of collaboration and teamwork, dfrtrats, and
patient centered care. The data in table 5.10 contains the labeled themesriled & each

focus group regarding their definition of interprofessional education.

The focus groups moved from a general discussion of interprofessional eduizat
more focused discussion of the Jefferson Health Mentors program. When asked & name
positive experience in the Health Mentors program, students said that thegdenrking with
their mentor, recognized that this experience will help them as a future realibrafessional,
and enjoyed learning how to work as part of a team. These were classifiadanbzines,
preparation for future professional experience and personal enjoyment from waeitkirtgeir

Mentor.



Table 5.10 Focus Group description of IPHE
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List Label

“able to work with other professions and trust what theyClimate of Trust
are doing.”

“developing trust”

“develop a respect for what the other professions do”

“make sure the patient gets the best care” Patient Centered
“educating you on what the different goals are in the

different professions so that you better understand who

should be accomplishing what in order to benefit the

patient.”

“it's a collaborative team to provide the best care for

patients and to improve quality”

“Being able to work and collaborate with everyone to  Collaboration/
accomplish one goal.” Team work
“Working together as a team”

“Teaches you team work”

“Cooperation”

“Collaboration”




Table 5.11 Focus Group positive experiences with the Health Mentors progra

List Label

“It has opened up a conversation so we can at least think ab&uéparation for future
these things and we realize that we are going to need this in pihefessional experiences
future.”

“Learning about what everyone does and how they can be

useful to each other”

“Helpful for future team work”

“I think it's good because it makes you more aware that there

are people in other professions that can be a resource for you.”

“learn a lot about roles of different professions and how they

have evolved.”

“| see that there definitely has to be an open communication

between the different departments and areas in what people do

and what they don’t do.”

“I just really enjoyed working with my mentor and learning th&ersonal enjoyment
different experiences she “has had with doctors over the yeavedtking with Mentor
“I feel like what I've gained most from it was just the

interaction with our mentor.”

“I think one of the big benefits have been from the health

mentor themselves.”

“I feel like 1 do this for her[Health Mentor] and cause its part of

my grade, but that is one of the positives, meeting this

wonderful woman who encourages me. And I've learned a lot

from her.”
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When asked what the negative experiences of the Health Mentors prograretugeats
were much more vocal and animated in their responses. Students disliked having to tresit
their mentor, disliked the logistics of the program such as scheduling coafiidttime
constraints on top of a heavy course load, and reported a disconnect between being anstudent
a professional, and cited frustration of being unsure of their professionaltrtiesstage in

their education.

While most stated that they did not yet know their own roles, when asked to explain
specifically what each of their roles were in the program most studeidess &um medicine,
could recite each disciplines goals and requirements. This suggested thasshaleknow
what their roles are, but they are not yet confident in those roles at thidedeine students
on the other hand were much more uncomfortable with the question, and gave much more
ambiguous answers such as ‘to make people feel better’. This aligns with tkefresukthe

RIPLS survey in that medical students scored lowest on that survey.

Finally there was confusion toward the course grading of this program, and many
students perceived as it ‘counting’ less for medicine students than other acddeiplines.
There was also a general complaint toward the program was that studemisiéetissignments
were ‘busy work’, didn’t understand the relevance, and how all goals and objeetatesd to
their future as a Health Care professional. Table 5.12 cites the negatis tiratemerged

from the focus groups.



Table 5.12 Focus Group negative experiences with the Health Mentors program

List Label

“I think if it was more convenient it would be more positive.”  Schedule conflicts
“I| feel like it has been very difficult though, getting everyone
together, because no ones schedule is the same.”

“I would say that is one of the most frustrating things also not
getting together with ourselves (group) but when we try to get
together with our mentor. When we find a time that works for our
group, finding a time that works with them is also very difficult. “
“The timing of things matter, we had an exam and we didn’t want
to be there(visiting mentor).”

“Our schedule is so different, because the med students only have
one class at a time.”

“Making meetings is tough because of tests.”
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Table 5.12 (Continued)

List Label

“It's overwhelming because we are all first year students, so welnknown roles
have a lot of other things to get used to and this is thrown into the

mix and we don’t know enough about, well some of us don’t

know enough about our own professions to start learning about

other peoples professions.”

“We don’t know our professional identities enough to portray it to

others”

“It's tough because we don’t know our roles, so we can’t even tell

other people”

“Some of the Health Mentors assignments program gives us Program assignments
seems more like busy work that anything that would promote seen as ‘Add on’ or ‘Busy
better understanding and cooperation between us.” Work’

“We met with our health mentor once or twice and then after that

it was just all busy work.”

“Well | feel like the assignments are really not that beneficial.”

“We are just given assignments and we don’t know why or what

it's for, or what's supposed to come out of it .”

“It’s like the busy work, we have to look things up online and
find out the prices of things in the health plan. It was completely

useless.”
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Focus Group Validation

The themes listed in the three tables above were validated by a seconthessaat@
member of the first focus group who listened to the audiotapes and concluded the comments
were accurate. Similar themes have emerged in other focus groups of Tleferasld students
as well as students not in the Health Mentors program but who are attending othertigsiversi
that have interprofessional education courses (Howell, Lyons, & Giordano, 20G8ly,khe
themes also are nearly identical to statements made during the exat bfealth Mentors course

evaluations from students in both the first and second year of the program.
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CHAPTER 6

DISCUSSION

In the United States there is an emerging trend toward a more collaboratiekoh
education as a means of improving the quality of patient care. As a result of thhjssiddnt
attitudes toward interprofessional education and the Health Mentors prograimeleaveade
clearer. The methods section highlighted the rationale for choosing a miksobrapproach.
This methodology was extremely useful in finding a deeper meaning frosumhey results and
finding clearer meanings from the focus groups. The current chapter synthlesiresults from
the survey and focus groups, highlights the benefits and challenges to threNHaaibrs
program, discusses the limitations of this study, introduces ideas for fudeezale, and

discusses applications and the importance of this study.

Chapter 1 discussed the barriers to implementing successful interpoé&ssiucation
disciplines. These included cultural and historic differences between themacaisxiplines,
different course schedules, challenges to professional identity, fundindicgsd clinical
liability (Headrick, Wilcock, & Batalden, 1998; Rafter, Pesun, Herren, htefaMina, Wu, &
Casada, 2006; Reeves & Pryce, 1998). Some of these barriers were faced piaimentation
of the Health Mentors program as well. The academic disciplines involved in dfté Nientors
program have a varied course schedule, and finding a common meeting time has been a
challenge. Exam and clinical schedules often vary greatly from disctplitiscipline. This has
been a point of tension for scheduling meetings, but has also been a point of leandiegtsSt

now are more aware of each other’s schedules and degree requirementsogitineal |
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concerns were a source of consternation. Students having to travel to mekeéwvitientors
caused anxiety for some, but others found the experience of seeing the mentohiontieeor
living quarters very rewarding. It allowed them to understand the challehgeisig with a
chronic illness more deeply. Despite some of these obstacles, the programas segeneral

success, as the benefits to this program outweigh the barriers.

Interprofessional education has been accepted as being important to ThomamJeffers
University’s mission. Similar to other institutions, implementation of theElprbgrams, such
as the Health Mentors, has been both challenging and rewarding. The progeshaforc
multitude of departments to compromise on curriculum and educational goals, whichsequir
great cooperation. The faculty involved in the various IPHE committees have found new
opportunities to collaborate with each other and to learn more about how the discipleres diff
and how they are the same. From the student perspective, changing the learnomgnemii
from the classroom to the patients’ living quarters, and changing the teaonetsaditional
faculty to the Health Mentor volunteers themselves, has been an eye openingegperie
Students’ traditional perspectives toward learning and the goals of eductatie been
challenged. This program is seen as more than just a passing grade, but asag teeleam,

and a meaningful experience.

The Health Mentors program is a rewarding first step in introducing the student
working in interdisciplinary teams. Both the qualitative and quantitative dataeshiat
attitudes toward the theory of interprofessional learning were generallivp@snd remained

fairly consisted over the course of the program. These first year stagemmrning their own
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identities, in conjunction with learning about the identities of the other students aneamd t
There were very few differences found in attitudes between the disciplinetheeaurse of the
year. While some the quantitative data suggested that different professions thibengtttyi
toward some IPHE concepts, according to the focus group, students stated tteat tiody
perceive stereotypes or hierarchies existed between the differergspofe Learning about
professional identities before concrete stereotypes are formed magtherabenefit to this

program.

The largest difference in scores between programs was found in the nursing stindents
scored significantly lower than other students on the IEPS. This academptiraisis slightly
different than others in that it starts its clinical experiences mutkredihe reason for this
difference may be an effect of ‘reality’ setting in for these studehtsare asked to participate
in a real clinical team much sooner. Future research assessing allsatdefdter stage after

each one has had clinical experiences will help elucidate this finding.

The focus group revealed that most students had positive attitudes toward IPE, but
negative attitudes toward the specific logistics of the program. Thesenatediscipline
specific. The logistical concerns toward the programs did not overshadow thefdbel like
the idea of IPE and recognize its benefits. These concerns were only diddbveugh the

focus groups and validate the use of mixed methodology.

Students enjoyed meeting and learning from their Mentor and also enjoyed qmsgax
to other disciplines on campus. Prior to the program, students from other disciplines did not

interact with each other on campus. Beyond academics, students enjoyed meatisigaeines
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on a personal level. Interprofessional networking adds enjoyment of the studdats c

experience, as well as providing future professional networking opportunities.

The focus group revealed that students do not yet know their roles confidentlgland fe
unable and uncomfortable teaching other students their roles. This was cbiteoateclearly by
the medical students who, unlike the other disciplines attending the focus group, wesdainabl
give a clear definition of their role to the group. This relates to medicine ssusiEming lowest
on the RIPLS scale than any other program on factor 2 professional identitactordsfroles
and responsibilities on the readiness toward interprofessional educatiombeatesults
showed that medicine score significantly lower on the professional identityadeiltisan
occupational therapy and pharmacy students, and scored significantly lowdt tthera

disciplines on factor 3, roles and responsibilities.

After reviewing data from the Readiness in Interprofessional Educatimeysand the
focus groups the Health Mentors faculty needs to educate students on the diffeseat each
health professional before the start of the program. The lack of knowledge at®ublene
directly impacts the readiness toward interprofessional education. Students lttdeatclear
understanding of their roles and how they related to each other going into this progsatead hi
to students feeling insecure in front of other students and the mentor and not gettiogttbet
of the experience. Despite this, as a result of this program some studentseeixihrasthey

learned about their and other roles over time.

When conducting research on an educational program that one is heavily invested in,

confirmation bias and selective thinking may be a cause for ignoring someseegsults and
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emphasizing some more favorable outcomes. The Health Mentors program hovadvatied

their program thoroughly through numerous quantitative survey measures, and gealitati
measures such course evaluations and reflection papers. They have useduhese sbape

the future of their program. As of 2009, the program is in its third year, and fronmtséundie
faculty feedback, they have re-tooled the program to address some log@tmins. They

have made strides to have a more uniform meeting time, have reduced the nunteeacifons
with the Mentors, and have made efforts to bring the Mentors to campus to meet the stiudent

is hoped that these efforts do not dilute the program greatly.

Limitations

Limitations to this study included a pre-determined non-random population, a lack of
control group, self reported measures, and lack of knowledge about specific patiens.b&hefit
students at Thomas Jefferson University are enrolled in the Health Mentorsygragthas such
there was no student population on campus that was not involved in formal interprofessional
education to compare if this program improved attitudes. Administering the surveytitodasa
students and neighboring universities who have not gone through an interprofessionalreducati

program would have served to help this bias.

A further limitation of this study and a need addressed by the literatine lesck of
knowledge about how interprofessional education actually benefits patients in d sbittica,
outside of a hot house environment. Measuring actual patient satisfaction and impreared pat
care is needed. Future research may involve focus groups with the HealthsMemfauge their

feelings toward the program and to see what, if any, benefits thetiee adicipation.
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Future Research

Ultimately, it is hoped that the interprofessional skills learned by studentedetter
transferred into clinical practice. This is a large goal of futisearch. Following these students
longitudinally throughout their educational and academic careers and companmgpt
students who had not gone through this program will be the best way to determine if she skill
they have learned have translated to better team health care membersing gasient benefits

and better defining these benefits would also be a focus of future research.

The issue of compliance and attitude change was addressed in Chapter 2. This idea
suggests that forcing students to participate in programs, may not leadutteattinnge. The
results of this current study support this idea. Students’ attitudes remaiigdthible over the
year indoctrination of the program. Future research to studying students who vdinimteek

in interprofessional teams rather than are forced to participate wouldtgdabeés issue.

There are many dedicated faculty members involved in the Health Mentors pragchm
many more who are not involved in any planning or curriculum activities of this prograny. M
of these faculty members work in additional clinical settings, and have ‘relal weperience
with interprofessional education. Surveying and interviewing both typeswfyfamembers
across disciplines is also an important future step in understanding the edugatoess and to
determining barriers and challenges to this program. The Jefferson @enteerProfessional
education has begun surveying all faculty members in both the College of thie Pledéssions
and the Medical College with the IEPS and RIPLS tools. Preliminary red@tisfaculty

members in the College of the Health Professions reported a mean of 3.98 on t&® ®taid
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a mean of 4.25 on the RIPLS survey. Students scored a mean of 3.96 on the IEPS posttest, which
is very close to the faculty score. This may indicate that the facultytadeiss share fairly

positive attitudes and serve to reinforce those attitudes. Faculty and studestdsitered on the

RIPLS however. At the end of the program the student mean RIPLS score was 3.8, .45 points
lower than the faculty scores. While there is a difference in scores, it wobtipbd that

faculty are more ‘ready’ for interprofessional education and practicestndents. In order for

the Health Mentors to be a success, faculty needs to ‘buy in’ to the ideaswhi@ssional

education and teach it outside of the Health Mentors program. They need to bexdtwmngen

for the process as well as the program and highlight the benefits of learning withafidm

about each other. The relatively high scores on both scales indicate thatthagortive of

the ideas of interprofessional education.

To illustrate the relevancy and importance that interprofessional edugaming in
the United States, in August 2009, the Jefferson Center for Interprofessional &dacati
testifying to the US Advisory Committee on Interdisciplinary, Communaégd®l Linkages, on
the evolution and creation of the center as well on the documented outcomes. The datalpresente
in this dissertation was presented to this committee to highlight the sucardsdsallenges of
this program. It is hoped that results from this dissertation highlight studegriences in the
Health Mentors program and can be used to improve curriculum, workshops, and health

education practices both locally and nationally.
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APPENDIX A

“ Interdisciplinary Education Perception Scale u

We are asking you to complete this voluntary, confidential survey so that we can enhance the
ways that students learn about inter-professional team care at Jefferson. Flease enter your campus key o that we can
analyze responses in relation fo other information such as demographics, academic prograss, and caresr choice.

All responses are COMNFIDEMTIAL. The results will be reporied only in aggregate statistical summaries.
The data will not be reported in any way that makes it possiole to identify individuals. Thank you.
Jefferson Center for Interprofessional Education

Using CAPITAL letters (e.g., ABC123), please print your Campus Key.

Please use the scale below to indicate your level of agreement or disagreement with each of the following
statements by blackening the appropriate circle.

I
Feapnnse Definition: $0=5Strongly Disagree D=Disagree MN=Meutral A=Agree SA=Strongly Agree

1. Individuals in my prefession are well-framead. .o
. Individuals in my profession are able to work closely with mdividuals in other professions ..
. Individuals in my profession demonstrate a great deal of autononoy.. .
. Individuals in ether professions respact the work done by my profession
. Individuals in my profession are very posifive about their goals and ebjectives ..o

ka

Individuals in myy profession need to cooperate with other professions ...

HAoe b e

Individuals in nyy profession are very posifive about their contiibutions and accomplishooents. ..
8. Individuals in my profession st depend upen the weik of people 1n other professions ...
5. Individuals in other professions think highly of moy profession. ..o
10, Individuals in moy profession trust each other's professional judgment .

11. Individuals in moy profession have a higher status than indriduals in other prcﬁea.-.m-ns

12, Individuals in woy profession make every effort to mmderstand the capabilifies and c-:mtn.hutmns
Lol = s e L USSR U USSR SR

13. Individuals in moy profession are extremely competent .

14. Individuals in my profession ave willing to share information and resowces with other
PIOERSEEOTIALS .ottt s en e e b e e ne g2 s ameaen nn e g mn e mem anmran

t:: 00000000004
00000000000

(O]

15, Individuals in moy profession have good melations with people in other profassions ..o
16, Individuals in moy profession think heghly of other velated professions oo
17. Individuals in my profession work well with sach other .

18. Individuals in othear professions often seek the advics of pBCip].E i ny pmfﬁ.sm

PLEASE CONTINUE ON THE BACK

ODOQ00 00 ODOO0O0DOO00O009
CO000 OO0 DOOOO0OOQO0O0O0:

D000 00

DOO00 00 O0000000000%

NSNS

E = [VET. l?:ﬁ :I . E



APPENDIX B

Readiness for Interprofessional Learning Scale

Please use the scale below to indicate your level of agreement or disagreement with each of the following
statements by blackening the appropriate circle.

[
|Response Definition: SD=Strongly Disagree D=Disagree N=Neutral A=Agree SA=Strongly Agree

o

ONOR=]

=
w
I

. . : ) ~ -
Learning with other students will help me become a more effective member of a health care team () {
—

-

S

o o=

-

1.
2. Patients would ultimately benefit 1f health-care students work together to solve patient problems. .. ()
3

. Shared learning with other health-care students will increase my ability to understand clinical
Problemis. e

-

-

=

Learning with health-care students before would improve relationships after qualification ...

~
Cao0 0

(]

. Communication skills should be learned with other health care students..............oooooooieeieeeee.

-

-

-

. Shared learning will help me to think positively about other professionals. ...

~

-

. For small group learning to work, students need to trust and respect each other....._....__._

-

00 =] On

. Team-working skills are essential for all health care students to learn. ..o

-

-

9. Shared learning will help me understand my limitations. ...

-

~

10. I don't want to waste my time learning with other health care students. ...l

-

11_ Tt is not necessary for undergraduate health-care students to learn together ..

OO0 0000000O0
O00000000O0

000000000

12_ Chnical problem-solving skills can only be learned with students from my own department. ...

13. Shared learning with other health-care students will help me to communicate better with patients
And OtHET PIOTESSIOMALS. ... o eoe oo ee s eeeee e e eeeeeeeeenn

14. T would welcome the opportunity to work on small-group projects with other health care
LT = =SSOSO SRR

C
@
Q

-

15. Shared learning will help to clarify the nature of patient problems. ..o,

-

-

16. Shared learning before qualification will help me become a better team worker. ...

~

17. The function of nurses and therapists 15 mamly to provide support for doctors.... ...

-

—

18. I'm not sure what my professtonal role willbe .

ONONONONONG!
ONONONONON®!
ONONONONONS!

19_T have to acquire much more lmowledge and skulls than other health care students...._...._._..____

Acknowledgement IEPS: Luecht R. M. et al. Journal of Allied Health, 1990, 19(1): 181-151.
Acknowledgement RIPLS: Parsell & Bligh, Medical Education, 1999, 33: 95-100.

Adapted by: Center for Research in Medical Education and Health Care at Jefferson
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APPENDIX C

FOCUS GROUP SCRIPT

Thank you for participating in today’s focus group.

I'd like to start off by seeing what you think interprofessional health education is

Can someone define it for me?

What is the first thing that comes to mind when you hear the words interproféssalta
education?

I'd now like to read some definitions from the literature on IPHE to make surecved! an the
same page and have the same definition in our heads.

Interprofessional health education (IPHE) is generally defined as thacdtivereducation and
cooperation among various health care professions. The World Health Organizdaéenhsit it
is “Occasions when two or more professions learn with, from and about each otherotgeimpr
collaboration and quality of care.”

What do you think of that definition?
Do you agree or disagree with that definition?

What are some interprofessional health education experiences you have haat defferson,
or before you entered the program

Can you see yourself working in an interprofessional team as a professional?
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One of the goals of the Jefferson Health Mentors program is to have students wohkyin hig
functioning teams and the learn roles of other health care professionals.

Do you think that you are achieving this goal?”
How would you describe your role to another individual at this point?

Can you cite a specific example of how you may have learned about roles of aittechee
professionals?

Can you cite a specific example of a positive outcome of this experience?
Can you cite a specific example of a negative outcome of this experience?
Do you like the Health Mentors program?

Did you ever talk to your family or friends about your experiences in IPHE?
Were those conversations positive or negative?

How do you think that this program will help your professionally?
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APPENDIX D
FOCUS GROUP VERBATIM RESULTS
Focus Group number 1
February 13, 2009

Thomas Jefferson University, Philadelphia, PA

S = Student response

Moderator: I'd like you to name one or two words that come to your mind when | say
IPHE

ONONONONT))

(ONONONNN)]

working together as a team

collaboration

cooperation

communication

learning a little bit about the other professions to see what they are respéositlhat
they do

develop a respect for what the other professions do

make sure the patient gets the best care

learn how we are going to be interacting with each other (professions) in thee futur
developing trust with each other and other professions

able to work with other professions and trust what they are doing.

develop and foster a relationship with other professions since you usually don't get a
chance to do that.

Moderator: Where did you learn this definition?

S
S

through the program
heard of it before but never really work with each other in other professions so this
program gives you the opportunity to work with each other

Moderator: Can you see yourself working in an interprofessional team after grduating
Jefferson?

S

yes

Moderator: In what capacity? How do you see yourself? What are the team members?

S
S

Hospital setting — with doctors doing rounds
Relations with surgeons and occupational therapists, physical therapists
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Moderator: Is this program helping you learn about their roles?

S not as much through the Health Mentors program
S as much as previous jobs, for example, pts don’t have ots in mentor group so learned
about pts through past experiences

Moderator: Did your mentor know what your different roles are?

S yeah
S our guy knew
S They are familiar with the practices of the profession. This program Inelps t

understand what we do
S atleastin our group I feel our mentor didn’t know, and didn’t really care too much.
Through me and the program, that it is so mixed it because we address her as a group its
not clear.
| get that feeling too.
| think it was a plus — not only to hear his stories — but for him to see us interacting.
my mentor | am not sure if she knows a difference — | mean | ‘m sure she knows
pharmacists, pharmacy people, but she told us that we really really hope thaewe ha
these interprofessional groups because she said that in her hospital life viedredraa
lot of miscommunications because the one person didn’t talk to the other one. Like you
know, they weren’t communicating. So this program helps communication better. To
help the patients better.

nwununm

Moderator: Do you agree and think you will be better communicators and helthe
patient?

S ((Nods)) Yes.

S our health mentor knew the difference between the professions and knew more than we
did because she had seen them all before.

S ((Laughter))

S She knows because she’s seen all of them before.

Moderator: Two stated goals — one about chronic illness. But I'm focusing on threi
other goal — ‘to have the students work in highly functioning teams and learthe roles
of other health care professions’.

Moderator: Are you working well together?
S ((nods in agreement)) Yes.

S it's a step toward it. You can't say it's perfect. But it's a step towarthitsure in the
future it will become better
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Moderator: Is there any hierarchy that you notice? Is everyone respectful ofaeh
other?

S

| think it depends on who is in your particular group. different personal stories,
particularly from pharmacy hear different things.

Moderator: It's a personal rather than professional?

[ONONON)

((nods in agreement)) Yeah.

It's a personality trait.

If someone is more dominating or more domineering(doesn’t matter what pwojessi

| also think it has to do with the person’s personality in general. Like some people don’
care if they show up for meetings. But the majority of the group does carghkiikeis a
specific person who doesn’t show up to meetings. this person is also older in age so
maybe he might not understand that | think he just thinks we are being babied by having

to have all these group meetings and stuff. But most of us always meet and titere i

hierarchy.

Moderator: Everybody respects each others decisions and has an equal woic

Yes. ((nods in agreement))

| think people are influenced also not by their personality, but by their school. For
instance, the medical school doesn’t have organized way of calculating thie Healt
Mentors program. | know that the pharmacy and OT group — | don’t know about he pt
group assignments but we all have other assignments that we get school credits for
outside of the Health Mentors program. Med students don't.

It provides more of an | guess incentive

Right because we need to get our work done and they are just like just sometheng they

we are supposed to be involved in.
And that really hinders the group

So it makes it completely rely on the personality — and is not something — there no
outside reason for them to do it.

Moderator: What happens if they don’t do it?

S To them — nothing.
S Nothing — (((Laughter)) )

Moderator: So they are doing it out of the kindness of their hearts?

S well, there has to be some kind of thing for them, but it's not a % of their grade

S

it is just assignments in some kind of group that they have (small group), so they have
assignment and they have assignments. but it doesn’t count into their % of grade
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Moderator: How high of a percentage of a grade does it count for you?

[ONONON)

half

pretty high

half of the class we have
one credit , half of that.

Moderator: There is pressure to do well then?

S
S

it counts
yeah ((nods in agreement))

Moderator: Can you cite a positive or negative example of your experience so far

S

| think for me one of each is that the mentor herself has been great. Like nhestargl

stuff. | feel like it has been very difficult though, getting everyone togelieeause no

one’s schedule is the same. Apparently there is a college activity tinregtkeuteryone

has off on that time. So | don’t know what that means. For instance we tried to get
together this past week, and apparently the med students don’t have off at all during that
time, or something like that, or they had something else going on. And one of the nurses,
they had a clinical going on so they only have one hour of that set time. So that has been
a frustrating part of it.

Moderator: Finding time

yeah.

((nods in agreement))

If there was a set activity time that everyone had off then that would be tiwt we

could meet for an hour — but [inaudible] there isn’'t. We have it on our schedule, but not
on everyone else’s.

| would say that is one of the most frustrating things also not getting togeéther
ourselves but when we try to get together with our mentor. When we find a time that
works for our group, finding a time that works with them is also very difficult. And
getting a hold of them. not everyone answers phones or is available.

One thing | don't like at all is that we have to travel to get to our mentor. And even the
half hour one hour commute, takes a lot of time out. | have to come on a Saturday or a
Sunday, meet for 2 hours, and travel for one hour or two hours. And that takes up half of
my day. | would like it . It would be better | think if some how the mentor could be on
campus.

((nods in agreement))

So maybe we could meet them at a certain time that they are all heréhd.ik@lege

activity time. It would be more convenient.
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Moderator: Have them come to you?

S

Yeah. There is so much going on with the schools. You don’t have that much time, so it’s
really frustrating to meet with everybody. Then according to the time with ¢néons.

Moderator: How long do you spend with the mentors in each session?

S
S

S

S
S
S

Half hour. Forty five minutes. Yeah. Have to travel to see them.

Yeah it depends on your mentor and how much they want to talk. So an hour. Hour and a
half usually.

And like when | travel to see my mentor it is in a pretty dangerous part afielphia

and we have to take public transportation because none of us have a car. So when in the
winter time when we were leaving it was dark and she was scared for us. dindsshe

there.

(((Laughter)) .

| don’t know. I think it would be better if they came on campus.

((nods in agreement))

Moderator: Are a lot of them mobile?

S

S

S

My Health Mentor is, but she uses a walker. But | can understand that it is hardrfor the
to get around anywhere.

My Health Mentor is blind, but she is very independent. So I think she could I think it
would be a strain on her.

My Health Mentor is wheelchair since she was a child, but she loves to go out §nd stuf
so she would love to come here.

Moderator: Do you think there are any benefits to seeing them in their home
environment?

nuwm nuw

Yeah.

| meet my mentor at a senior community center and it was nice to see you know that is
where she spends a good portion of her time.

Nice to see them in their element.

| saw my Health Mentor where she lives and she was able to show us the kitchen at
Kate’s place. And she was showing us why not everyone can use the kitchen because of
the heights of the counter tops. She isn’'t in a wheelchair now, but she was a couple of
times, but when she was she couldn’t use the kitchen.
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Moderator: | heard a lot of, heard a little bit of mixed and negative, | don’t hear
overwhelmingly positive experiences out of this.

| think if it was more convenient it would be more positive.

| think in theory it is great to its just that when you get down to it and have to schedule
stuff it's a lot harder.

Need more time

Very frustrating.

It's overwhelming because we are all first year students, so we hatvefather things

to get used to and this is thrown into the mix and we don’t know enough about, well
some of us don’t know enough about our own professions to start learning about other
people’s professions. Maybe the timing is just a little bit off, but otherwiseyood.

nununm nuw

Moderator: Feel like you weren't ready for it?

S Kind of.

S We don’t know our professional identities enough to portray it to others.

S Yeah

S People in my group ask me, oh this is the pharmacy student, they’ll ask me about what
tier this drug is on, and | don’t know.

S ((Laughter))

S They do that in our IPPE too. | have no idea.

Moderator: So maybe that will change next year.

S Yeah.

S Ithink it would be more. Better if it was second and third (all nod).

S We would know much more.

Moderator: Is it teaching you about your roles?

S Not yet.

S It's just teaching us how to be a team. Yeah

S How to be a team player and give up your time and other things like that. Which is good.
But not really about our roles.

Moderator: Do you like the program?

S Do you like the idea or do you like how it is working?

Moderator: Give an answer for both

S Ithink the idea is really great. Wonderful idea. As soon as the kinks get worked out it
will be really helpful, its just a little disorganized.
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Like I said in theory it looks great on paper. Looks great on paper. But in practidle i
needs work.

Moderator: Do you ever talk to your family and friends about your experiences?

S

It's kind of difficult because you don’t know how much information you can divulge. So
| don’t discuss the details.

Moderator: Do they know you are part of a program like this?

S
S

Yes.

| told my friends about this program because they are in med school or about to be in pt
school. | was telling them how we have this program and how it would be more helpful if
it was more convenient and organized. I've talked about the program, not my mentor
specifically.

Moderator: How do you think the program will help you professionally?

S

| see that there definitely has to be an open communication between the different
departments and areas in what people do and what they don’t do. Even if scheduling and
stuff like that.

| think it's good because it makes you more aware that there are people in other
professions that can be a resource for you.

| wonder. | wonder for myself if it will help me professionally. Becaussoofie of the

things that were brought up — like how our roles are not really defined. So when | go, |
just feel like a group of students, | don't feel like a professional. So yeah, | nainolet

that really.

When its all said and done. Besides being in a group, learning how to talk to other people
and apply it.

Yeah like with the medical student, who is our team now, | can see his limitations and
pick them out, but like 3-4 years from now he might be more trained and more developed
and the roles might change. But its good to get a feeling for it now.

Moderator: Do you have a good idea of your clear path? What ‘you’ll be when you

grow up’

S ((Laughter))

S Not yet. No

S Still doing another program. Still learning and trying other things.
S See what we like and go do different things in pharmacy (IPPE).
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Moderator: Do you think Interprofessional teamwork benefits patient cae?

S Lower medication errors
S Crazy that its taken this long to come into place
S Learn a lot about roles of different professions and how they have evolved, even w/in the

profession.
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Focus Group Verbatim Results

Focus Group number 2

March 19, 2009

Thomas Jefferson University, Philadelphia, PA

Moderator: Thank you for participating in today’s focus group. I'd like to start of f by
seeing what you think interprofessional health education is. Can someonefohe it for
me? What do you think is interprofessional health education?

ONONONON))

| guess getting exposure to other people

Being able to work and collaborate with everyone to accomplish one goal.

Team

Teaches you team work.

| think it also kinda focus on educating you on what the different goals are in therttiffe
professions so that you better understand who should be accomplishing what in order to
benefit the patient.

Better understanding. | know, | don’t know a lot about PTs or OTs or pharmacists, so
just, explaining it to all of us so we can better know the roles.

In going kinda with what most people have said, finding what each person does and how
you fit into it.

It helps prevent people from trying to do the same thing, or overlapping of efforts. That
way you can make better referrals about what other professionals do. You camerafer t
Yeah it’s like sort of along the same lines of what | was going to saylp fieu know

your role, your own role, and your own limitations, and know where someone can
overlap and partake.

| would say it's a collaborative team to kind of provide the best care for patiatht®
improve quality

Moderator: Very good. | think you are on target with the goals of what the Health
Mentors program too.

I’d now like to read some definitions from the literature on IPHE tomake sure we are
all on the same page and have the same definition in our heads. Interprofessibhealth
education (IPHE) is generally defined as the interactive education antboperation
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among various health care professions. The World Health Organization states thets
“Occasions when two or more professions learn with, from and about eachhar to
improve collaboration and quality of care.”

Moderator: Do you agree with that definition as now you are working as
interprofessional teams? Do you see that you are learning with from and about each
other?

S
S
S

Sort of

((Laughter))

Theoretically it's set up to be that way. They try to but in terms of executidreit's

tough because we are all in different stages of our educational careers. St'fpears

med students we are just doing basic science so we have no idea about clinical stuff,
versus nursing — they are already in the hospital or first year pharm, teugtsbecause

we ourselves don’t know our roles, so we can’t even tell other people ‘oh yeah as doctor
we are going to be doing this’, it's hard because we are all at differels. |18eait’s hard

to know our roles.

Moderator: Does everyone agree with that?

S

Are you talking specifically about the Health Mentors program and the stuffiéhizite
done or learned from it?

Moderator: Yeah we can talk about that specifically.

S

| think the program could be more organized a lot better. | feel like there aredeme r
that were not well defined in terms of the different disciplines for at leadettures and
the stuff we got about it. There were too many questions unanswered about roles. And
what they other professions still do.

Moderator: Ok. So you are still learning about your own roles and you are learning
about other roles.

S

nwunwnm

Not only that but some of the Health Mentors assignments program gives $snsesm
like busy work that anything that would promote better understanding and cooperation
between us.

| agree

We met with our health mentor once or twice and then after that it was just alvbrsy
Um, Well | feel like the assignments are really not that beneficiile—ytbu said busy

work — but | feel like what I've gained most from it was just the interactitm eur

mentor. Basically from his point of view. We asked him what he looks for in a health
care provider. He told us about some situations he had and told us about how when he is
looking for a doctor what he looks for and how beneficial he finds. It's nice to know a
person’s stand point out there, and what they think a pharmacists role or nurses role
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might be. So | found that interesting. Right now we are in the beginning stagegtdand ri
now we are still learning what our professional behavior might be, so we can corve it t
where, cause like, honestly | know what | want to be as a health care professibha
mean, right now still its still in the beginning phases, we are just doing clasamdno
clinical work, so | feel like we can still modify our behavior.

Yeah | totally agree with what you said, | think one of the big benefits have been from
the health mentor themselves. But also | know people who have had not negative, but
Health Mentors who love their doctors and just think that we are really great and for
going into the health professions and they don’t have a lot of criticisms to offer, but mind
has which | really appreciated because | think its really helpful to hear am wiays

health professionals have taken missteps and really hurt their patient in tinerong
Emotionally physically whatever. And | think in terms of the work amongst therggjde

in my situation, it has been beneficial, but | totally agree that most of us don’t kndw wha
our own roles are. And there wasn'’t ever in the beginning orientation stuff, | jugtdvant
someone to sit me down and say ‘the is OT and this is what they do and this is what their
training consists of’ and PT and the same for all the other disciplines and weyaeve

that. And then we are looking to the students and they are like ‘we don’t really know’,
because they don’t know yet so | think its kind of like we’ve been learning togethler but
think it could be much more productive if they modified certain things.

Moderator: So as a team how are you working together um, in visiting your mentor?

S

S

In visiting. | think the visiting is like the only useful thing I've gotten out of theypam

so far. It's like the busy work, we have to look things up online and find out the prices of
things in the Jefferson health plan. It was completely useless. we just edbthen

minutes and then just wrote it down. Literally. And like talk about it. There was mo tea
aspect. We could of just done that. There wasn’t any reflection. The write up for the
second meeting was write down the health history there was nothing, |1 don’t know |
didn’t find that helpful. And now we have to make a poster?! We're all supposed to be
graduate or undergraduate students and | didn’t even make a poster in college. | haven't
made a poster since middle school.

((nods, laughter, eye rolls))

Moderator: What do you have to make a poster on?

[ONORORONORONON))

| don’t know. anything.

((Laughter))

Our health mentor.

We're contributing it to our mentor.

It's pretty much just our experience over the program.
Are we giving it to our mentor then?

((Laughter))

Yeah they come in and look at it.
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S You set up... they are going to come in our last day and they all get together and look a
our posters about them.

S | think that just this speaks to the lack of direction, lack of concrete objectivask Wi
are just given assignments and we don’t know why or what it’s for, or what's supposed t
come out of it. That is an overall theme. And when we visit with our health mentor, it's a
little bit better because we are trying to learn from them. But then wheuast'thg group
of students those things kinda get lost.

Moderator: So we you visit your mentor as a team. | heard some positive things about
that. Can you tell me about the visit? Who initiates the visit?

S Each team selected a mentor to act as a liaison. And there has been someapdsitive
negatives about that. | know some team liaisons have and have scheduled the times based
on what is good for them and not the team. Some liaisons have made sure it works for
everybody. But basically that is the way it is set up. A lot of mentors are notchoing
the day or are unable to make long distance phone calls and that has been an issue too.
because almost all of us have long distance plans because we’re from dtlolbeen
really disorganized.

Moderator: Ok. Contacting the mentor?

S Yeah - going off of that even before you have the meeting setting up thegeatibe
a huge hassle. Right now | think we still have the two hours on Monday. We didn’t have
a set time for Health Mentors, so trying to shove it into our schedule somewhere was
kinda a problem. And we finally had a time, but that didn’t work for everyone. It didn’t
work for all the other schools. The group is getting frustrated trying to set e anid
when you get together trying to figure out what the assignment is wheneyguiag to
turn it in, who'’s going to type up what and its just not organized in presenting the
assignment and that just plays out in the entire process.

Moderator: So when you meet it's not really organized?

S Yeah and there is a lot of frustration from everyone’s part and at the saenediare
supposed to be learning from each other but you just want to get done and get out.

S ((nods in agreement))

S And then you lose the point of learning from each other.

Moderator: So when you meet with your mentor is it more organized? How are th
conversations? Who initiates speaking?

S | guess that depends on your group and your mentor.
S ((nods in agreement))
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We've had a really good experience. It wasn't really a question/aness&os. It was
more a conversation and we really felt we got to know her. but um | can’t ssgrtiee
for other groups.

Yeah my mentor is a great person and we usually do conversations she goéarrefilly
topic and

((Laughter))

its hard to get her back on to what we are trying supposed to get out of it.

Moderator: So is their team work when you are actually meeting with your merar?
Are you working in a team?

nuwm nuunununmuwm

((nods in agreement))

Yes,

Yeah,

Usually.

| think when we all meet with our mentor it is focused because we know what weohave t
get done

((nods in agreement))

And we know we have to act professional. But when we are doing the outside
assignments, nobody cares. Everybody is frustrated. We just want to get it dbver wit
because we have so much other work. And everyone’s schedule is so different. | think
that if we had a specific time that everybody that all the schools had one spegrfic

That would help us so much. Because my liaison doesn’t do anything and | have to
initiate it.

About the hour. Some of the mentors can’t come to the school, so if we want to go see
them, we have to take our own transportation and usually just going back and forth takes
the hour. So by that time we’ve used the hour and you have a half hour or you cut into
class time or you have to go in the evening to see them.

My group has been steadily been doing it on the weekends. Cause like my mentar lives i
North Philly and can’t travel at all and stuck to a wheel chair and realltygestrout so

we usually wind up going to her place.

What's interesting about my mentor is that we actually have to go to hismapaib go

visit him because it's hard for him to move around. But his wife is actually part of the
health mentor program as well so whenever we go there she’s there and we will be
directing our questions to him and she’ll be answering them for herself. So lyasieall

first time we visited our mentor it took us like 2 hours. So then the second time we made
sure we had a game plan going on. So whenever his wife got off topic one of us would
like come in there and redirect the question and we had to do that a few times. So that
was pretty interesting.

| don’t know what they (sic: Health Mentors) think the objectives are and stuff. She
thinks it's completely organized and gets all this information. But we don’t know svhat’
going on. And sometimes we think she knows more about the program than we do. But
she always has her doctor’s prescriptions waiting for us. And has test.raadli@ways
wants us to review it. but. We are always coming with our own things that we hale to fi
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out and we don't really understand it yet. We don’t really know and we really can’t
discuss it with you. She thinks she is giving us really useful information when \lye rea
have other goals that we need to obtain. So its something we have issues witbwight

also | had way longer forms than anyone else in my group. | don’t know how it is for ot,
but for pt, the forms are way long. So | told my group | would fill out the forms and give
them whatever information they needed.

Yeah, | got the same impression from my pt student in my group and the nursing student.
| feel the programs aren’t balanced between the schools. The pt school had tseght €
and reflections.

Yeah we had to do so much work for it.

For us (med student) we had to do nothing. We have busy work assignments but that’s it.
((nods in agreement)).

It's not really required (med student). They don’t check anything. We don’t hand

anything in. so between the schools its been so unbalanced.

OT student: and that’s been a real issue. Especially with my group membenss@as

me and my pharmacy student who really have to get these things done and in and the med
students, no offence (none taken), don’t have to do anything they don’t hand anything in.
so they are not really proactive.

(((Laughter))

I’'m a liaison so its on me and its frustrating and I'm on everyone and you know,iwe’re
grad school, | shouldn’t need to be on your back everyday getting these things done. So
I’'m trying to make sure | get it done and who ever else in the group needs to get it done.
Med student: And also just to go back to your point about the forms. | remember it was a
big controversy in our group because the nursing student the form itself (iotake f

seemed not to apply to our health mentor. It seemed redundant and basically he had one
guestion to ask and that was do you have a dnr. And that was all he was able to ask
because the form itself didn’t give him any help. Where as for the med studeminthe f
applied fairly well, for our ot, her form was 5 pages long and

((Laughter))

it was the same questions over and over.

Pharm student: the medical students and the pharmacy students had the same form. So as
a team we had to divvy it up ourselves. It could have big more organized where they
could have stated “ok pharm you do this”. As it is we are just doing it as we like. And
there is no organization what so ever.

Moderator: The time management is up to you. So that’'s tough?

S

Med student: It's so, and this isn’t something that they can control for, but itseo da

who’s in your group. My groups on top, my liaison is great, everyone responds fairly
quickly and that hasn’'t been an issue. But in the meetings, there are deftrotedyes
personalities than others and you have a limited amount of time, and | feel blad, but

can't force someone to talk. And so | definitely feel like our nursing and phgrma

student who are more soft spoken, and | haven't learned as much from them because they
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are not fighting for their time. Me and the pt student have bigger personalities amd try t
include them but it's tough.

Moderator: So you don't think its discipline based, its more personalit?

S I think it's definitely a mix. The forms they were all over the place and sonteworf t
seemed inapplicable to what we were doing, but | think another part of it is we don’t have
the knowledge because we don’t know exactly what our fields are and on top of that if
you have stronger personalities they’re going to dominate the meeting.

S Med student: Just as an aside, we have a couples and family therapy person, and nothing
we do has anything to do with the couples and family therapy student whatstsever. |
very frustrating for her. Most things we do veers off on a tangent from what gbieds
and throws the group off balance. And her form was an extremely personal one and she
couldn’t ask half the questions at the meeting, she had to call the mentor later and ask if
she could find these things out. It was too personal for that setting.

Moderator: Are you learning through frustrations about each others roles? ke are you
learning about couple and family therapy issues from her frustrations andhe other
long forms like PT? are other members of the team now aware of PT’s issues?

S PT student: | think so yeah, cause that was like a big thing. A lot of people didn’t
understand what PT was and even Pharmacy either so we've learned through that too. |
don'’t feel like they been frustrated, but yeah we’ve learned each othessmrolat
particular way.

S Med student: But at the same time | think it is also detrimental because oudiXTadk
half the questions so | wasn't able to learn as much as like | might have been able t
because the questions went on forever.

Moderator: Can you see yourself working in an interprofessional team as a
professional when you graduate?

Yeah

Oh yeah

We have to
((Laughter))
There is no choice
| have no choice

nuunuunnuwm

Moderator: Do you think this program is helping you as a professional?

S I think its good I think it can be better though
S The idea is good, the application of the idea has not gone over well.
S ((Laughter))
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It's relatively new, and there are a lot of things that they have to work ontHak&hole
program pretty much.

((Laughter))

Med student: It's a great idea, | want to go into emergency medicine, discathasam,

and you can’t do it with out teamwork and interprofessional skills, so its somethiafj
have to learn, its just like the way we are trying to learn it is not working.

Med student: You have to know each other’s role to work in an interprofessional team,
and not to offend anyone, but | don’t know what an OT does. We need a 30 minute
lecture or slides on this is what this person does. This is the role of this person. fdis is t
role of you.

Med student: And how it's different from PTS — cause | don’t know.

And there has to be team building exercises, because looking things up andtiritisg
down together doesn’t in any way build a team.

Moderator: One of the goals of the Jefferson Health Mentors program is to have
students work in highly functioning teams and the learn roles of othenealth care
professionals. Do you think that you are achieving this goal?

S
S
S
S

((Laughter))

Med student | don't think either of those goals were achieved. They don't function highly
and | don’t know the roles.

Yeah.

Pharm student | think our group does. We're all pretty enthusiastic about it and even our
med students they know they don’t have to do it, but they realize its what you make of it
and they want to make the best experience for everyone. They are prettainatit

makes it better for all of us who have a little bit more riding on it and makeittli¢ a |

more enjoyable.

Moderator: How would you describe your role to another individual at this poin®

((Quiet Laughter))

Pharm student ok. | can. | would say that we cover medication aspects we look at
prescriptions and what they are taking, if its suitable, if they have aradtions, if they
are misusing medicines, we counsel people on how to take medicine, what would be the
right therapy for their disease state, different devises to use and how torase the

Med student: to make people better. That's seriously the most | know. we reallycthave
idea.

((Laughter))

OT student: It's hard to give a concrete definition, but its evaluating thenoenvent
(patient) and look at their safety. We go to their houses and evaluate safletyk\ae
cognition, we asses, screen and evaluate cognition, we will be able to offer the
assessment and figure out a treatment. We figure out what they want to dog litclcasis
to be meaningful. If they don’t want to do it, they won’t do it, and nothing will get
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accomplished. We upgrade and downgrade activities based on physical and mental
ability.

Nursing: generally, ‘the nurses are the patient’'s advocate’, | findtlhamwe have a
general knowledge of all the professions and try to feather it togethey. fteth make

sure the patient gets the best care possible from all the other professions.

Pharmacy: the pharmacists can benefit patients as far as medicatiomeellgges. The
pharmacist can educate the patient on how you are supposed to take the medication and if
they are having a lot of side effects from it they can possibly recommendranothe
medication that can benefit the patient more.

Med student: | feel that everyone knows what a doctor is, but it is so hard to define.

PT: basically we do a lot of gross motor skills and rehabilitation and we do astiati

get them back to daily living. Anything that limit their function, we try deiee what is
limiting their function, what we can do to make it better, strengthen and stresdies)
capsules, joints and stuff, put them through a treatment regime and then put them on
home exercise programs. Basically making their quality of life bfettevhatever the

issue was. We can also do preoperative and postoperative stuff. We do a lot witld gait a
walking devices, how to position yourself in bed... We treat children, elddrlgiest, the
gamut.

Moderator: Can you cite a specific example of a positive outcome of this expere?

S

nwunwnm

OT: Although my group has not functioned well at all, looking into the future, everyday
my supervisor she has an interdisciplinary meeting every Thursday, sorthaleays
different kinds of people coming to this meeting, and I'm like ‘oh look everyone is
functioning together. Everyone is talking!” even though my group isn’t the best, in the
future it's all going to work out. So this is a good experience.

PT: I just really enjoyed working with my mentor and learning the difteegperiences

she has had with doctors over the years. And she is thrilled when we come and | like
visiting her. She’s always like ‘get me those A’s I'm so proud of you'. She’s so
motivating. | feel like I do this for her and cause its part of my grade, bustbaé of

the positives, meeting this wonderful woman who encourages me. And I've learned a lot
from her.

Med: It's definitely opened up the communication, so we at least thinking about this
stuff. If we didn’t have it | wouldn’t have even thought about working with OTs PTs and
that is important. It has open up a conversation so we can at least think abodutitigsse t
and we realize that we are going to need this in the future. We can start withresmew
Learning what everyone does and how they can be useful to each other

Yeah.

Med: Meeting people that you would have never met before has been a good thing.
Whether you like them or not.
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Moderator: Can you cite a specific example of a negative outcome of this experience?

nwunwnm ONONORONHN)] 0]
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The poster. It's almost demeaning. Obviously you want to do something nice for the
mentor and that’s fine but to have that and a paper ...

| think it would be nicer to write a paper about our experience thanking them.

Right yeah

It would be more mature

Right, exactly.

It's their name in puffy paint and glitter honoring them.

One negative thing is that my mentor had a heart attack before thanksgiving. And | just
found out. I think we should have more interaction with our mentor than we do.

But it does get hard because that brings us back to visiting our mentor and the travel.
Yeah

Calling the mentor up cold to set up the initial meeting was awkward, it would have been
nicer to have met them first. If they were all their at the initial mgeti

Another negative experience was the orientation thing, the passport. The qoiz 2vas
different floors. The pa system was horrible. It was so poorly organized. Thsre w
supposed to be two hours set for this but you only needed to be there for 2 minutes.
Complete waste of time.

((Laughter))

Going off that — the timing of things matter. We had an exam and we didn’t want to be
there. And one time we had a group meeting, but the nursing student had an exam that
night, so they were so frustrated. The timing... just putting it when it's a hitleréble

to most people, like not right before an exam.

For pharmacy its hard because we have 1 test per week all year pretty much.

PT: We get slammed too.

Pharm: For us to make meetings it's tough because of tests.

Pharm: And our schedule is so different because the med students only have one class at
atime

Med: YEP — YEAH

Pharm: and we have like 7

PT: We have like 8.

Med: thaaaat’s right.

((Laughter))
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APPENDIX E

PILOT STUDY

From September 2007 to April 2008, 474 first-year students in medicine, nursing,
occupational and physical therapy participated in a year of the Jeffersibn Meators
program. In April 2008, during a Health Mentors workshop these students were asked to
complete the two survey instruments (RIPLS and the IEPS). Of the 474 in thenprdgia
completed the survey (85%). The total raw scores on these instruments weresdo s

10,11,12 and 17 on the RIPLS were reverse scored.

An analysis of variance showed that there was no significant differencedmapr or
gender on the total score on the RIPLS. There was no significant differeass piaygrams or
sex on the Teamwork/Collaboration and Professional Identity subscales oPife. RI
However, there were differences across programs for Roles/Respaasihkiliere medical
students scored highgy<.01) than students in the other three programs. The
Roles/Responsibility factor results suggest that medical students believedtongly that the
function of nurses and therapists is mainly to provide support for doctors. Both nursing and
occupational therapy students also scored higher than physical therapy stnderggactor.
Medical students also appeared to have a better understanding of what tessipnad role
would be. Finally, it was found that medical students have a stronger belief thae#dteio

acquire more knowledge and skills than other health care students
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There were significant differences on the factors on the IEPS survaymesir by
program but not by sex. Further, overall total scores were not clinically sagriby program or
sex. There were no differences among the programs on the factors Teamwodianok&ion

and Professional Identity.

The results of Scheffe comparisons indicated that the medical studentstatings
were significantly highemp<.01) on Need for Cooperation as compared to the nursing and
occupational therapy students’ but not physical therapist. Further mddobahts’ mean ratings
were significantly higher (p<.01) on Competence / Autonomy factor as comparechtoshey
and occupational therapy students’ but not physical therapist. The mean for thel medic
students’ ratings was significantly lower (p<.01) than the ratings madadbyof the other three
groups in Actual Cooperation, indicating that the other groups report actually caogpenate
than first year medical students. Finally, medical students’ ratingsawdy significantly higher
(p<.01) than occupational therapists on the Understanding Others’ Values factor. Tarizemm
the results, medical students consider themselves more well trained, autoowhoued|
thought of by other professions than nursing and occupational therapy students. Eersipsl
students consider themselves more well trained, autonomous and well thought of by other
professions than occupational therapy students. Medical students perceived ehabthgreater
need to cooperate with other professions and must depend on the work of other professions than
did nursing and occupational therapy students. Table 1 shows the means by progratotiar the

score on the IEPS and the RIPLS.



Table 1: Means and Count by program for the IEPS and RIPLS

IEPS Mean Total | RIPLS Mean Total
N Score Score
Medicine 243 4.04 3.83
Nursing 92 3.98 3.84
Occupational
Therapy 43 3.95 3.77
Physical Therapy 39 4.19 3.99
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A Pearson correlation was computed to determine if the two instruments teok gitn

each other to see if there was a relationship between readiness foarBHEitudes toward

IPHE. Small significant correlations were found between the two instrumentesiriaators.

Total scores on the IEPS and RIPLS did have a significant corretédibs) = .27p < .01.

Table 2 shows the correlation coefficients for the factors and total scores.

Table 2: Correlation Coefficients on the RIPLS and Total IEPS survey

Relationship of Total IEPS and: r Sign
Teamwork/Collaboration: willingness and a need to

share knowledge .32 .0001
Importance of establishing a professional identity 22 .0001
Attitudes that some roles should be subservient to others .01 ns
Total RIPLS score 27 .01
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A regression analysis was conducted to investigate if scores on the RIlicSepre
scores on the IEPS showed that the teamwork factor on the RIPLS was the mfibasig
predictorf= -.12,t(415) = 3.98p < .05, and it accounted for 10% of the variangés= .10,F(2,
415) = 47.7% < .01. These results are not surprising given that the highest correlationshbetwee

the IEPS and the RIPLS factors was found in the area of teamwork.

The pilot study was a posttest design and it found that after students went through the
Health Mentors program there were generally positive attitudes towarprofessional
education on all subscales. The findings also suggest that students participatiiRHE an
program have positive attitudes about the experience and that there is a sligtitlg posi
relationship between readiness for interprofessional learning anaiestitoward

interprofessional education.



