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Abstract

As a practitioner involved in the planning and development of educational activities in the field
of public health, I have worked within many pedagogical traditions and program parameters.
Through this work, I have experienced both subtle and radical shifts in the range of skills,
knowledge and relationships required to collaboratively plan and evaluate educational work. In this
professional and community-based landscape, competing and often overlapping models of
education and evaluation have led to much conceptual confusion and ambiguity around narrowly

defined notions of best practice, evidence and knowledge legitimacy.

Drawing from Dorothy Smith’s (1999) standpoint theory from which my inquiry was developed as
a result of my participation with colleagues in the field, I explore how three professional practice
networks of learning and development practitioners speak of the skills, knowledge, relationships
and worker identities in a changing field. This research seeks to explicate the kinds of informal and

largely unarticulated knowledge that is produced through the changing contexts of work.

This research maps the changing conditions of educational work through my own case stories of
educational practice and uses these as a springboard for discussion among three diverse
professional practice networks. The Story/Dialogue Method (S/D-M) developed by Labonte and
Feather (1996), is a constructivist methodological approach that, in this application, structures
group dialogue into reflective insights and theories about how educational work occurs in varied

settings among different professional and community-based groups.

A strong reliance on interpersonal skills was articulated by all three networks to build trust, assess
individual and organisational learning needs, to build partnerships and to motivate learners. Skills
were often described vaguely and summarised as a series of situational specific attributes. A valuing
of reflexive, working knowledge as opposed to professional or discipline-based expertise was raised
as an important aspect of partnership building and in negotiating program parameters. The need to
build individual and organisational relationships through formal and informal encounters was cited
as a series of legitimate yet often ‘behind the scenes’ professional practices. Aligning with the
notion of worker identity described by Chappell, Rhodes, Solomon, Tennant and Yates (2003) as
process, practitioners spoke of their identities as constructed and temporary, negotiated through

newly emerging roles and changing relationships with peers and learners.

This study suggests that evidence-based practice is a contested term drawing its meanings from
multiple theoretical and pedagogical traditions including that of intuition. Perhaps unsurprisingly
then, evidence guiding educational approaches is viewed as a pragmatic and eclectic mix of tools
stored to be adapted for use in new ways. Additionally, this study concludes that all participants
(including myself) regard educational practice as a collaborative and continually negotiated

endeavout.

It's Like Having to Trade on the Personal — Rob Wilkins



Table of Contents

Chapter 1 — Professional Starting Point: Public Health Learning and Development 1

Who does education in public health?
Who is the public health workforce?

Exploring worker and learner identities — a case study

Chapter 2 — Public Health, Learning and Evidence: Exploring multiple
perspectives of evidence and educational practice

Defining public health: From a branch of medicine to an eclectic mix of evidences,
approaches and theories

The new public health: Workforces with multiple traditions

Evidence-based knowledge: A contested term

The broadening public health workforce

Towards multiple notions of best practice

Change within a field of public health: Health promotion

Guiding frameworks: Capacity building and the rhetoric of partnerships

Knowledge development through multi-disciplinary and multi-sectoral collaboration

Chapter 3 — Mapping My Professional Histories: A case study in changing
pedagogical traditions

HIV/AIDS Community Development and Peer Education Officer
Radical education within a community development program

The significance of gay identity within HIV/AIDS education
Professional Development Officer

Training versus a broader workforce development agenda

Hepatitis C Workforce Development Project Officer

Learning through participatory management development approaches

Action learning with multi-disciplinary teams

2

2

10

10

11

12

17

18

19

24

27

29

29

31

33

34

36

37

38

39

It's Like Having to Trade on the Personal — Rob Wilkins



Evaluating action learning through participatory methods: How do we know what works?
Facilitating problem-based learning: A shift in worker identity

Workforce Development Senior Project Manager

Horizontal learning: Facilitating collaborative learning relationships

Public health policy and discourses of learning as organisational performativity

Facilitating knowledge production through professional practice networks

Chapter 4 — Methodological Framework
Professional practice networks as a unit of analysis
Drawing from communities of practice
Participatory action reseatch and the Story-Dialogue Method
Professional practice networks — recruitment
The Story-Dialogue Method

Methodological overview

Chapter 5 — Analysis
HepLink Story-Dialogue Method Workshop
The practice of relationship building
Educational frameworks and professional practice
Assessing learner needs
Worker identities and learner expectations
Evaluating our practice
HepLink Summary
NADA Story-Dialogue Method Workshop
The practice of relationship building
Educational frameworks and professional practice
Organisational development as education
Assessing learner needs

Worker identities and learner expectations

42

43

45

45

47

49

53

55

54

56

58

60

64

67

68

70

72

73

74

75

74

77

77

78

79

80

81

It's Like Having to Trade on the Personal — Rob Wilkins



NADA summary

Midwifery Story Dialogue Method Workshop

Describing midwifery as a historical / political movement

Midwifery practice development through role modelling

Midwifery relationship building through persuasion

Midwifery — “with woman” (worker learner identities)

Midwifery summary

Summary of contrasting themes within three professionalpractice networks

Skills, knowledge, relationships and worker identities

Skills

Knowledge

Relationships

Worker identities

Chapter 6 — Conclusion

Implications for future practitioner-led research

Implications for my professional practice

References

Appendices

1ii.

iv.

Hepatitis C Action Learning — Mapping Tools

Hepatitis C Action Learning — Organisational Planning Tools

HepLink Case Stories 1 and 2, Insights and Theory Notes

NADA Case Stories 1 and 2, Insights and Theory Notes

Midwives’ Case Stories 1 and 2, Insights and Theory Notes

81

82

84

84

86

87

88

88

91

91

92

93

94

96

99

99

101

108

It's Like Having to Trade on the Personal — Rob Wilkins



Chapter 1

Professional Starting Point:
Public Health Learning and Development

O ver the past ten years I have worked as a community health educator, a trainer, a
professional development officer, an educator, a health promotion officer, a consultant and
a program manager in a range of government and non-government public health-related settings.
My job titles have changed for each short-term contract, and while they differ in specifics, the
general focus has been to develop a range of learning activities on related health issues for disparate
community and professional groups. For each change of contract, the ‘essential and desirable’
criteria for the job subtly shift, the position title changes along with the educational models, skills
and relationships needed to develop legitimate and professionally appropriate learning programs.
As these components to my work change, so do the relationships with my colleagues and target
groups (or learners), the specialist and generalist skills and knowledge required to complete the
project and lastly my professional or worker identity. Despite these shifts, the professional and
community networks I work with are inter-connected, and over time have periodically formed into
small partnerships whose purpose is to collaboratively develop learning programs over short to

medium term project time-lines.

Public health is a broad field where competing and often overlapping models of education and
evaluation have lead to a great deal of conceptual confusion and ambiguity around issues of best
practice, evidence and knowledge legitimacy. The focus of this investigation examines, with
learning and development practitioners working in the public health field, how the evolving
contexts of their work, gradually but unevenly shape their skills, knowledge, relationships and
worker identities. By drawing from the practice experiences of three existing interagencies of
public health practitioners who have an ongoing educational component to their work, I identify
the shared meanings and themes that inform and challenge daily educational work with a view to
using these insights to develop adaptable, legitimate and strategic approaches to learning and
workforce development. Furthermore, as a practitioner involved in this collaborative daily work, I
recognise the varied professional disciplines, community memberships and personal experiences
that inform beliefs about pedagogical approaches despite working within a public health framework
that draws on narrowly defined notions of educational best practice. By using a structured process

of dialogue that focuses on tensions within our daily professional practices, I elucidate and
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challenge notions of best practice in public health education as a unified and mutually agreed on

term.

Who does education in public health?

By focussing on public health practitioners who undertake a range of educational or information
provision activities, but who may not chiefly identify as ‘educators,” I acknowledge the different
theoretical models and varied settings that educational practices occur in. Foley (2001) describes

the need for this expansive definition of ‘the educator’

Fewer and fewer people, even those whose primary work role involves the education of
adults, see themselves as ‘adult educators’ (rather they see themselves as ‘human resource
developers’ or ‘literacy teachers’ or ‘nurse educators’ and so forth).

(Foley, 2001: 23)

The need to ‘do’ education, in a variety of forms, is increasingly incorporated into job desctiptions
as part of a set of core responsibilities. In public health, education is a responsibility of a range of
clinical, allied health, service planning, health promotion and administration professionals as well as
community-based professionals, community members and arguably, any other individual,
organisation or sector that work to “protect people from disease and to promote their health”
(Baum, 2002: 531). As well, informal educational activities are required on an ongoing basis as part
of collaborative program management, public health advocacy and management or supervisory
duties. Education then, becomes part of everyday work for many health professionals. The notion
of ‘educatot’ as a distinct professional identity is therefore less apparent in these workforces. The
scope of this investigation acknowledges this shared role and capitalises on the diversity of players
and occasions where education occurs. The public health practitioners participating in this research
consist of a broad base of clinicians, allied health professionals, community educators, health
service managers, health promotion project officers and workforce development program managers
working in both government and non-government (or community-based) settings. The common
point of discussion and enquiry with these practitioners is their educational work —often embedded

with other clinical, management or administrative components to their daily work.

Who is the public health workforce?

The public health workforce is also broad in composition, drawing from “a range of professional or
occupational backgrounds, most performing one major function but generally also involved in a
number of other functions” (Dept of Human Services and Health, 1995: 5). The expanding
definition of what Baum (2002) terms “The New Public Health” includes not only a
professionalised workforce, but significantly “the participation of communities in activities to

promote health” (Baum, 2002: 531). Much of contemporary public health literature today,
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emphasises the growing significance of community participation in the development of a range of
formal public health programs and services (Baum, 2002; Eager, Garrett & Lin , 2001; Freeman,
Gillam, Shearin & Pratt 1997; Green & Haines, 2002). Community-based models of education
such as peer education or, more broadly, community development programs, are increasingly
recognised in state health policies for their value in achieving targeted public health outcomes.
These models co-exist with other forms of education in public health such as professionally
accredited programs, traineeships, education through professional associations and less formal

models that include the need for ongoing organisational partnership building activities.

The acknowledgement of educational work that is often embedded in more routine duties and in
the shared development of public health programs draws from contemporary adult and
organisational learning theories addressing the interface between work and learning. Much has been
written recently about models of learning that identify more informal, continuous learning at work
(Boud & Garrick, 1999; Garrick & Rhodes, 2000; Gonezi, 2001; Johnston, 2001). A number of
descriptive indicators have been proposed that describe these more educationally integrated models
of workplace learning. These include increased organisational integration (internally and externally),
flatter hierarchies (Field & Ford, 1996), flexible and multiple learning systems and more
collaborative team-based approaches to work (Argyris, 1990; Boud & Garrick, 1999; Garrick &
Rhodes, 2000; Senge, 1990). The notion of ‘work’ is now almost inseparable from the notion of
‘learning’ with the development of the term ‘knowledge workers’ (Boud & Garrick, 1999) in which
‘workers must be willing and able to learn and perform new tasks, take on different roles and be
easily redeployed in the flexible new workplace” (Casey in Boud & Garrick, 1999: 18). The
“construction of the competent worker emphasizes problem-solving, consultative committees,
quality circles, formal and informal on the job training” (Mclntyre, Chappell, Scheeres, Solomon,
Symes & Tennant 2001: 13) in order to achieve a “continuing process of relearning and updating
(Hawke, 2001: 6). Productive and ‘performative’ workplaces are now recognizing, valuing and
promoting learning that was once primarily viewed as informal, embedded and largely unrecognized
(Solomon & Mclntyre, 2000 in Mclntyre et al, 2001). Workplaces are increasingly being re-
legitimised as valid sites for learning (Casey, 1999; Harris, Simons and Bone, 2000). The “fostering
of organisational learning as opposed to individual skill formation” (Johnston, 2001: 3) further
emphasises the value of shared learning activities as a key dimension of organisational activity and

“a driver of organisational competitiveness” (Johnston, 2001: 3).

By working with multiple educational projects over time and developing new professional
partnerships along the way, learning and development practitioners in public health need to
construct and re-negotiate their worker identities (Johnston, 2001: 3; Mclntyre et al, 2001: 11)

—assuming varying roles and changing relationships with learners and peers.
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Exploring worker and learner identities — a case study

The concept of worker and learner identities is an area of investigation that requires some
theoretical positioning within this research. It is particularly relevant where multiple professional
traditions of identity, expertise, and/or notions of community attachment are used to desctibe
pedagogical practices and professional relationships. Here, the use of worker and learner identities
draw from the work of Chappell et al (2003) and argues “that concepts of the ‘self’ should not be
seen as neutral representations of the subject-person but rather as discursive interventions that do
important political and cultural work in constructing, maintaining and transforming both

individuals and their social world” (Chappell et al, 2003: 28).

The notion of identity is grounded in particular and historical experiences that will continue to

change and evolve:

... the self is configured as a contingent and constructed concept, one that is subject to
continuing social and historical transformation...moreover, the term has come to mean a
process rather than a product; a process that involves a construction of sameness that is
continually evolving and incomplete.

(Chappell et al, 2003: 28)

My relation to this research is one that has gradually developed through my participation in the
public health workforce. It is a deliberately reflexive approach in that my investigation draws
explicitly from my experiences and uses these as a starting point for discussion and critical analysis
with the practitioners I work with. In part, this acknowledges Salomon’s (1991) concept of
ecological validity and Robinson’s (1993) models of problem-based learning. As in Dorothy Smith’s
(1999) account of writing from a particular standpoint: “The situated knower is always also a
participant in the social she is discovering. Her inquiry is developed as a form of that
participation”. (Smith, 1999: 6). Furthermore, my initial and ill-defined inquiry was also prompted
as a consequence of that participation —as in Smith’s (1999) account of her personal starting point

to developing a research question:

These studies have started very differently, with a feeling of uneasiness or problem in some
aspect of my working life as a participant in various discourses... but I have not started
writing on the basis of research data. Rather, I have started with a sense of problem, or
something going on, some disquiet, and of something there that could be explicated.
(Smith, 1999: 9)

As a practitioner involved in the development over time of a range of learning activities in
community-based and government public health settings, I have experienced both subtle and
radical shifts in the range of skills, knowledge and relationships needed to achieve targeted learning
or service development outcomes. For instance, the peer-based educational interventions and

broader community development approaches primarily relied on by community-based AIDS
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Councils to prevent the spread of HIV epidemics in the eatly 1990s, relied heavily on gay men and
“the culture of existing gay communities” to plan and deliver preventive education (Dowsett, 1996:
69). My identification and experiences as a gay man or peer, alongside other required skills and
knowledge, were capitalised on in the development of peer-based networks and in the training
curriculum developed (ACON, 1996). Knowledge and learning was viewed as a generative process,
informed by the experiences and ideas of the learners (or community members) themselves.
Learning was fundamentally viewed as a process of individual and community transformation and
activism rather than primarily a process of acquiring facts from experts. In contrast, as a
Professional Development Officer in a state-wide government health organisation a few years later,
my role as a ‘trainer’ with expertise in particular content areas, along side qualifications and
experience in adult education and training, was significantly different. Education here aimed at
imparting knowledge from clinical or health promotion experts to learners in training room
settings. Skills in developing assessment strategies, articulating competencies, drawing together a
range of public health ‘experts’ in the delivery of training and program planning and evaluation
(with clearly identified behavioural learning outcomes) were some of the key roles and areas of
expertise expected of Professional Development Officers. The educational philosophies drawn on
in these two examples are epistemologically very different. In my capacity as a Professional
Development Officer, knowledge was deemed as more uncontroversial, scientifically rigorous and
true. As a gay community development officer within a community-based AIDS Council,
knowledge, and in particular public health HIV knowledge was already a socially contested issue.
HIV prevention education grew from gay liberation movements and networks of gay men
responding to a public health crisis directly affecting their community (Dowsett, 1996: 68).
Education was a politically radical and transformational activity that directly challenged the
accepted primacy of medical knowledge and in the design and delivery of public health education.
Dowsett (1996) describes the historical and political roots informing HIV prevention education in

the late 80’s and eatly 90’s:

During the eatly years, the various print materials produced concentrated on the symptoms
of HIV infection and a growing list of judgements about the safety of, or risk associated
with, certain sex practices. In the hands of the gay community AIDS organisations, these
print materials were a far cry from dry clinical lists of do’s and don’ts of the sort typical, for
a time, of government-produced materials. Increasingly, images and iconography from gay
communities themselves have shaped the form, tone and delivery of their educational
materials and programs.

(Dowsett, 1996: 70)

These two examples highlight multiple and often conflicting philosophical, theoretical and
methodological approaches to education in the public health. I argue that as contemporary public
health literature continues to espouse principles of intersectoral collaboration, partnerships and

community participation in our public health responses, along with the use of ambiguous terms
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such as educational ‘best practice’, public health practitioners will need to expand their awareness of
different models and theories of education along with notions of evidence that support these

interventions.

With these ongoing professional and relational shifts over time, came changes to my worker
identity and to the ways in which learners are conceptualised or positioned within the educational
context. Drawing from Chappell et al (2003)’s position that ““...various educational and learning
‘programmes’ are best seen as technologies for constructing particular kinds of people or ‘subjects™
(Chappell et al, 2003: 10), this research attempts to elucidate notions of educational best practice
among professionally disparate networks of practitioners and examine how this term becomes used
as a technology for constructing professional identities. In this participatory research I explore with
learning and development practitioners the ways in which our range of tacit skills, knowledge,

relationships and worker identities are shaped by the evolving context of our work and our multiple

professional and personal histories.

To make explicit the development of shared meanings or lessons learned through the telling and
analysis of professional practice stories, this research will draw from Labonte and Feather’s (1996)
Stoty-Dialogue Method (S/D-M): “Detrived from constructivist, feminist and critical pedagogical
theory, and with roots in qualitative methods, the method structures group dialogue around case
stories addressing particular generative practice themes.” (Labonte, Feather & Hills, 1999: 39). The
group dialogue is grounded in the experiences of individuals telling professional practice stories
about their educational work that raise a tension or broader question about their work. The
methodology has broad application and can extend to program planning and evaluation in a range
of settings. Here it will be drawn from to make explicit the assumptions (theories) about the
learning and development work of three interagencies or professional practice networks of public

health practitioners who plan, coordinate and review educational activities in public health.

Practitioners from three professional practice networks from the broad public health field
participated in one three-hour facilitated S/D-M workshop. The networks include multi-
disciplinary professional practice networks as well as single profession networks. The participating

professional practice networks are:
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Heplink

Heplink is a statewide, multidisciplinary network (including clinical, health
promotion and community-based practitioners) who address issues relating to
hepatitis C in their work. The aim of Heplink is to shatre information, resources

and support.

Network of Alcohol and other Drug Agencies Inc (NADA)

The Network of Alcohol and Drug Agencies (NADA) is the peak organisation for
the alcohol and drug non-government sector throughout NSW. Through its
Workforce Development Project, it provides organisational development support
and staff training and development strategies to its target agencies. The Network is
multi-disciplinary (including clinical, health promotion and community-based
practitioners and educators and program managers from other sectors) and focuses

on a broad public health topic: alcohol and other drug-related harms.

Practice development midwives

This is a local network of midwives who wotk together to advance midwifery
practice through advocating for continuity of care models for women — a key
public health access strategy. The midwives in this network include those directly
involved in midwifery practice with mothers and who also work as health service

managers, Area administrators or directors, clinical educators and researchers.

In this research I aim to make explicit, the ways in which three professional interagencies or
networks of public health practitioners construct and negotiate worker identities over time by
exploring strategies (work practices), knowledge (discourses) and relationships in a changing
professional landscape that draws from a range of educational models and philosophies. The
significance of this research relates to the growing interest in explicating the kinds of informal and
unarticulated knowledge that is produced through work. A key area of investigation in this research
involves an examination of how individuals and groups working in this sector adopt notions of

educational ‘best practice’ in a field dominated by multiple and often competing forms of evidence.

In the next chapter I examine literature related to the public health workforce in Australia and
notions of professionalism, evidence and best practice that influence our ongoing educational

practices. I identify competing theoretical models of education, along with an expanding and
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increasingly diffuse workforce. This discussion serves to situate and provide a context to my
ongoing work and the educational work of the three public health interagencies participating in this

research.

In Chapter Three I map a brief history of my learning and development work within this field as a
case story, along with the learning philosophies, theories and organisational contexts and policy
frameworks that have guided or impacted on my work along the way. This case study is particularly
relevant in that it contributed to my current standpoint of ‘uneasiness’ with dominant, scientifically
informed paradigms of best practice in public health education. It was also through this uneasiness
and a desire to open up discussion through multiple perspectives about how education work really
gets done, that informed the rationale for this research. The professional history in this chapter
describes multiple pedagogical traditions in a range of organisational settings. Here, I highlight the
temporary nature of project work and the variety of expectations, knowledge, skills and
relationships required to collectively or individually organise educational programs. This case story
emphasises the need for public health education to be an adaptable endeavour, whereby learner
expectations and worker identities are regularly negotiated throughout the life of these educational

programs.

In Chapter Four I draw on my professional practice case story by using it as a springboard for
structured discussion among three public health interagencies who undertake education as part of
their ongoing work. This method is described as a participatory means of facilitating group
reflection and the creation of more generalised knowledge. This chapter describes the development
of the Story-Dialogue Method (S-D/M) as group problem solving strategy in public health with
multiple applications. It outlines the stages of group enquiry as ideas are gradually negotiated and
produced as Insights. As critical discussion continues, these Insights are further refined as broader,
more generalisable theoties about their educational work. The methodology is explicitly

participatory and includes my own voice as facilitator and participant in the analysis.

In Chapter Five, these Insights and Theories are thematically grouped and presented by myself and
workshop participants. The analysis identifies key themes arising through the telling of each case
story and describes the allocated Insights and Theory Notes participants generated as an outcome
from their structured dialogues. Themes such as relationship building, assessing learning needs
(both individually and organisationally), evaluating our practice and worker identities and learner
expectations provided a basic structure to begin investigating how learning and development
practitioners speak of their changing skills, knowledge, relationships and worker identities. The
analysis identified a strong reliance on and use of interpersonal skills to build trust, assess individual

and organisational learning needs, to build partnerships, to encourage collaborative learning and to
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motivate learners. All groups spoke of a continuing need to negotiate, build flexibility into, or
balance expectations of their learners or peers. Although knowledge of how to build relationships
was a fundamental part of all three professional practice networks, discipline-based knowledge was
a relatively small component compared with knowledge required of organisational planning
frameworks and believable use of the associated rhetoric, or multi-disciplinary group learning and
planning processes including those that aim to establish rapport and build trust. Relationship or
partnership building was an explicit benchmark or ongoing alliance-building process to all three
interagencies’ work. In relation to our everyday work, participants spoke of notions of identity as a
changing construct negotiated over time, through multiple settings and different forms of work. By
negotiating the parameters and pedagogical approaches for programs, such as shifting from a more
traditional and individualistic approach to learning to a broader organisational approach that entails
work not conventionally identifiable as education, participants described notions of worker identity
as a changing process informed by a mix of professional, organisational, historical and personal

experiences.

Chapter Six describes the emerging themes and theories relating to learning and development
practitioners changing skills, knowledge, relationships and worker identities. Educational work is
described as a dispersed and often buried process defined by characteristics of negotiation,
relationship building and collaborative planning. The notion of worker identity emerges as a
transient and often ambiguous term that is also constructed through different forms of
participation with our colleagues through short-term collaborative work. Multiple evidence bases
and professional traditions informed the types of relationships, skills and temporary worker
identities of participants. The increasing focus on multi-disciplinary and inter-sectoral approaches
to public health education poses further challenges to our efforts in articulating (and being aware
of) the emerging volume of literature on evidence-based practice. The investigation describes
evidence as a contested term, shaped by multiple theoretical and professional traditions including

opinions by us about what works in the field at the moment.
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Chapter 2

Public Health, Learning and Evidence:
Exploring multiple perspectives of evidence and
educational practice

his chapter sets the broader context of the public health field by describing the dominant
Tscientiﬁc paradigm of evidence-based knowledge production and challenges it as a single
perspective that guides the multiple workforces and community groups involved in public health
education. A need for greater pluralism of perspectives is argued for when considering the types of
evidence and experiences to draw from. Several examples from clinical and from within health
promotion fields of public health highlight divergent views about what constitutes best practice in
educational research and practice. As contemporary definitions of public health expand to
recognise increased participation of communities and other non-traditional players (ie local
councils, schools, police) along with broad policy and planning frameworks that call for more
collaborative and multi-sectoral approaches, I argue for a greater recognition of multiple

pedagogical traditions.

Defining public health: From a branch of medicine to an eclectic mix of
evidences, approaches and theories

Public health is broadly defined as “a branch of medicine concerned with the prevention and
control of disease and disability and the promotion of physical and mental health of the population
on the international, national, state or municipal level.” (National Library of Medicine, 2003:
Medical Subject Headings MedLine). As a ‘branch of medicine,’ clinical, educational and program
planning approaches traditionally emphasise positivist approaches such as experimental methods,
quantitative data collection and analysis, and identification of linear cause and effect relationships
(Raphael, 2000: 358). Lincoln and Guba (1985) argue that within this positivist paradigm these
methods are viewed as ‘objective’ and are designed to allow truth to emerge. However, a
constructivist approach to public health would argue that this notion of truth discounts experiential
knowledge, reinforces passivity of the subjects being researched, and silences other voices (Gaventa
& Cornwall, 2001). Throughout the last century, the dominant discourse of Western health has
been through a biomedical perspective. (Foucault, 1973 in Baum, 2002: 5; Freidson, 1970; Willis,
1989) Here, the body is studied and articulated through its component parts and is isolated, labelled

and systemically classified by diseases (Underwood, Owen & Winkler., 1986 in Baum, 2002: 5).
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Clinical professions are educated and inducted into a particular kind of professional culture that

values particular ways of knowing:

The clinical culture values scientific knowledge and research. Through their training,
clinical professionals are imbued with the primacy of the scientific method as a way of

knowing, and with a profound respect for the research process and its outputs.
(Walshe & Rundall, 2001: 439)

The social, psychological and community-related aspects of health remain largely ignored through
this discourse. Such scientific and ‘evidence based knowledge’ is at odds with ethnographic or
critical approaches to knowledge development (Raphael, 2000: 358). In their critical review of
public health and health promotion evidence, Adams, Amos and Munro (eds) (2002) conclude that
“Even where evidence is available, it frequently proves to be the ‘wrong type’ —occupying a
different paradigm to that of the decision-maker —and is unable to support the argument either

way.” (Adams, Amos & Munro, 2002: 181).

The new public health: Workforces with multiple traditions

However, Baum (2002) argues that an eclectic mix of evidences, approaches and theories is needed

to work in what she terms “the new public health”:

My starting point is that no theory offers an entire solution to understanding the world and
providing a basis for public health action. Consequently, I use theories eclectically,
selecting bits here and there as they help me to understand the world and explain it to
others. ...The one certainty that I cling to is that our world is complex —far too complex
to be neatly understood through any single theoretical lens. (Baum, 2002: xiv)
Baum (2002) highlights the need for multiple theories and approaches to public health practice —
ones that span over many professional disciplines: “One of my firmly held beliefs is that public
health is nothing if not multidisciplinary and holistic.” (Baum, 2002: xv). This view is consistent
with the trends identified in the emerging literature on work and learning. These include the need
for multiple learning and problem solving approaches that are participatory and reach beyond the
narrow confines of professional roles (Boud & Garrick, 1999; Chappell et al, 2003). Just as the new
public health acknowledges the broader impacts on health by “a wide range of cultural, social and
economic factors” (Baum, 2002: 381) so too does our broadening view of learning reflect the
awareness of a greater range of influences that impact on learning. This confluence of theories and
approaches in public health and those in the contemporary literature on work and learning presents

opportunities for more consistent and collaborative approaches to guiding professional practices.
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Evidence-based knowledge: A contested term

Most program evaluation frameworks within the public health field of learning and development
tend to honour a positivist approach with indicators generated around behavioural learning
outcomes, skills assessment indicators and even the measure of the number of learners attending
training programs. These evaluation methods rarely provide the kind of critical feedback that can
assist learning and development practitioners to reflect on how they may better understand the
changing contexts of their work. Building theories of ‘what works’ in the field is often approached
through anecdotal and informal dialogue among practitioners. However, they rarely become
known as “rigorous explanations” (Labonte, Feather & Hills, 1999: 39) as more traditional and
narrowly defined standards for evaluative evidence dominates in the broad public health sector
(Labonte, 2001; Raphael, 2000). What counts as legitimate evidence (including evidence supporting
educational approaches and frameworks) in my changing professional field remains a contested
issue. However the notion (and rhetoric) of ‘evidence-based’ knowledge and program design is a
common and often ambiguous phrase used to describe and defend the legitimacy of our work.
Health professionals are increasingly being asked to site the phrase ‘evidence based practice’ or
‘best practice’ in the marketing and content of their educational activities. The concept of evidence
based practice (EBP) was originally called ‘evidence based medicine’ —a clinical term relating to
information focussing directly on the patient’s own health-related scenarios (Booth in Booth &
Walton eds, 2000). Originally endorsed as a means to address ‘unexplained wide vatiations in
clinical practice patterns” (Walshe & Rundall, 2001: 430) the term has been borrowed and adapted
to suit the varying needs of other allied health and public health professionals. Today, a broader
range of evidences is now drawn on that aim to articulate non-clinical, and more population health
based aspects to health care. The dominant use of and reliance on quantitative experimental
research methods is now being questioned as the rapid and widespread diffusion and interpretation
of the term grows (Walshe & Rundall, 2001: 435). Urquhart (2000) further argues that greater
consumer interest in healthcare and “the trend towards more self-care affect not only the type of
information required by health professionals and consumers, but also the power relationships
implicated in communicating and sharing health information” (Urquhart in Booth & Walton, 2000:
15). Knowledge production between a health care provider and an active participant aiming to
‘self-care’ requires more participatory educational processes that challenge the role of the clinician
as the knower. The term has now spread to fields beyond health care with evidence-based practice
initiatives in education, social care and criminal justice (Davies, Nutley & Smith 1999; Walshe &

Rundall, 2001).

Evidence-based health care —the idea that “the care that health professionals provide should be

based as closely as possible on evidence from well-conducted research” (Walshe & Rundall, 2001:
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431), is an increasingly complex and problematic model that informs professional learning and
development traditions in public health. Walshe & Rundall (2001) argue that “because of the
volume of research evidence that exists, the speed with which new evidence is produced, the
complexity of large health care organisations, and the many practical difficulties of changing clinical
practice...major reform of the whole process of knowledge management in health care systems” is
needed (Walshe & Rundall, 2001: 431). The other difficulty in generalising the model of evidence-
based practice to both clinicians and health service managers (or community workers for that
matter) is the great differences in how professional cultures speak about evidence and the kinds of
evidence deemed legitimate. Walshe & Rundall (2001) contrast the health service managers’ reliance
on observational methods, qualitative research and greater focus on theoretical development than

on empirical theory testing with the biomedical background of the clinician:

Overall, the tightly defined, well-organised, highly quantitative, and relatively generalisable
research base for many clinical professions provides a strong and secure foundation for
evidence-based practice and lends itself to a systematic process of review and synthesis and
to the production of guidelines and protocols. In contrast, the loosely defined,
methodologically heterogeneous, widely distributed, and hard-to-generalise research base
for health care management is much more difficult to use in the same way.

(Walshe & Rundall, 2001: 444)

Raphael (2000) argues for a need to adopt a pluralist approach when seeking to generate evidence-
based knowledge in the broad public health field. She states that evidence-based approaches
“emphasize experimental methods, quantitative data collection and analysis, and identification of
linear cause and effect relationships” (Raphael, 1990: 358). ‘Evidence-based’ knowledge “does not
extend to non-traditional methods associated with naturalist, ethnographic or critical approaches”
(Raphael, 2000: 358). Objective truths (such as the presentation of facts arising from a scientific
study) are presented as factual benchmarks that are developed to guide practices. Raphael (2000)
highlights some of the tensions building from researchers and practitioners about the primacy of
such evidence. She cites Macdonald and Davies (1998) in Quality, Evidence, and Effectiveness in

Health Promotion:

This traditional biomedical approach to evaluation has received a great deal of criticism in
recent years and a consensus is undoubtedly emerging that an over emphasis on outcome
measures and indeed on quantitative data is an outmoded and inappropriate way to
measure the effectiveness of health promotion programs and interventions

[Macdonald & Davies, 1998 in Raphael, 2000: 11].

They argue for greater pluralism when considering the nature of evidence and outline the

weaknesses of the bio-medical hierarchy of research evidence:
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Its underlying ideology is expert-drive, authoritarian and dis-empowering, seeking evidence
through narrow clinically based methods and short-term quantitative outcomes measures”
[Macdonald & Davies, 1998 in Raphael, 2000: 12].

As in many contemporary studies on broad and multi-disciplinary workforces, the workplace,
industry demands and methods of “providing the best information” (Hewlett in Booth & Walton,
2000: 64) in public health are rapidly changing to align with market demands (Kavanagh, Spence,
Wilson & Crow, 2002; Roche, 2002). In his review of the changing professional landscape of health
service information providers, Hewlett (2000) espouses the need for a mix of contemporary human
resource development approaches in coordination with learning the ‘right evidence’. In this
example, ‘the right evidence’ relates to professionally targeted research databases and, where
relevant, clinical patient data. The notion of professionally targeted sources of evidence, and in
particular, an acknowledgement of the need to adhere broadly to the higher status of bio-medical
research evidence is included in contemporary human resource narratives aiming to guide public
health practices:

Health service information providers, whether serving healthcare professionals, educators
and students, industry or commerce or the general public, work in a world, which is rapidly
changing. Technology is advancing, user expectations are expanding, and the structure and
infrastructure of the work environment changes almost daily.

In this context it is necessary to keep our skills updated and, if possible, move our skills
forward in advance of the market. Professionally we need to keep our information services
modern and dependable so as to provide the best information, the fastest service, [and] the
right evidence for our users...

(Hewlett in Booth & Walton, 2000: 64)

Here, the educational emphasis is on teaching or providing the right kinds of evidence to the health
professional. The learner is primarily a passive recipient of the knowledge and rarely referred to
beyond his or her professional affiliation. The dominant conception of education used by most
health journals places an emphasis on teaching rather than on producing more competent and
flexible learners. The evidence or knowledge transferred to the learners is produced as value-free
and indisputable. Other forms of knowledge, namely those generated through participation,
experience and reflection are rarely referred to. Clinical education and, to a large degree, public
health education follows positivist principles: a reliance on imparting objective truths as facts and
adopting reductionist approaches that identify and capitalise on a lack of information as the key

target of teaching,.

A British Medical Journal review undertaken by a professor of clinical epidemiology and
biostatistics entitled “Research in medical education: Three decades of progress” describes a key
turning point in clinical education under the sub-heading “Basic research in the acquisition of
expertise’:

In the early 70s basic research into the nature of clinical reasoning pursued the hypothesis
that expert clinicians were distinguished by the possession of general “clinical problem
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solving” skills. This was wrong; what emerged was that expertise lay predominantly in the
knowledge, both formal and experiential, that the expert brought to the problem.

This finding resulted in a new direction of inquiry, and a new generation of researchers
attempted to uncover the ways that expert clinicians organise medical knowledge in their
minds, using research strategies derived from cognitive psychology. Although the fruits of
these labours are not yet ripe, the research has moved from purely descriptive research to
experimental studies directed at a better understanding of the process and theory based
interventions that promise to improve the effectiveness of instruction.

(Norman, 2002: 1560)

Here, the key turning point for improved “effectiveness of instruction” in clinical education was an
explicit valuing and reliance on experimental methods of research that “informed our
understanding of learning, teaching and assessment in medicine” (Norman, 2002: 1560). Also
contained in the summary is an explicit de-valuing of “descriptive research” and its capacity to
generate legitimate evidence in educational research. This review is highlighted to demonstrate how
a positivist, scientific agenda in educational research is validated. Empirical theory testing is
concluded as the key methodology for conducting sound educational research for clinicians: “Real
improvement in education, just like real improvements in medical treatments, will only result when
we combine better the understanding of basic science with the experimental interventions.”
(Norman, 2002: 1562). This example is extreme and there are of course, multiple traditions within
this broad field of public health. From a practitioner stand-point however, much of my work has
involved a reliance on partnership approaches with clinical experts. Even in non-clinical fields of
public health, clinical qualifications and expertise are valued qualities in educational work. As a
result, modules and training programs become negotiated and assembled with varied experiential

and didactic approaches.

Norman’s (2002) key strategy that values “effectiveness of instruction” is aligned with Paulo
Freire’s banking concept of education (Freire, 1970: 53). Here, emphasis is placed on ‘effectiveness
of instruction’ where learners are conceptualised as empty containers to be filled with knowledge by
the expert (senior clinician). Freire summarises the shortcomings of this approach with respect to
the kinds of learners it produces and the power imbalances it sustains between the learner and the

knower:

Education thus becomes an act of depositing, in which the students are the depositories
and the teacher is the depositor. Instead of communicating, the teacher issues
communiques and makes deposits, which the students patiently receive, memorize, and
repeat. ..

In the banking concept of education, knowledge is a gift bestowed by those who consider
themselves knowledgeable upon those whom they consider to know nothing...the more
students work at storing the deposits entrusted to them, the less they develop the critical
consciousness which would result from their intervention in the world as transformers of
that world. The more completely they accept the passive role imposed on them, the more
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they tend simply to adapt to the world as it is and to the fragmented view of reality
deposited in them.
(Freire, 1970: 53 — 55)

In most cases in public health, with perhaps the greatest exceptions being from programs drawing
from community development or community capacity building frameworks, learning and
development programs do not aim to achieve praxis: “reflection and action upon the world in
order to transform it” (Freire, 1970: 33). The goals are much less to do with transformational
learning, critical consciousness-raising or liberation. Knowledge is not generated through dialogue,
“re-invention” or “hopeful inquiry” (Freire, 1970: 53) but bestowed by senior clinicians. Put
simply, knowledge within most public health learning and development programs is presented as
indisputable for at least one of two reasons: the evidence or knowledge derives from scientific
methods and is therefore unquestionable; and/or the teacher / senior clinician speaks from the
position of scientific authority endorsed through their specialist qualifications. Knowledge is

perceived as an artefact that is primarily transmitted, not generated.

Freire also argues that by conceptualising knowledge as a banking note, it is fixed and indisputable.

Knowledge is not interpreted or re-invented by learners but passively accepted as truth:

The teacher’s task is to organize a process, which already occurs spontaneously, to “fill”
the students by making deposits of information, which he or she considers to constitute
true knowledge.

(Freire, 1970: 57)

The relationship between clinical specialist / teacher and the “patient, listening objects” (the
students) (Freire, 1970: 53) is hierarchical and well defined in public health. Imparting ‘evidence
based knowledge’ appropriate to particular clinical professions is a technology that sustains the
knower as (clinical) expert. Education serves to indoctrinate professional identities rather than
facilitate the development of critical thinkers and collective action. Freire describes this form of
education as a process of “indoctrinating [learners| to adapt to the world of oppression” (Freire,
1970: 59). In Norman’s (2002) article outlining “three decades of progress”, education is not
transformative but merely a process of ‘organising medical knowledge’ to advance clinical best

practice and to better define clinical expertise.

Nevertheless, evidence-based health care is now a key concept informing the management of health
care organisations, the delivery of health care services and the ongoing development of health
policy albeit with very different research bases and informed by multiple, interrelated and often
competing professional traditions (Walshe & Rundall, 2001: 436). Public health education that
purports to be evidence-based also remains vulnerable to multiple, interrelated and often competing

ideas about what constitutes legitimate evidence.

It's Like Having to Trade on the Personal — Rob Wilkins 16



The broadening public health workforce

Defining the public health workforce is a predictably crude task when considering the multiple
theories, approaches, professions and settings that public health occurs in. In 1995, the
Commonwealth Department of Human Services and Health released a study that, among other
workforce planning issues, sought to determine who constituted this workforce (Dept of Human
Services and Health: 1995). This report began by defining the public health workforce as including
“people who are involved in protecting, promoting and/ ot restoring the collective health of whole
or specific populations (as distinct from activities directed to the care of individuals)” (Dept of
Human Services and Health, 1995: 5). The study characterised the workforce as diverse and
complex —acknowledging the many professions and activities that contribute to building public

health:

The findings do not point to any one group within the Public Health Workforce as a group
of “public health specialists”. Instead the findings suggest a workforce composed, as is any
workforce operating in a service field characterised by diversity and complexity, of
personnel from a range of professional/occupational backgrounds, most performing one
major function but generally also involved in a number of other functions, each of which
calls for the exercise of some specific expertise not always associated with that person’s
primary occupational designation or training.
(Dept of Human Services and Health, 1995: 5)
Public health expertise can be informed by professional or occupational roles but is not restricted
to these: “One of the main findings from the Study is the multi-skilled nature of the Public Health
Workforce and the level of multiple functions performed.” (Dept of Human Services and Health,
1995: 7). Public health practice reaches beyond natrowly defined professional and/or clinical roles.
In fact, the study found that the majority of the Public Health Workforce sits outside of health and
health-related occupational classifications and concluded: “the Public Health Workforce is more
likely to be made up of members who do no classify themselves within the traditional professional
groupings associated with clinical health care (Dept of Human Services and Health, 1995: 6). This
professionally ambiguous profile is consistent with the broader profile of emerging workforces
described in contemporary management and organisation literature (Foley, 2001; Matthews &

Candy, 1999; Senge, 1990). Here, workforces are multi-disciplinary, multi-skilled and are

increasingly working in ways that are collaborative, participatory and organisationally flatter:

Multi-skilled, information-integrated workplaces require fewer levels of organisational
hierarchy and lower formalisation to manage employees. In turn, flatter, more responsive
organisational structures provide not only more rapid response capacities in the
organisation to environmental change, but also employees with opportunities in which they
can exercise new forms of skill, knowledge, responsibility and commitment.

(Casey in Boud & Garrick eds, 1999: 22)
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Multi-skilled and multi-disciplinary learning relationships convened through engagement in
numerous and often overlapping, collaborative programs is now identified as a key (and often
hidden) professional development process in workplaces (Solomon in Boud & Garrick eds, 1999:
130). Through dialogue and negotiation, public health programs —including learning and
development programs, are increasingly based on principles of partnership that extend well beyond
traditional health fields. Walshe & Rundall (2001) distinguish between the “disciplinary coherence”
of the clinical workforce, which enables greater compliance with evidence-based practice through a
shared professional culture; and the ill-defined and “highly diverse” health care management
workforce which values “the application of ideas [as opposed to research] into practice” (Walshe &
Rundall, 2001: 441). They argue that the professionally heterogeneous category of non-clinical
staff “comes from academic disciplines in which observational methods are used, qualitative
research is more accepted and may even be the norm, and there is perhaps a greater focus on
theoretical development than on empirical theory testing” (Walshe & Rundall, 100: 442). Strategies
for learning and teaching best practices are far less confined to those within the clinical culture of

scientific research and knowledge.

Notions of professionalism are changing as well (Bloom & Clayton, 2002) whereby professional
behaviour rather than the attainment of a professional qualification is increasingly understood as
the mark of a professional (Cram, 1995). This behaviour is not disciplinary or fixed, but rather it’s
characterised by flexibility, collegiality and a willingness to collaborate. Harris et al (2002) describe
this new professionalism as being predicated on practitioners being empowered by those changes
which can be seen as opportunities, at the same time refusing to be disempowered by those which
are seen as challenges to previously constructed identities (Harris, Simons, Symons & Clayton;
2002). Increasingly, worker identities are less bound by the attainment of disciplinary qualifications
and increasingly recognised as a behavioural and in particular, adaptive and collaborative approach
to work. In the context of worker identities, the convergence of interpersonal skills and a new

professionalism blurs a coherent and fixed working definition of both.

Towards multiple notions of best practice

What is considered ‘best practice’ in particular domains of public health has undergone significant
changes. Among these is a greater recognition in the ways in which organisational structures and
workplace-learning opportunities are valued (O’Connor-Flemming & Parker, 2001). More broadly,
the term “the new public health” defined by Baum (2002) recognises the expanding terrain of
public health activities in non-traditional health settings. These involve a greater range of
interdisciplinary and multi-sectoral approaches and recognise the necessity for involving greater

community input in the design, delivery and evaluation of health programs:
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The new public health is the totality of the activities organised by societies collectively... to
protect people from disease and to promote their health. It seeks to do this in a way that
promotes equity between different groups in society. New public health activities occur in
all sectors and will include the option of policies which support health. They will also
ensure that social, physical, economic and natural environments promote health. The new
public health is based on a belief that the participation of communities in activities to
promote health is as essential to the success of those activities as is the participation of
experts.

(Baum, 2002: 531)

According to Baum (2002), the new public health aims to “alter the socio-economic and physical
environments in which we live...so that quality of life, well-being and health are enhanced” (Baum,
2002: 388). In practice this means involving a greater range of interest groups, and recognising the
diversity in their roles and organisational cultures as well as the complex relationships between
different sectors in society. Modern approaches to public health are, to a lesser extent, determined
solely by traditional players in health (Baum, 2002). Now targeted settings such as local councils,
schools, police, neighbourhood centres and corporations are invited early into the program

planning phases when determining the process and outcomes for public health interventions.

Change within a field of public health: Health promotion

The field of health promotion is one of these domains undergoing considerable change and
expansion in theoretical models, program approaches and emerging vocational education and
training packages (CSH Industry Skills Council, 2004: 4). Health promotion is a particularly
relevant field in public health education because it has its roots in individualistic, behavioural
approaches to health education (NSW Health, 2003: 28). This focus on behavioural risk factors is
also reflected in the program management structures and resource allocations that frame the work
of health promotion practitioners (NSW Health, 2003: 4). Like the new public health, health
promotion is undergoing an expansion in theories, approaches and people (both government,
private and community) involved in health promoting activities or programs (NSW Health, 2003).
In NSW, the organisational structures within which health promotion is managed are reorienting to
combine health promotion and public health services within Divisions of Population health (NSW
Health, 2003: 3). Growing from its once limited focus on changing individual behaviours (Baum,
2002: 532; NSW Health, 2003), health promotion activity now embraces a much more sophisticated

and holistic set of variables recognised for their roles in affecting well-being:

Health promotion is the process of enabling people to increase control over, and to
improve, their health. To reach a state of complete physical, mental and social well-being,
an individual or group must be able to identify and to realize aspirations, to satisfy needs,
and to change or cope with the environment. Health is, therefore, seen as a resource for
everyday life, not the objective of living. Health is a positive concept emphasizing social
and personal resources, as well as physical capacities. Therefore, health promotion is not
just the responsibility of the health sector, but goes beyond healthy life-styles to well-being.
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(WHO, cited Aug 21, 2003 http://www.who.int/hpt/archive/docs/ ottawa.html)

With a growing national health policy focus on “healthy ageing strategies and prevention and
management of lifestyle and/or chronic diseases (CSH Industry Skills Council, 2004: 4), health
promotion is a field where an increasingly diverse range of professional and community groups
participate. Its three main approaches of medical, behavioural and socio-economic (Baum, 2002:
311) provide room for a broad spectrum of educational models, interventions and inter-disciplinary
approaches. Educational activities in this field are often embedded in the language of program
planning and evaluation. Often referred to as ‘social interventions’ (Eager, Garrett & Lin, 2001:
240), rather than explicitly educational, health promotion programs embrace a broad and variable

array of educational models and approaches:

Program planning for health promotion occurs in a wide range of settings —workplaces,
schools, hospitals—and can be locally, regionally or nationally based. A program can
emphasise personal skill development, self-help actions, developing support in a
community/group or community action, and advocating for policy change. The target
group can be universal (the whole population) or selective...A program can be ‘imposed
from above’ ...it can derive from a local needs assessment [oz] it can be imposed’ through
the interests and skills of a particular health worker...A program can be firmly situated
within a health service or it can operate intersectorally.

(Eager et al, 2001: 240)

In a recently published discussion document entitled “Strengthening health promotion in NSW; a
map of the work and implications for workforce planning and development” (NSW Health, 2003),
this re-orientation towards a broader, more holistic and inter-sectoral approach to working poses
particular challenges to a workforce who has traditionally worked within a narrower health

framework that focuses primarily on risk behaviours:

Considerable policy and infrastructure support will be needed to support the reorientation
of the workforce to achieve a greater balance between action on the major causes of
morbidity and mortality and associated behavioural determinants; and wider social and
environmental determinants of health.
(NSW Health, 2003: 4)
The table below from Baum (2002) provides a key example of how different approaches to
program design and education in the broad field of health promotion can influence the work

practices, worker identities and the relationships needed to form productive partnerships among

colleagues.
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Table 1Aprison ofbehaviotallydriven health potion and organisational apabes

BEHAVIOURALLY DRIVEN HEALTH PROMOTION ORGANISATIONAL APPROACHES

Bategys individal behaviouhange and only Aaspts ofthe atvities ofthe organisation and its
relates to individal sers or efoges relationshipth the omityare seen as
prt ofhealth pation endate
grional health and saétyand pyial risk Is based on broader onefion ofhealth akin to
&tors breost.Bes not take aont of Labonte’s gomenvironental
broader ipts on health. prsptive.Takes aont ofthe ile range of

tical,so@l and eonohitors.

Is not based on prtimtive pinies Botages ative prtimtion ofall grop of
pofe assomted ith the organisation as
entral to health pootion.

@ional health servies are onerned ith @ional health servies are seen as having a
seeening and disease pevention broader role,ining health edation
ifeemting health plies and ptes,
environemtal ipveemts.

The organisation oprates in relative isolation The organisation establishes allianes and netarks
to assist ith the task ofhealth potion.

Edited table (Baum, 2002: 381)
A comparison of behaviourally driven health promotion and organisational approaches

Using a health-promoting organisational or ‘settings-based’ approach in public health requires the

adoption of particular sets of organisational learning-related skills:

The new directions point to the need to ensure that the health promotion workforce, in
particular, is highly skilled in core areas such as the development of strong partnerships and
in community capacity building, consultation and advocacy for the development and
implementation of health and public policy.
(NSW Health, 2003: 5)
The workplace health promotion approach targets individuals by the organisations they work in and
work with but also considers the structural factors within these organisations. The rationale for this
approach is that by working at an organisational or ‘systems’ level in everyday settings such as
schools and workplaces, program outcomes will be more sustainable (Harris, et al, 1999: 51).
Using this model, health promotion practitioners adopt the role of a facilitator of organisational
change (Nutbeam & Harris, 1998: 50) that involves influencing people’s behaviour as well as
activities and policies of other organisations. Educational methods move from that of individual
instruction to that of facilitating group dialogue. Outcomes are measured through a broader

repertoire of both individual and organisational activities. The role of the educator moves from that

of an instructor (clinical specialist) to that of a negotiator or leader who is able to articulate program

It's Like Having to Trade on the Personal — Rob Wilkins 21



visions or aims and is capable of motivating disparate professional groups to work towards
common goals. Within organisations, the facilitation of learning is often articulated through
participatory and collaborative management practices. Matthews and Candy (1999) describe the
role of management as increasingly having to facilitate multi-disciplinary learning within
organisational frameworks. Management practice is “a complex and subtle process of developing
learning opportunities and facilitating flows of information” (Matthews & Candy in Boud &

Garrick eds, 1999: 53).

Goodman, Steckler and Kegler (1997) describe more challenges that arise for health promotion

practitioners’ using this framework:

Organisations are layered. Their strata range from the surrounding environment at the
broadest level, to the overall organisational structure, to the management within, to work
groups, to each individual member. Change may be influenced at each of these strata, and
health promotion strategies that are directed at several layers simultaneously may be most
durable in producing the desired results. The health professional who understands the
ecology of organisations and who can apply appropriate strategies has a powerful tool for
change.

(Goodman, Steckler & Kegler, 1997 in Nutbeam & Harris, 1998: 56)

To address a range of health-related issues at the workplace, including environmental issues, this
approach requires strategies that seck to target ways in which the culture of the organisation moves
to that of a learning organisation. The work practices of health promotion practitioners who adopt
this public health approach require different planning indicators and outcomes for their work.
These outcomes would include working towards supporting the development of a learning culture
in which

o Risk taking is encouraged and it is okay to make mistakes

o Change is seen as a learning opportunity

o There are common goals, and progress towards them is regularly and openly
reviewed

o There is acceptance that people have differing views and that these need to be heard

o Information is sought from outside the organisation and acted on, even if it
challenges the organisation’s direction; information is shared with other organisations

o The organisation has formal and informal structures and processes that enable it to
respond to changes

(Auer, Repin & Roe, 1993 in Baum, 2002: 383)

Re-orienting the skills, knowledge and relationships needed for the health promotion workforce to
adopt this broader, inter-sectoral approach poses great challenges —particularly with respect to the
way in which workers have historically identified in terms of being ‘content’ experts on discreet
health topics. The NSW Health (2003) report on implications for workforce planning in this sector

highlights this tension:
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The work has demanded that the workforce be comprised, largely, of individuals with
specialist ‘competence’ to develop interventions to address specific public health
problems...Workers may be reluctant to move away from [these] specialist areas where
they have invested considerable energy developing a high level of ‘content’” knowledge.
(NSW Health, 2003: 20)

The report recommends an educationally ambiguous strategy to support the workforce in
reorienting their work practices, skills and relationships: “It will be necessary to ensure that the
highest quality education and training is available to support building of knowledge and skills in
these emerging areas” (NSW Health, 2003: 5). Again, what constitutes ‘highest quality’ education
within such an expanding, multi-disciplinary workforce is not explicit. Instead, sustainable systems
for ongoing ‘workforce development’ in this field are recommended. These include the need for an
active performance management system and the need for active management support and
encouragement (NSW Health, 2003: 6). Basing the ‘highest quality education’ on evidence in this
field is also problematic as there is “little formal evidence that might be termed ‘good or best
practice’ to guide action (NSW Health, 2003: 22). Currently the rhetoric for this new way of
working, namely the principles and philosophy of inter-sectoral health promotion, lags behind a

comprehensive set of programming, educational and evaluation practices or frameworks.

With the broadening scope of health promotion; the multiple professions involved in planning
health promotion activities; the traditional skills sets and pools of content expertise; the dominant
use of program planning and management language that obscures specific references to educational
approaches; and the flexibility of the model to embrace both top down approaches (‘imposed from
above’) or community driven ones makes the field of health promotion an educationally broad yet

ambiguous one.

It's Like Having to Trade on the Personal — Rob Wilkins 23



Guiding frameworks: Capacity building and the rhetoric of partnerships

NSW Health Department has also produced a range of policy and service planning documents that
aim to guide public health practitioners, clinicians, health service managers and educators in this
approach. The capacity building or human resource management framework advocates for the
need to take a much broader approach to the facilitation of learning —one that involves groups of
multi-disciplinary professionals and takes into account organisational and community contexts.
Here learning is viewed as:

...a process initiated within organisations and communities, in response to the identified
strategic priorities of the system, to help ensure that people working within these systems
have the abilities and commitment to contribute to organisational and community goals
(NSW Health, 2000: 12).

“A framework for Building Capacity to Improve Health” (NSW Health 2000) is a NSW Health
departmental document aiming to guide the development of effective capacity building practices
within health promotion activities (NSW Health, 2000: 1). It outlines the overall rationale for such

an approach:

Building capacity to improve health is an important element of effective health promotion
practice. It increases the range of people, organisations and communities who are able to
address health problems, and in particular, problems that arise out of social inequity and
social exclusion.

(NSW Health, 2000:1)

The framework lists a range of principles, strategies and key action areas to guide work in this area.
These include respecting and valuing pre-existing capacities (for people and organisations);
developing trust, being responsive to context, avoiding pre-packaged ideas and strategies and
developing well planned and integrated strategies (NSW Health, 2000: 5 — 7). A series of program

planning and evaluation indicators for such work is listed.

However, this organisational approach to health promotion is one of many concurrently endorsed
frameworks that guide the broad public health workforce in their educational and clinical work.
Today most program evaluation frameworks within the public health field of learning and
development still tend to honour a positivist approach (Adams, Amos & Munro, 2002) with
indicators generated around behavioural learning outcomes, skills assessment indicators and even
the measure of the number of learners attending training programs. The last factor is largely an
accountability mechanism, but remains a significant form of evidence for program funding

providers.

It's Like Having to Trade on the Personal — Rob Wilkins 24



The health belief model for example, is a prominent and frequently sited health education theory
that assumes that individual behaviour is the primary outcome of interest for educators.
Accordingly, if the educator aims to modify beliefs, “they can change the perceptions of benefits
and costs of preventive health behaviour and therefore contribute to changes in behaviour”
(Freudenberg, Eng, Flay, Parcel, Rogers & Wallerstein, 1995: 293). The focus is on changing
individual behaviour rather than organisational capacity. The curriculums, role of the educator and
assessment instruments are tailored to fit this behavioural learning theory. Skills in facilitating
critical thinking that will lead to collective action; or to initiate changes that are then diffused
through existing channels of communication (Freudenberg et al, 1995: 294) would infrequently be

utilised under this broad health education theory.

Learning programs such as these rarely provide useful, critical feedback that can assist learning and
development practitioners to reflect on how they may better understand the changing contexts of
their work. What counts as legitimate educational evidence in my changing professional field
remains a contested issue. However the notion (and rhetoric) of ‘evidence-based’ knowledge and
program design is a common and often ambiguous phrase used to describe and defend the

legitimacy of our work.

The public health field is a very broad one consisting of people from community groups, clinicians,
epidemiologists, health promotion practitioners, midwives, counsellors and arguably, any paid or
volunteer practitioner who is involved in ‘promoting’ particular public health agendas. Each group
of public health practitioners become inducted into particular educational models and traditions.
For instance, community-based health educators work primarily within educational traditions of
community development and radical educational frameworks (Amos in Adams, Amos & Munro
eds, 2002: 62). Learning is socially constructed in that individuals interact with and interpret their
environments. Professional clinical update training packages tend to honour a behavioural
approach to learning programs (such as those informed by the health belief model) whereby pre
and post-test examinations are used to determine the extent of learning or behaviour change.
Teaching is predominantly expert-driven and learning is assessed by the attainment of specified
behavioural learning outcomes. This approach is commonly used in nurse training or through

statewide NSW Health funded training providers.

The goals, strategies and philosophies of what constitutes legitimate education vary among
professional groups. Adams et al (2002) argue that professional divisions within public health
hamper not only multi-disciplinary approaches to learning and knowledge development but that

they can promote professional competitiveness and mistrust:
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The idea of improving health through democracy, participation, equality or accountability
is barely grasped. One related issue is that of professional division and isolation. Different
understandings of health and how to promote it have resulted in competing and sometimes

mutually suspicious professional groups...
(Adams et al, 2002: 180)

Despite this, public health learning and development practitioners are increasingly directed to
engage in intersectoral collaboration (O’Connor-Flemming & Parker: 2001:40). The first National
Health Workforce Strategic Framework (Australian Government, Dept. Health and Aging, 2004)
was released in 2004 to “guide national health workforce policy and planning throughout the
decade” (Australian Government, Dept Health and Aging, 2004: 2). Beyond stating a key principle
of “ensuring the health workforce is always skilled and competent” (Australian Government, Dept
Health and Aging, 2004: 2) the Framework describes and advocates for intersectoral cooperation

and coordination in program delivery:

It is expected that stakeholders will work with much more cohesion and that actions will be
better coordinated across jurisdictions, service settings, professional groups, consumer and
carer organisations and the education, training, regulation and industrial sectors to
maximise the nation’s investment in its health workforce and our ability to improve the
health and well being of the Australian Community.

(http:/ /www.health.gov.au/internet/wems/publishing.nsf/Content/health-mediarel-
yr2004-jointcom-jc004.htm, cited 17 January 2004)

The ‘partnership approach’ is also a common element underpinning most national and state blood
borne virus strategies (Commonwealth Department of Health and Aged Care, 2000: 9;
Commonwealth Department of Health and Aged Care, 2000: 12). State and National strategies are
broad governmental frameworks designed to provide directions for the prevention, treatment,
management and surveillance of particular health issues. A partnership approach is a common
guiding principle now informing many public health strategies. A partnership approach in the

Australian National HIV/AIDS Strategy, for example, is defined as:

...an effective, cooperative effort between all levels of government, community
organisations, the medical, health care and scientific communities and people living with or
affected by HIV/AIDS, all working together to control the spread of HIV and to minimise
the social and personal impacts of the disease. It is based on a commitment to consultation
and joint decision -making in all aspects of the response....

(Commonwealth Department of Health and Aged Care, 2000: 9)

This partnership principle is further echoed in most local public health business planning strategies.
In NSW control of communicable diseases is locally managed through multi-disciplinary networks

of public health practitioners:

In New South Wales, communicable disease prevention is coordinated primarily through
the public health network of local public health units, and the NSW Department of
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Health’s Centre for Health Protection, in partnership with diagnostic laboratories and
clinicians. At a local level, public health units work closely with other employees of the area
health services, providers of primary and specialist health care, other governmental and
non-government agencies, and the community, to ensure that control programs are
successfully implemented. ... The control of communicable diseases depends on the
coordination and effective functioning of a network of public health practitioners.

(NSW Public Health Bulletin 2003; 14(9): 200)

More broadly, public health partnership approaches have been widely endorsed as a means to
promote health across sectors (Baum, 2000: 513). The National Public Health Partnership
(NPHP) provides a formal structure for the Commonwealth, States and Territory governments to
come together to develop a joint Australian intergovernmental agenda for public health.

The Objectives for the NPHP are to:

a. identify and develop strategic and integrated responses to public health priorities to
guide and support governments and service providers;

b. establish two-way exchange with key stakeholders on the development of national
public health priorities and strategies;

c. develop better coordination and increased sustainability of public health strategies; and

d. strengthen public health infrastructure and capacity nationally.
(http:/ /hna.ffh.vic.gov.au/nphp/about/tot.htm, cited: 31 March 2004).

Knowledge development through multi-disciplinary and multi-sectoral
collaboration

The enhancement of public health professional practices was initially a primary focus of the
Partnership in response to the recognition of the growing complexity and interconnectedness of
public health issues. Cooperation and collaboration across sectors is viewed as a key professional
practice strategy to address increasingly complex health and environmental issues (Baum, 2000:
513). With a growing emphasis on more collaborative and multi-sectorial approaches to public
health practice —endorsed in national and state policies, public health planning frameworks and
increases in short-term collaborative projects, the public health workforce is undergoing significant
changes in the ways in which knowledge, work, and professional identities are continuously shaped.
The learning required to undertake partnership programs now requires an increasingly “social and

dynamic” (Matthews & Candy, in Boud & Garrick, 1999: 54) approach:

No longer are the pools of knowledge and expertise acquired in initial education sufficient
for ‘the new work order’. What is now required are abilities to put that knowledge and
expertise to use in unfamiliar circumstances, and so we find demands for “flexibility’,
‘communication skills’, ‘teamwork’ and so on.

(Casey in Boud & Garrick, 1999: 4)

It's Like Having to Trade on the Personal — Rob Wilkins 27



As public health interventions become increasingly oriented towards a multi-disciplinary and multi-
sectorial project management approach, professional expertise increasingly becomes a commodity
that contributes to “process-oriented, collective and pragmatic” (Barnett in Garrick & Rhodes,
2000: 23) working knowledge. In other words, public health practice, whether it’s clinical,
population health focussed or educational requires a greater emphasis on collective discussion and
collaborative knowledge development in action, rather than a reliance on any one professional body

of expertise.

Despite the dominant, positivist definitions and methodologies that become known as public
health, I argue that within this field, there are a number of interrelated models of educational work
at play being enacted by a broad ranging and disparate group of public health practitioners who
undertake learning and development activities. These models ate at times, supported by emerging
planning frameworks such as through capacity building approaches or by principles of
collaboration and partnership that are espoused in key governmental policy and planning
documents. Professional and community groups come with different experiences and pedagogical
traditions and often very different ideas about what constitutes legitimate evidence. As one of these
practitioners, I argue that these competing and often overlapping models of education and
evaluation have led to a great deal of conceptual confusion about what constitutes legitimate work
practices, skills and knowledge in this field as well as the ways in which we, as learning and

development practitioners identify at work.

The next chapter provides a case study for my professional work and where possible, makes
specific reference to emerging frameworks and principles that inform and change my practice. The
rationale for this history is to illustrate in more detail, the changing nature of work, learning and
worker identities. It also describes very different forms of work that sought different outcomes
requiring changed relationships with colleagues and other learners. It is through these professional

shifts that I came about developing my standpoint of investigation.

It's Like Having to Trade on the Personal — Rob Wilkins 28



Chapter 3

Mapping My Professional Histories:
A case study in changing pedagogical traditions

aving identified some of the concurrent pedagogical approaches to the broad field of public
Hhealth education along with an acknowledgement of the expanding list of people who
develop educational interventions (including both government and community, professional and
volunteer workforces), I will now map my own public health educational work, highlighting the
divergent theoretical frameworks, work practices and relationships that evolved with both the
learners and my colleagues. The rationale for mapping my professional experiences in public health
is to demonstrate how my participation with particular pedagogical traditions directly influences and
shapes my skills, relationships and my shifting worker identities. It is these experiences of change
that prompted me to take a broader look at how others in the field manage multiple approaches
and develop a shared and coherent understanding of the educational work they’re currently
undertaking. This chapter concludes with an analysis of how particular health policies and planning
frameworks align with emerging aspects of organisational and interdisciplinary learning activities
that encourage less traditional and more interdisciplinary approaches to educational work. In
particular, I draw on the rhetoric of partnerships, the continued need for increased professional
integration and continuous learning to promote current program approaches that produce
situationally (workplace) relevant learning outcomes through group patrticipation. Lastly, I
highlight this recurring theme of facilitating knowledge production through professional practice
networks, or ‘communities of practice’ to support my rationale for using these networks as units of

analysis for my investigation.

The areas in which I've been employed to facilitate learning include HIV/AIDS and related
discrimination; alcohol and other drugs and hepatitis C including a range of related public health
topics, health promotion frameworks and, more recently, generic group problem-solving and
workplace-based learning programs. These health issues continue to disproportionately affect

people from disadvantaged or marginalised social networks and communities.

HIV/AIDS Community Development and Peer Education Officer

Eatlier in my work, as a community development officer based at a non-government HIV/AIDS
agency, peer education and community development frameworks informed most of the learning

activities I facilitated. The majority of educational efforts targeted gay and other homosexually
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active men during the late 1980’s and throughout the 1990’s in Australia. These have been through
State and Territory AIDS Councils (Commonwealth Dept, 1998: 51) which are non-governmental
gay community-based agencies. The HIV epidemic in Australia has had the greatest impact on gay
men with over 80% of those tested positive to the virus (where exposure category is known) being
homosexually active men (Commonwealth Dept, 1998: 1). Emerging in 1983 as an action
committee of gay men to respond to the HIV/AIDS, the AIDS Council of NSW (ACON) wotked
primarily with gay men to fight the epidemic and to influence a health system to develop non-
discriminatory public health prevention programs targeting gay men. Many of the workers and
volunteers within HIV/AIDS Councils had extensive expetience in gay activism and/or gay health
since the early 1980s (Dowsett, 1996: 68). Educational activities during the late 1980’s to mid-
1990’s were characterised by peer-based prevention programs focussing largely on reducing high-
risk behaviours to prevent HIV transmission among gay and homosexually active men (Dowsett,
1996: 37). Peer education was often defined in training facilitator’s manuals and in health
department guidelines using behavioural terminology

...a set of specific education strategies devised and implemented by members of a
subculture, community or group of people for their peers ... where the desired outcome is
that peer support and the culture of the target group is utilised to effect and sustain the

change in behaviour.
(ACON, 1996: 4)

This peer framework to education capitalised strongly on “an existing culture of considerable open
discussion on sex among gay men” (Dowsett, 1996: 69)

...in relation to the Rural Project, this means gathering rural gay men together to talk with
each other, share information, skills and mutual support around the issue of

HIV/AIDS.. having similar experiences or characteristics means peers can often appear
more credible and have a strong influence on each other’s attitudes, values and behaviours.

(ACON, 1996: 4)
This approach was largely successful in the eatly stages of the epidemics, however, many of these
types of prevention programs lacked a consistent and detailed approach to program evaluation.
Prevention education was done ‘on the run’, with little time for determining programmatic
measures for success and very little scope for reflecting on the efficacy of different educational
methods

...the lack of documentation of the inputs to and the outcomes achieved by the activities
that have formed the core of Australia’s education of gay and other homosexually active
men has hampered the development of benchmarks of good practice in relation to
different educational methods.

(Commonwealth Dept, 1998: 44)

HIV prevention education programs in Australia have largely targeted the specific behaviours that

place people at risk for HIV infection.
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The framework being utilised in HIV/AIDS politics and public-health patois was of a
simplistic modification in ‘behaviour’, akin to giving up nicotine, alcohol or chocolate.
(Dowsett, 1996: 73)

Radical education within a community development program

The Rural Project was a small, community development project I worked on based in a state-wide
non-government HIV/AIDS agency that aimed to raise awareness of HIV/AIDS and contextually
approptiate prevention strategies among tural gay men and to address HIV/AIDS-related
discrimination and homophobia. The model of education adopted reflected a social
transformationist (or radical) philosophy of education. The goals were emancipatory and adopted
learning strategies that drew from participants’ life histories, engaging them in critical dialogue and
ultimately supporting them as Foley (1995) argues by “chang|ing] the learners’ perception of the
world from a given they must fatalistically accept to a world upon which they could act in order to
bring about change” (Foley, 1995: 73). This approach assists participants to acquire skills specific
to their own stories and social contexts and encourages the learners to use these contexts as a basis
for understanding and analysis. Here, education is not ‘objective’ learning, but is firmly rooted in

and relevant to the everyday lives of the learners (Shor & Freire, 1987).

At this agency, community development was the driving framework that informed most of our
learning activities. It is a process “through which community members take collective action to
generate solutions to reaching common goals” (Dureau & Winterford, 2003: 3). Empowerment
education programs called, for instance, Peer Educator Training Workshops were developed and
facilitated for rural gay men on issues of self-esteem, HIV/AIDS awareness, HIV/AIDS
discrimination and homophobia, and skill-based curriculum on lobbying local councils, convening
meetings, and other community mobilising activities. Informed by the writings of Paulo Freire,
these workshops aimed to involve community groups, and in this case, gay men, in group efforts to
“identify their problems, to critically assess social and historical roots of problems, to envision a
healthier society, and to develop strategies to overcome obstacles in achieving their goals”
(Wallerstein & Bernstein, 1988: 380). Contextual learning is located within a social constructivist
approach to the facilitation of learning in that “individuals learn by constructing meaning through
interacting with and interpreting their environments” (Imel, 2000: 3). Here learning is recognised
as a social, collective and generative process rather than one in which is based in an individual
cognitive-behavioural learning approach. The learning activities sought to create change on a
personal, interpersonal and political level (Gutierrez & Lewis, 1995 in Minkler & Wallerstein, 1997:
251). For instance, the Peer Education Training workshops were designed in the first instance, to
raise a sense of individual self-esteem and to reduce internalised homophobia among participants.
Activities were implemented that sought to capitise on both good and bad experiences of growing

up as a gay man in a rural context. Methods used included Freire’s listening-dialogue-action
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approach (Freire, 1970) whereby rural gay men’s experiences were shared and broad generative
themes were identified so that participants “jointly construct a shared reality of themselves as
individuals in their social context” (Minkler & Wallerstein, 2003: 42). The aim of the process was
both of individual self-esteem raising (psychological empowerment) and of a broader critical
consciousness raising among members of the group to affect systemic change. The frequently used
concept of empowerment was often sited by participants as a anticipated outcome of the
workshops : a social-action process through which individuals, communities and organisations gain
mastery over their lives in the context of changing their social and political environment to improve
equity and quality of life (Rappaport, 1984 in Minkler & Wallerstein, 1997: 251). Therefore, the
learning that occurred in these workshops was a process of social-action in that these men were
“not objects or recipients of political and educational projects, but actors in history, able to name
their problems and their solutions to transform themselves in the process of changing oppressive

circumstances” (Wallerstein & Bernstein, 1994: 142).

There is a great deal of health education and prevention literature that support the case that
empowerment education is an effective health education and prevention model used to affect
personal and social change (Bersgma, 2004: 153). This is particularly relevant to marginalised,
disadvantaged or vulnerable population groups (Harris et al, 1999; Kendall, 1998; Wallerstein,
1992, 2002).

The Project embedded principles of community development in its evaluation frameworks in an
attempt to measure its worth and, importantly, to generate evidence to support its continued
funding. Again, outcome measutes such as listing contacts gay men have made with rural
HIV/AIDS-related health professionals and local council members (increased access to bargaining
power); monitoring the frequency of and attendance at gay and lesbian social and education events
(increase in frequency of community events); monitoring any increases in funding to HIV/AIDS
services in regional areas (increased access to resources) and even documenting participation in
urban gay and lesbian cultural events were deemed as appropriate indicators of success. Another
important but crude program evaluation indicator was the number of peer-based support initiatives
(also called occasions of service) rural gay men were able to undertake with each other as a result of

the workshop.

Programmatically, outcomes were measured simplistically and creatively to align with both program
planning guidelines (and program reporting requirements) and community development principles.
Interactive evaluation principles were selectively used to support the project aim of self and
community empowerment. Owen and Rogers (1999) describe the position of the evaluator or
program manager using this framework: “If outsiders are involved they are involved on the terms

set by providers —that is, outsiders are not there to hand down knowledge” (Owen & Rogers, 1999:
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220). The community development officers had multiple roles using this framework that included
secretariat and administrative support, facilitation, project management and social marketing
specialists. Input and support rather than strategic direction and assessment were key roles for the
Rural Project community development officers. The evaluation framework sought to capitalise on
emerging themes stemming from life experiences of participants and the resulting activities

participants initiated to address these themes.

The model is thus predicated on the adequacy of local expertise to deal with local problems
and to recognise the need for outside assistance when it is needed. In such a scenario,
there is an assumption that external knowledge — and in particular accumulated research-
based knowledge — is of lesser relevance then ‘local” knowledge.

(Owen & Rogers, 1999: 220)

The skills required for the development and facilitation of these workshops included active
listening, language sensitivity, diplomacy, facilitation, and the ability to mobilise resources (Dureau
& Winterford, 2003: 8-9). The role of the community development officer in these workshops was
that of facilitating the naming of the problems (through shared dialogue) and solutions for
themselves and to create the conditions for professionals and communities to engage in
empowering practices together. The intended program outcomes were in some ways, partially
known or predictable: improve self esteem, share problems, identify themes (homophobia) and
develop linked community and public health strategies. However, the collective knowledge and
awareness common among these men was produced by the group sharing activities. Freire’s
philosophy of learner-as-subject loosely directed the facilitation of a 5-step questioning strategy:
(1) participants describe what they see, feel and hear (2) as a group they define the problems

(3) they share similar experiences and examples (4) they question why this occurs (5) they develop
action plans (Wallerstein & Bernstein, 1988: 383). Later, 1 will draw similarities between this
process of facilitating ‘authentic dialogue’ with community groups, and processes of facilitating

action learning circles among multi-disciplinary teams of health workers in health service settings.

The significance of gay identity within HIV/AIDS education

Sexual identity politics also played a large role for me as a community development officer working
in a community-based organisation developed primarily by gay men for gay men. For gay men
collectively fighting homophobia and HIV-related discrimination in Australia in the early 1990s,
identity politics was an effective group-based movement to build learning relationships and trust
with gay peers, and to use experiences of exclusion or powerlessness on the basis of sexual
orientation as a common starting point for men to begin to transform their political circumstances
— usually through collective action. For the purposes of this community development project,

identity politics was
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...a demand for recognition on the basis of the very grounds on which recognition has
previously been denied...The demand is not for inclusion within the fold of “universal
humankind” on the basis of shared human attributes; nor is it for respect “in spite of”
one’s differences. Rather, what is demanded is respect for oneself as different.

(Kruks, 2000: 85).

It was by articulating this difference —through structured activities whereby gay men recounted
experiences of exclusion, violence and public health neglect, that collective starting points for
action could occur. According to Freire (1970) it is this process of describing oppressive
circumstances in their own words and using their own experiences which leads to “transforming
action”: The more the people unveil this challenging reality which is to be the object of their
transforming action, the more critically they enter that reality ...and through praxis commit
themselves to its transformation (Freire, 1970: 35 - 36). Transformation in this instance was
articulated as better access to HIV-related information, prevention and health services; anti-
homophobia strategies and campaigns; lobbying tools for working with local councils and health

services; and a network of rural gay men for peer-based support and partnership activities.

My identity as a gay man contributed significantly to the legitimacy I needed to facilitate these peer
led activities. Key skills or traits needed to facilitate these groups included: the ability to identify as
a peer / gay man where possible; empathise and to take an informal, and at times, personal
approach to leading group discussion. Often my own experiences were used as a prompt for
discussion points with the group. Core skills in advocacy, facilitation and opportunistic
interventions (brief episodes of counselling) were also required. The boundary between the
personal and the professional was blurred —a frequent occurrence in community-based
organisations (Duran & Wallerstein in Minkler & Wallerstein, 2003; Eager, Garret & Lin, 2001).
My relationship with clients (rural gay men) was often spoken of in terms of being a community
resource or advocate rather than as a professional educator or trainer. The division between trainer
and learner within this Project was intentionally blurred. Memberships to the group, an
identification with and empathy for the lived experiences of the community and core skills in
advocacy, facilitation and program planning were key characteristics of this work. In later job roles,
the skill sets and relationships have needed to shift to match more organisational and business

planning goals rather than specific community-based ones.

Professional Development Officer

A few years later I was employed as a professional development officer for a statewide government
training organisation targeting alcohol and other drug workers in government and community-
based organisations across the state. The job title clearly reflected the competencies for the
position: the development of training-based calendar courses employing, for the most part,

individual behavioural learning outcomes as key assessment benchmarks. The position was training-
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room focussed and the distinction between trainer and learner was clear. The curriculum was
essentially the same each time a course was offered and learners were offered to volunteer
workplace examples to demonstrate the foundations of a public health framework or related issue.
The training primarily targeted alcohol and other drug workers in both community and government
settings, with frequent participation of related workforces such as those working in hepatitis C,
HIV and sexual health fields. This ‘off-the-job’ training approach relied heavily on: skills in
presentation; curriculum design informed by experts in the field; the development of assessments
based on individual behavioural learning outcomes; and the development of training modules and
texts that explicitly direct the learner to attain these outcomes. Content expertise was central to the
delivery of this training. The professional development officers who provided training were from a
range of clinical, health promotion and community-based backgrounds. The curriculum, although
assessed primarily through the application of behavioural benchmarks, was broad and informed by
multiple professional petspectives. For example, the HIV/AIDS Ortientation Course for Alcohol
and Other Drug Workers had a mix of didactic public health, epidemiological and clinical
overviews, but also incorporated group problem solving tasks and activities to assist practitioners to

examine their values and attitudes towards issues of sexuality, HIV and health access.

The professional skills required for this job were in curriculum design, presentation, facilitation,
program evaluation and a range of informal and formal liaison and professional consultation
activities. As a Professional Development Officer, skills were recognised via professional
disciplines. That is, it was the professional skills (rather than personal affiliations or identifications
with community) that were recognised. For instance, counsellors and rehabilitation workers would
provide skill-development workshops on counselling and opportunistic interventions with clients.
Knowledge too was primarily viewed within a highly segmented professionalism. Clinical specialists
would speak on medical conditions and pharmacology to workers in the field. Again, the
transmission model of learning was a particularly strong feature of this training program —
particularly on topics that were closely aligned with clinical knowledge and skills. Despite this, the
curriculum had a mix of educational approaches — much of this due to the broad mix of
Professional Development Officers bringing with them their diverse experiences. It would be too
reductionist to conclude that the training provided through this work solely aligned itself with
behavioural learning theories and that all training was didactic, mechanistic and framed solely
through professional areas of expertise. Indeed, many clinical specialists actively drew on the
experiences of the learners in their workshops. Some even ventured into facilitating games and
simulations to stimulate problem-based learning and to draw cautiously on some of the personal
experiences of the learners, particularly when addressing issues of values and attitudes in public
health. Reflection on current practices, dialogue and problem-solving through collaboratively
developed case studies were frequently used educational approaches. In many cases the curriculum

was supplemente e trainers ability to engage with, motivate and support the learners.
ppl ted by the t bility to engage with, motivate and support the 1
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However, the calendar of courses offered gradually received fewer enrolments and a governmental
restructure saw the closure of this statewide education agency. As well, funding allocations to
sustain the provision of these training courses became threatened at a time when ‘training’ as the
primary solution to addressing learning needs of a broad workforce came into question by research
centres such as the National Centre for Education and Training on Addiction. In her paper entitled
“Workforce Development; Our national dilemma” (Roche, 2002), Roche critiques the sustainability
of training-based interventions for the AOD workforce by highlighting a recent paper by Simpson
(2002) that measured transfer of knowledge ‘provided’ by training to workplace settings

Traditional training approaches are fraught with difficulty and most common training
methods are associated with levels of transfer failure in the range of 80 — 90%, that is in 80

—90% of cases the content of the training programs is not translated into professional
practice (Simpson, 2002 in Roche, 2002: 14)

Roche (2002) proposes that the directions needed for the development of the AOD workforce
have ‘parallels’ with more systemic and holistic public health frameworks such as the Ottawa
Charter for Health Promotion. The Charter was a product from the first International Conference

on Health Promotion and proposes key areas of action to achieve ‘health for all’ globally.

Training versus a broader workforce development agenda

Roche (2002) argues that the Charter “provides a useful springboard” (Roche, 2002: 14) to assist
learning and development practitioners to think more broadly about the factors that affect
individual learning as well as more systemic responses and strategic approaches to workforce
development. Roche outlines the five components of the Ottawa Charter and proposes parallel

activities for workforce development:

OTTAWA CHARTER FOR HEALTH PROMOTION AOD WORKFORCE DEVELOPMENT PARALLELS

1 i pliplies hib sprt health 1 Bveloplies that sprt wrkbre
developnt

2 (Rate sprtive environemts. 2 (2ate sprtive wrk and enageent
environents.

3 Bengthen omityations 3 Bengthen omitynvolveent

4 Bvelopprsonal skills 4 Bvelogoéssional skills.

5 Reorient health servies 5 Reorient health and eléire servies to better
sprt Besas.

Robe,2%
Roche (2002) argues that a multifaceted approach to workforce development is required to facilitate

and sustain the AOD workforce: “Unlike more traditional approaches, it is broad and
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comprehensive, and incorporates more than just education and training of individual frontline
workers. The primary aim is to facilitate and sustain the AOD workforce. It does this at different
levels, targeting individual, organisational and structural factors” (Roche, 2002: 9). The language
for this model of education borrows explicitly from health promotion theoty, but also from
organisational capacity building approaches that focus on learning goals articulated by identified
strategic priorities. Learners become ‘workforces’ to sustain. Learning outcomes become strategic
priorities. And training becomes a somewhat generic term that brings workers together to learn

using a broad range of pedagogical approaches.

As a Professional Development Officer, skills in curriculum design, training, facilitation and
program evaluation were explicitly called for in the essential and desirable criteria for the job. All
Professional Development Officers working in the centre also had a specialised area of expertise —
usually defined through a professional body of knowledge. Therefore, the Professional
Development Officers who were social workers or counsellors (either in the past or as consultants)
usually had carriage of curriculum and training relating to psycho-social aspects of alcohol and
other drugs. Those Officers who have nursing as a profession (again, either in the past or as
contract or agency nurses) would have carriage of more clinical or pharmacological components of
the curriculum. The Professional Development Officers’ relationship with learners however,
matched with the more traditional notions of student and teacher/ trainer particularly when the

learning required assessment.

The temporary contract I had with this training provider expired after a year and my professional

work continued in the same but broad field of workforce development in the health sector.

Hepatitis C Workforce Development Project Officer

As mainstream health and social services continue to attempt to meet the public health needs of
targeted population health groups, my work in developing adult learning activities has shifted to a
range of settings within the government health sector. My target groups shifted from those
individuals affected by hepatitis C or HIV to the broad range of clinical and allied health
professionals involved in developing care and treatment strategies, prevention education programs
and harm minimisation programs (such as methadone services and Needle Syringe Programs) for
people living with blood borne viruses. Historically, government and non-government services
targeting the health needs of at risk population groups have suffered from limited funding
allocations, limited management development support, high staff turnover and a politically fragile
environment that jeopardises the viability of harm reduction programs. The bulk of public health-
related interventions aim at reducing behaviours that may lead to infection and re-infection (sharing

of injecting drug use equipment) and in non-clinical care and treatment strategies (such as programs
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aimed at reducing binge drinking). Importantly, there is no new infrastructure to be developed
within the national health system specifically set up to address hepatitis C-related issues. Education,
brief interventions, referrals and other coordinated care strategies are to be incorporated into
generalist health workers core duties. Those workers disproportionately affected will be those
working in such areas as alcohol and other drugs, sexual health, HIV/AIDS, youth health services,

multicultural services and community services.

Learning through participatory management development approaches

In 1999 I was contracted by the Hepatitis C Council of NSW to write a learning strategy for health
workers on hepatitis C (Wilkins, 1999) that used an action learning framework and incorporated
principles of team planning and participatory management development. The product, named
“The NSW Health Care Worker Hepatitis C Education Strategy” was primarily developed in
response to needs highlighted among health workers at a forum that was held in July 1998 that
aimed to map current hepatitis C-related educational opportunities, gaps and barriers with the aim
of developing recommendations for improving health care worker education in NSW. The key

recommendations or educational comments were:

*  There will be increasing demand for education services; however as resources
may not increase significantly, education of health workers will need to use existing
infrastructures where possible.

* There is a need to tailor education, based on the role and experience of health care
workers.

*  Existing education and learning opportunities are not always appropriate and
relevant, and are not accessible to all health care workers, particulatly in rural areas.

*  Education and learning related to hepatitis C need to be integrated with other
health workers education processes, and draw on the experience and diverse needs
of people living with hepatitis C.

(Hepatitis C Council of NSW, 1998 Forum Proceedings)

A project proposal was then developed and informed by the above statements and funded jointly,
between NSW Health and the Commonwealth Department of Health and Aged Care and was
based at the Hepatitis C Council of NSW. The Council is an independent, charitable, community-
based membership organisation offering assistance to people affected by the hepatitis C virus. The
Council is frequently asked to provide education to health workers across the state. This temporary
project “The NSW Health Care Worker Hepatitis C Education Strategy” project was planned with
the objectives to

* increase coordination of information and knowledge sharing among health care
workers

* identify health care worker roles and learning needs

*  cstablish effective partnerships and alliances between education institutions and
relevant organisations

* facilitate greater involvement of people living with hepatitis C in the development
of education and learning strategies

(Hepatitis C Council of NSW, 1999 Project Description)
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The learning strategy was fairly simple and void of any specialist clinical content. Key elements of
the strategy were borrowed and adapted from an action learning based project in Western Australia
that targeted non-specialist alcohol and other drug (AOD) organisations to incorporate AOD issues
into clinical and other practices as they related to the agencies core business (Rose & Gallagher,
1999: 2). This approach recognised the significant role of the organisation as a key context in
which learning needs and ultimately, program outcomes are shaped. It also aimed to capitalise on
the knowledge and skills of the multi-disciplinary teams of health workers who worked within these
organisations. The implementation of the learning strategy relied on the facilitation of action
learning focus groups within these organisations. The action learning methodology for this strategy
was primarily chosen for its cost-effectiveness (eg no costly expert specialist required for training)
and its settings-based approach that capitalised on local organisational settings and workers’ existing
knowledge that could be drawn on to inform new or emerging work practices and service

enhancements.

Action learning with multi-disciplinary teams

The action learning focus groups proposed in this document require a commitment to
organisational behaviour that encourages group dialogue and collaborative program planning
processes among all staff. The processes support health workers to contribute beyond their
traditional functional roles (Casey, 1999) by supporting group problem solving processes that make
use of existing skills and knowledge. The group dialogue also contributes to team based
participative decision making (ANTA, 1996). In this way the outcomes developed are more
organisationally integrated (Casey, 1999) and sustainable and less fixed on individual expertise.

(Wilkins, 1999:5)

The learning strategy argued that action learning has been adopted in the workplace as a viable
approach to experiential management education and development and is an important element of a
training and development strategy (Vince & Martin, 1993). The process of group problem solving
using focus groups was a relatively new and challenging process for many participants. It
challenged the concept of professional expertise for some (such as senior clinicians), and for others
it provided them with adequate space to voice their opinions and to contribute to the problem
solving process. What was unique in this approach to professional education in the NSW Health
government system was the shift from targeting individuals by their professional categories (social
workers, nursing staff for example), to targeting multidisciplinary groups of workers in the settings
in which they worked. The education sessions were workplace-based and were facilitated during

team meetings or hospital changeover periods.
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The focus group educational process began with the facilitator clarifying the purpose and goal of
the meeting. A time frame is negotiated with participants. Depending on the number of people, the
process can take approximately one to two hours. The facilitator poses open ended, yet directed
questions to participants to encourage discussion (Lydecker, 1986). The facilitator then capitalises
on the communication among participants to stimulate reflection and group deliberation. The
funnel format of questioning sequence is used to move general introductory questions to more

specific and complex questions over the course of the group discussion (Frey et al 1991).

Emerging themes and more detailed data highlighting organisational and individual
characteristics are recorded on the tools developed for this project. The final stage is the
shift from problem solving to developing a coherent individual and/or organisational
action plan detailing how the organisation will respond to the hepatitis C-related needs of
their clients.

(Wilkins, 1999: 8)

The facilitator may also need to pose additional questions to encourage workers to become critical
of what they do and why they do it. Tailoring the process to local needs can provide a much more

robust organisational action plan:

Learning will be lower, and resistance higher, if change techniques are prepackaged and
tightly prescribed. Often, it is the process of struggle and experimentation, and not the
change technique itself, which brings the most benefit. (Field and Ford, 1996: 49 in
Wilkins, 1999: 10)

The action-learning approach had a key program goal in mind: to enhance public health responses
to people living with and affected by hepatitis C. The problem was broad and in almost all
situations required the problematising of professional and organisational partnerships in developing
responses. This was a framework that aimed to offer “multiple models of action, knowledge,
reasoning and reflection, together with opportunities for the [practitioners] to challenge, evaluate
and interrogate...” (Saving-Baden, 2003: 23). It was a collective process for developing innovative
program ideas requiring service enhancements and shifts in worker roles without significant
funding enhancements. In short, workers were encouraged to think outside the square when
problem-solving common public health challenges such as ensuring health services are accessible,
responsive and coordinated. It was also a process that aimed to accommodate or fulfil
organisational requirements and variations in the development of public health activities. The
settings-based approach was also an emerging public health planning phrase echoed in a number of
state-wide blood-borne virus health strategies and in government planning documents such as “A
Framework for Building Capacity to Improve Health” (NSW Health, 2001). Within this framework,
the valuing of program contexts is instrumental in understanding and mobilising collaborative

partnerships:
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Context refers to the range of physical, economic, political, organisational and cultural
environments within which a program sits. ‘Context’ is often thought about as the
environmental constraints on a program that are generally not amenable to change.
Programs never exist in isolation...Practitioners need to be aware of and be ready to

respond to changes in context.
(NSW Health, 2001: 06)

Implicit in this acknowledgement of the importance of program contexts and various organisational
settings is the awareness that as a facilitator (rather than a trainer), I have little local knowledge to
contribute to the group learning process. My role was to be aware of broad content issues such as
basic epidemiology, best practices in prevention education and broad planning principles that
inform local service delivery. The goals of these action-learning sessions focussed primarily on
ways to mobilise local resources, skills and knowledge drawing primarily on the expertise of
workers in specific settings. What counted as valid knowledge was much less clear to me as a
facilitator. Local politics, organisational anomalies or differences; and the pre-existing professional
relationships among practitioners would challenge static notions of curriculum on best-practices in
program planning and service coordination. As discussed later in this chapter, the critically
successful component of this action-learning framework was a recognition of the importance of
drawing from these less predictable and tangible contexts when facilitating problem-solving

sessions.

The two action learning focus group frameworks listed in Appendix i, were used most frequently
and tended to generate the greatest amount of critical discussion among participants. They were
also the two frameworks that generated the most detailed organisational and individual action plans

informed directly by the group discussion.

The second key component of the focus group process (see Appendix ii) marked a shift from
problem mapping to the development of a coherent individual and/or organisational action plan
detailing how the organisation would respond to the hepatitis C-related needs of their clients by
building on the existing knowledge and skills of its staff and capitalise on the organisational assets
of their workplaces. Organisational assets (or context) included such things as mission statements,
management structures and activities, team meetings, staff expertise and workers’ professional
relationships both within and outside the organisation. The funnel format of questioning used in
the focus groups provided a transparent method of documenting the rationale for the workplace
goals. The rationale for this process is described below. The template for documenting individual

and organisational solutions to these problems follows this.

In all the trial sites the processes of participation and group discussion formed the foundation of
the learning both on an individual and organisational level. The focus group method provided an

ideal context for critical discussion to take place. In particular, this relatively simple process
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promoted group problem-solving that took into account the structures, skills and resources of the
local setting. Learning outcomes were measured primarily through the attainment of completed

team learning contracts.

Evaluating action learning through participatory methods: How do we know
what works?

The Program Evaluation Continuum (Owen, 1999) framework was applied to map the critical
success factors involved in the implementation of this project. Briefly, the Program Evaluation
Continuum (PEC) highlights the need for evaluation to contribute to decision-making at every key
point in program design. Since participation of learners is a paramount principle in the piloting of
this action-learning project, input was sought from those learners, as well as steering committee
members and other key stakeholders at various stages of the project’s life. Focus group questions
were refined as a result of this input as well as the more practical applications of project

management such as session time allocations, facilitation skill refinement etc.

Three months after the individual and organisational work plans were negotiated through the focus
group method, an independent contract evaluator conducted a series of phone administered
interviews from a sample of organisations within each arm of the pilot project. The evaluator
emphasised at the beginning of each phone interview that the evaluation would look at a range of
individual learning outcomes as well as broader organisational outcomes (formal programs, diversity
in services, relationships with clients or other health services) from the pilot project.

Coordination or information and knowledge sharing was highlighted as a key outcome stemming
from this intervention. Particular reference was made to the effectiveness of the participatory

methodology used to generate workplace goals:

» Sitting down and working out a plan has been a very significant step. There had
already been plans to do something but these were vague and had not been
formalised. There is a much sharper focus now.

* Atan area level, we are always being told what to do but it didn’t feel like that. It
felt very inclusive.

* It was relaxed, non-confrontational and very productive.

(Wilkins, 1999: 25)

The project was also evaluated using a Nominal Group Process, which is a group process that
combines individual and group activities in order to reach a ranked series of opinions concerning
the worth of the project. The Nominal Groups Process was originally developed as a problem
solving strategy to be used where groups are disparate, and there is a desire to have the decisions
reflect a wide range of perspectives. The strategy begins by considering individual responses to a

defined problem. In this case the questions were:
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1. What do you see as the most significant, relevant and positive aspects of the project?

2. What do you see as the least significant, relevant and positive aspects of the project?
Key project strengths highlighted by participants in the nominal group evaluation process were its
ability to use existing infrastructures and, in particular, the existing skills and knowledge of health
workers; its simple and transparent methodology to support a broad range of problem solving on a

range of client specific and broader organisational issues, and its focus on locally driven solutions.

Facilitating problem-based learning: A shift in worker identity
A dominant theme that potentially threatens sustainable outcomes was an acknowledgement that
this framework is incongruous with the hierarchical nature of the current expert driven education
and development framework predominantly used in this health service. In other words, most
training programs assume an expert driven transmission of information model: one that is
structured on the linear process of imparting professionally based expertise to the learners without
much consultation about individual learning needs preceding the training. Facilitating problem-
based learning in an organisational culture that predominantly relies on clinically expert-driven
training poses challenges not only to my professional identity, skills and knowledge but also to
those of the learners (in this case, hepatitis C-related public health workers). The tensions arising
when shifting from lecturer to facilitator is described by Savin-Baden (2003):
For many staff engaged in problem-based learning, the transition from lecturer to
facilitator demands revising their assumptions about what it means to be a teacher ... This
is a challenge to many, since it invariably demands recognition of a loss of power and
control when moving towards being a facilitator. ...for many...it involves letting go of
decisions about what students should learn, trusting students to learn for themselves and
accepting that students will learn even if they have not been supplied with a lecture or
handout. The conflict for many staff is in allowing students to manage knowledge for
themselves, when in previous roles and relationships with students they have invariably

been the controllers and patrollers of knowledge.
(Savin-Baden, 2003: 35)

Shifting from a trainer to a project manager who undertakes facilitation required that I focus less on
content and more on encouraging the participation of a diversity of perspectives. It also meant that
I had to learn to work with uncertainty about the particular learning goals, program outcomes and
overall control of the educational session. According to Savin-Baden (2003), “Facilitation
invariably demands that we make personal shifts away from long-held beliefs about the nature of
knowledge and notions of learning” (Savin-Baden, 2003: 3). My personal shift required an uneasy
transition from that of a holder of discreet forms of knowledge (usually delivered through training)
to that of an ambiguous professional identity, which sought to support learning in a number of
apparently non-direct, non-clinical and non-content oriented ways. My daily professional skills of
consultation and collaboration with service managers and departmental policy analysts, required a

greater accountability to achieving learning outcomes in line with organisational and broader policy
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goals. Heron (1993) in Savin-Baden (2003) suggests that facilitator authority is paradoxical “because
of the way in which the facilitator has to pass on to the students some body of knowledge and skill
through a process of learning that promotes and affirms the autonomy of the learner” (Heron, 1993
in Savin-Baden, 2003: 70). Consequently, my professional identity shifts from that of the tangible
and easily identifiable public health trainer (or professional development officer) to that of the
ambiguous Project Officer who undertakes facilitation, planning and a range of informal

administrative and individual relationship building activities.

Furthermore, there exists bureaucratic divisions between and within Area Health Setrvices that
could and frequently do hamper collaborative processes and partnerships (especially partnerships
between Area Health Services). Despite this framework attempting to operationalise many of the
guiding principals within both the state and national blood borne virus strategies (namely
Partnerships and Enabling Environments), the realities of competition for limited financial
resources and ownership of intellectual / professional knowledge (expertise) were considered key
barriers to the continued uptake of workplace based, action learning programs. Individual technical
expertise is valued over group problem solving processes. Participants would often express
frustration about having to spend time problem solving rather than receiving information.
Learning, particularly in hospital ward or community health settings was voiced as a luxury that
would have to be squeezed in between the daily chores of getting work done. Learning and work
were still perceived as two distinct and qualitatively different activities. Traditional conceptions of
knowledge: in this case knowledge that’s professionally owned and technical in quality was viewed
by many health practitioners involved in the nominal process evaluation as the most important,
useful and legitimate form of knowledge. It is this type of knowledge that is collectively viewed, as
Ronald Barnett describes in his paper entitled Working Knowledge as “natural and indisputable”.
(Barnett in Garrick & Rhodes, 2000: 16) But Barnett argues that we are facing a fundamental
epistemological transition about what constitutes legitimate knowledge: “Crudely put, it is a shift
from knowledge understood as a matter of what one knows, to knowledge understood as a matter
of what one can do.” (Barnett in Garrick & Rhodes: 2000: 16). Barnet references Gibbons
(Gibbons et al, 1994) “this transition is not a matter of academic knowledge being applied to
domains of action: it is rather the recognition that knowledge is generated in action” (Barnett in
Garrick & Rhodes, 2000: 16). It is this knowledge generated in action that is apparently the “most
highly prized in the modern world,” and that “[it] is produced in situ in the domain of work that is,
in settings that are systematic, collective, often large scale and oriented towards production, profit
and growth (Barnet in Garrick & Rhodes, 2000: 16). Yet it is this very form of knowledge
production that was viewed by key stakeholders within the health department as the most

vulnerable aspect of the project. Professional hierarchies (or ownership of professionally shaped
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intellectual properties) were seen as obstacles to the ongoing development of the collaborative

learning processes and partnerships fostered in the action learning focus groups.

Lastly, this framework relied heavily on the use of existing organisational resources such as staff,
staff meetings, participatory management practices and a willingness to be critically reflective about
the work people do and the program outcomes that result. If an organisation has a predominance
of casual ot contract staff; has infrequent or non-existent staff meetings and/or limited
opportunities for group learning facilitated through management practices, then this framework

was perceived to have limited applicability beyond the life of the pilot project.

Workforce Development Senior Project Manager
This healthcare worker education strategy provided program evidence that informed the
development of a proposal for another broader workforce development project: The NSW
Hepatitis C Workforce Development Project. It adopted Solomon’s (1999) description of learning
as ‘repertoire’:
Learning in the workplace, where flexibility and difference in terms of roles, tasks,
processes and people are the norm, may best be achieved by understanding learning as a
concept of ‘repertoire’ rather than as a developmental concept. This signifies a shift from
understanding learning as a vertical climb to a specific ideal goal towards a horizontal
model where learning is an expanding broadening experience that draws upon and adds to

employees’ prior life and work experiences.
(Solomon in Boud & Garrick, 1999: 130).

Horizontal learning: Facilitating collaborative learning relationships

Like the previous project, the educational approaches from this project drew from group-based,
interdisciplinary problem-based learning frameworks. The notion of the knowledge ‘expert’ was
directly challenged using Solomon’s language of learning as “repertoire” (Solomon in Boud &
Garrick, 1999: 130). This quote was frequently used at the beginning of workshops and planning
forums to highlight the key programmatic strategy of capitalising on a range of professional and
prior life experiences in the development of learning outcomes for the program. Again, it draws
from a social constructivist approach to learning in that “learning is a process of constructing
meaning from experience” (Imel, 2000: 3) that takes place in a range of varied contexts. This is
also congruent with principals of contextual learning in that “the meaning of what individuals learn
is coupled with their life experiences and contexts [and] is constructed by the learners ... and
[importantly] is anchored in the context of real-life situations and problems (Dirkx, Amey &

Haston, 1999 in Imel, 2000: 3).
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Accordingly, this project adopted and promoted learning strategies that aimed to generate
collaborative learning relationships and non-expert based (and non-vertical) learning activities.
These included action learning forums and focus groups, interagency forums known as Practicums
and experiential learning activities such as work placements and site visits. The project also sought
to highlight and document opportunities where the more tacit forms of informal and incidental
workplace learning occurs with the aim of incorporating these activities in the projects repertoire of
learning activities. This approach stemmed from a need to work with existing capacities within the
health care workforce in the range of settings. The project adopted Billet’s (2001) key premise of
workplace learning: “It needs to be founded on the contributions and circumstances afforded by
workplace environments” (Billet, 2001: 6) Specific project objectives aimed:
*  to support the development of enhanced and coordinated service delivery at an
Area Health Service level
* to facilitate workforce learning and development within organisations (or networks
of organisations) that is consistent with their core business and local planning
processes
* to foster the effective use of partnerships within and among Area Health Services
and related non-government agencies

*  to optimise health outcomes by building the capacity of Area Health Services in
their response to local needs within existing resource allocations

Much of the focus of the NSW Hepatitis C Workforce Development Project was to foster
organisational and inter-organisational learning relationships. A particularly successful strategy for
the project was the Practicum series. Practicums aimed to bring together workers from a range of
disciplines to demonstrate the practical foundation of a theory or topic and to share information
and strategies on its application. Each Practicum focussed on planning ways to effectively
incorporate session outcomes into participants’ workplace programs. The series evaluated well in
relation to:
*  highlighting how links between theories, principles and frameworks can inform
work practices
* reinforcing the need for ongoing partnerships with local services
* demonstrating how transferable elements of successful past programs can be
applied in different work settings to different issues, and

* illuminating a need for management support for learning activities and relationship
building within and outside health services

The evaluation also highlighted other strengths of the Project. Among them a recognition that the
learning topic was understood and applied in the context of current workplace skills and programs;
that the workplace learning framework directly assists client-driven program planning cycles and
that the processes of participation in the learning activities addressed both individual and

organisational learning needs.
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Yet despite localised successes in supporting group problem solving and workplace-based action
learning activities, this Project faced the same broader challenges as other programs attempting to
foster sustainable workplace learning practices. Among these are concerns that workplaces provide
only piecemeal and situationally specific learning outcomes that lack the coherence of programs
offered by traditional education institutions (Billet, 2001: 15). The challenge for this project was
therefore perceived to be in the facilitation of a more integrated and expanded network of
workplace learners by fostering the development of learning partnerships with people and agencies

beyond the immediate work setting.

This raised a range of professional issues for myself as the project manager for a state-wide
workforce development program: the identification and development of new skills relating to
project management and facilitation; a need to surrender particular forms of knowledge (ie clinical
or technical) in my daily work to make way for skill building in core areas such as supporting the
development of partnerships, community and organisational capacity building approaches and

broader program management support.

Public health policy and discourses of learning as organisational
performativity

Although this project and the learning strategy that informed its development can easily be located
within social constructivist learning theory, contextual learning and a range of organisational and
management development perspectives, the overall rationale for such an approach was based on its
performativity within a particular set of policy, resource and economic circumstances. The pilot
project that supported the funding of the new statewide workforce development project was
recognised for its ability to produce tangible, workplace based program outcomes. Usher and
Edwards (2000) acknowledge that contemporary social research is increasingly influenced by
“demands of relevance” (Usher & Edwards, 2000: 254):

Knowledge production is no longer, if indeed it ever was, a leisurely ‘curiosity-driven’

conversation confined exclusively to academic communities of practice; the need for

results (or outcomes that ‘perform’) is greater and more urgent.
(Usher & Edwards, 2000: 254)

Importantly, I did not model this project on situated learning theory or on the uptake of
communities of practice as a unit of analysis but later located these as useful academic tools to
accompany my project evaluation outcomes. The project merely recognised the applied value of
learning activities that took advantage of processes of participation among these groups of people

and later found a theory of learning that supported this targeting. Indeed, if it were not for the
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program outcomes resulting from these activities the project would most likely not have been

granted continued funding.

The rationale from such an approach is therefore an essentially pragmatic one but was also
informed by both state and national hepatitis C health policies. The NSW Health Hepatitis C
Strategy 2000 — 2003 states:

...any strategic response must be flexible, in order to adapt to new information, knowledge

or developments regarding the disease. The response to hepatitis C will seek to harness
existing infrastructure where possible. (NSW Health, 2000: 3).

Similarly, the National Hepatitis C Strategy states:

By situating this Strategy within a broader communicable diseases framework we create the
opportunity to ensure that the overall health outcomes achieved are greater than the sum
of the individual parts. It is the links between, and the integration of, these responses that
will ensure both sustainability and maximum population health impact.

(Commonwealth of Australia, 2000: iv)

The language in both of these policy frameworks makes strong emphasis on new practice models
of care that value and are built on “integrated, clinical teams of knowledge workers”, (Kaiser, 1991),
all of whom are involved in decision-making and problem-solving. Here the competent worker
(and health service organisation) is alighed with contemporary (and popular) principals used in
learning organisation literature and management development theories. The “fostering of
organizational [or group| learning as opposed to individual skill formation” (Johnston, 2001: 3)
further emphasizes the value of shared learning activities as a key dimension of organizational

activity and “a driver of organizational competitiveness” (Johnston, 2001: 3).

The policy framing document entitled “New Directions for Public Health in New South Wales
(NSW Health Department, 2000) was developed to provide a framework within which the
organisations that make up the public health system in New South Wales can plan their activities
over the next five years. The rhetoric of organisational and group partnerships is used frequently
along with phrases such as intersectoral communication, partnering skills and repeated references to
continual learning processes. A key challenge howevert, is to be able to operationalise this rhetoric
within funded learning and development programs and to be able to demonstrate the worth of this
repertoire of activities beyond individual knowledge and skill assessments to a broader model that

adopts notions of learning through professional practice networks or communities of practice.
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Facilitating knowledge production through professional practice networks
The activities used in both the radical education programs facilitated earlier within community-
based contexts and the workplace-based learning activities I co-ordinated within work settings have
clear similarities. Both are rooted in constructivist learning theory in that the activities aim to
construct meaning from lived and/or professional expetiences and contexts. Both conceptualise
learning as a process of group participation (Lave & Wenger, 1991 in Matthews & Candy, 1999:
51) rather than as an individual and passive transfer of knowledge. Lave & Wenger’s (1991) theory

> <«

of ‘situated learning’ “takes as its focus the relationship between learning and the social situations
[including organisational] in which it occurs (Lave & Wenger, 1991: 14). Again, learning is
conceptualised as a social and situated series of relationships rather than as a singular cognitive
process: “Rather than asking what kinds of cognitive processes and conceptual structures are
involved, they ask what kinds of social engagements provide the proper context for learning to take
place.” (Hanks in Lave & Wenger, 1991: 14). Similarly Freire, with his philosophy of radical
education, proposes a structured dialogical problem-posing process whereby community members
or members of social networks meet, discuss common problems, look for root problems and the
interconnections among them and devise strategies to transform their current social, economic or
political conditions. Again, the learning process is a social and generative collective process. Lastly,
the concept of empowerment, “an enabling process through which individuals or communities take
control over their lives and their environment” (Minkler & Wallerstein in Glanz et al (eds), 1997:
241) is an overlapping theme. Freire’s central premise about education was that it should be
libratory and bring about conscientization that comes through the social analysis of conditions and
peoples’ role in changing those conditions. Conscientization is “a key ingredient to maintaining a
broader vision and sustaining community-organising efforts over time and is one of the links
between individual psychological empowerment and community empowerment” (Minkler &
Wallerstein in Glanz et al (eds), 1997: 252). Herbert (2000) describes how the rhetoric of action
learning programs in the 1990’s among Australian Vocational Educators “claimed that individuals
would be empowered to direct their own learning, collaborating with others to question taken-for-
granted knowledge norms, and... implement workable solutions to problems identified from
practice situations (Herbert, 2000: 391). Bellman (2000) in her action research study on creating an
integrated organisational culture of working and learning in a large NHS Trust hospital in London
described this workplace based action learning programs as “...an emancipatory form of social
research [that] implies that as human beings become active in constructing reality, they can also act
to change it for the better. Both the process and outcome should be an empowering experience for

participants” (Bellman, 2000: 3).

Despite these similarities and the many policy frameworks espousing increased integration,

collaboration and multi-disciplinary and transdisciplinary knowledge teams, the NSW Health
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Department remains a large, highly hierarchical bureaucracy. Like most large organisations, there
remains a traditional hierarchical framework of management and clinical expertise that favours a
reliance on experts to provide information and to solve problems. Learning activities are largely
training room based and offered on a fee for service basis through Learning and Development

Centres throughout the state.

Although the horizontal learning model used by this government funded workforce development
project has gained notional acceptance in NSW Health via a solid funding allocation, the question
of how such a model can co-exist within a broader system that operates from a relationally opposite

learning paradigm remains.

My research question began with an observation of the effectiveness of a range of informal and
formal learning activities conducted among various professional practice networks or communities
of practice —a term introduced in the early 1990s by Jean Lave and Etienne Wenger in the book
Sitnated Learning (Lave & Wenger, 1991). With this recent acknowledgement of different modes of
learning comes an acknowledgement of the different forms of and changes in ‘knowledge

production’ in the contemporary workplace and indeed, contemporary society.

Gibbons et al (1994) introduces two heuristic modes of knowledge production: Mode 1 and Mode
2. Gibbons explains that the primary purpose of describing the attributes is to show that these
attributes possess sufficient coherence to be called a new mode of production. In an effort to
describe and distinguish between the attributes of each, Gibbons generates descriptive and applied
profiles for each. In short, Mode 1 knowledge production traditionally refers to what is known as
the discipline of science. Mode 1 problems “are set and solved in a context governed by the largely
academic, interests of a specific community” (Gibbons et al, 1994: 3) whereas Mode 2 is described
as being transdisciplinary, heterogeneous, heterarchical and transient (Gibbons et al, 1994: 3).
Gibbons further describes Mode 2 as being “more socially accountable and reflexive. It includes a
wider, more temporary and heterogeneous set of practitioners, collaborating on a problem defined
in a specific and localized context” (Gibbons et al, 1994: 3). Mode 2 is produced by continuous
negotiation with the interests of various people from a range of disciplines being included and is
dynamic (Gibbons et al, 1994: 5) and involves processes of group participation and problem
solving for specific and often transient applications. Importantly, Mode 2 knowledge production is
social and this has particular implications for the ways in which the informal, incidental and
previously unacknowledged and invisible forms of knowledge production occur:

But the socially distributed nature of Mode 2 knowledge production is above all embodied
in people and the ways they are interacting socially organised forms. Hence, the emphasis
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on the tacit components of knowledge which we see as taking precedence of the codified
components
(Gibbons et al, 1994: 17).

The learning activities developed by these last two projects are clearly aligned with that of Gibbons’
Mode 2 of knowledge production. Within the context of my professional work, it is the
“continuous negotiation with the interests of various people from a range of disciplines” (Gibbons
et al, 1994: 3) that forms the predominant character of the professional learning activities

developed.

The learning activities are aimed to include multidisciplinary health teams working in specific health
settings, temporarily formed professional interest groups and multidisciplinary working groups
formed to address a particular health issue. The project recognised and capitalised on learning that
is situated in these forms of social co participation (Hanks in Lave & Wenger, 1991: 14). In this
way, the project drew on situated learning theory in that the learning activities capitalise on the
everyday physical and the social contexts participants live and work in (such as workplaces or
professional networks). The project recognised learning as a process of participation and
negotiation among people in particular situations rather than a traditionally located individual —
cognitive process (lacking a social context or situatedness). Learning is active rather than receptive
(Lave & Wenger, 1991: 33). Lave and Wenger (1991) describe these often multi-disciplinary
groups of people involved in a shared practice as communities of practice. This unit of analysis
helps to focus attention on specific practices members engage in when participating in shared
activities (Fox, 2000: 854). More, importantly, the term helps us to understand the processes in
which these individual and/or collective practices can emetge within particular settings. Wenger
(1996) describes how the emergence of these practices can result over time:

As people pursue any shared enterprise over time, they develop a common practice, that is,

shared ways of doing things and relating to one another that allow them to achieve their

joint purpose. Over time, the resulting practice becomes a recognizable bond among those

involved.
(Wenger, 1996 in Capra, 2002: 94).

In his book, The Hidden Connections (2002), Capra describes the importance of these social networks
as being living social systems that are integral to the adaptability, and sustainability of modern
corporations (Capra, 2002: 92-93): “These are informal networks —alliances and friendships,
informal channels of communication (the ‘grapevine’) and other tangled webs of relationships —that

continually grow, change and adapt to new situations.” (Capra, 2002: 95).
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It was through the experiences of piloting activities that capitalised on these pre-existing
interdisciplinary networks, situated in particular workplace (or health service) setting that produced
more reflexive, social and generative learning outcomes. More importantly, the learning outcomes
tended to fit more neatly within concrete service or program planning documentation. The shift
from Mode 1 to Mode 2 form of knowledge production in my work posed not only new challenges
for the ways in which I developed ongoing relationships with peers and learners as an involved
subject and learner, but provided insight into how current public health policy rhetoric of
partnerships, increased integration, collaboration and multi-disciplinary knowledge production can
support program approaches that capitalise heavily on learning through multidisciplinary

professional practice networks.

The next chapter identifies literature relating to collaborative learning that occurs through
professional practice networks or communities of practice. In particular, this review of the
literature highlights how ongoing work-based learning relationships develop into temporary and
informal networks with shared characteristics and broadly shared standpoints and goals. These
professional practice networks are described through Lave (1993) and Lave & Wenger’s (1991)
literature on “communities of practice” and adapted for use as a unit for analysis (or participant
group) in the Story-Dialogue Method (S/D-M) workshops. The chapter describes features of the
three professional practice networks participating in this research and will outline the stages of
structured group dialogue required for the S/D-M. The purpose of the activity is to explicate the
kinds of knowledge, skills and relationships that networks of practitioners use when speaking of

their ongoing educational work.
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Chapter 4

Methodological Framework

aving identified some of the concurrent pedagogical approaches to the broad field of public
Hhealth education along with an acknowledgement of the expanding list of people who
collaboratively develop educational interventions (including both government and community,
professional and volunteer workforces), I now describe the rationale for drawing on Lave (1993)
and Lave and Wenget’s (1991) term of Communities of Practice as a unit of analysis for the three
Stoty-Dialogue Method (§/D-M) Workshops. Often called interagencies, working groups, or
networks, these groups of public health practitioners commonly work, learn and educate in
partnership with each other. The joint enterprise or purpose of the group, engagement strategies
and shared repertoire of communal resources are shared characteristics that can assist in building
critical analysis from a shared standpoint (ie a public health message, a disease, a profession). The
idea of capitalising on pre-existing professional relationships also honours the expanding literature
acknowledging the high prevalence of informal and incidental learning that continually occurs
among colleagues:

...it is now recognised that by far the greatest proportion —perhaps as much as 90 per cent

— of organisational learning actually occurs incidentally and adventitiously, including

through exposure to the opinions and practices of others also working in the same context.
(Matthews & Candy in Boud & Garrick, 1999: 49)

This chapter then outlines the aim, generative theme and stages of structured group dialogue

required from the three professional practice networks participating in the S/D-M.

The S/D-M was developed by Feather and Labonte (1996) as a means to structure and facilitate
group reflection and the creation of generalised knowledge through an analysis of professional
stories and experiences in the public health sector. This participatory methodology will draw, in the
first instance, directly from the Generative Theme statement that serves to outline a broad
professional practice tension that is relevant to all three professional practice networks. The
Generative Theme in this research is a concise acknowledgement of the varied and often competing
approaches to public health education I have experienced as an education practitioner over time.
The Generative theme therefore, directly reflects my own standpoint of professional experiences
and observations. The Theme suggests that working with multiple models and changing learner

expectations poses challenges for the ways in which practitioners negotiate their range of skills,
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knowledge and learning relationships. It is through a structured series of analytic group dialogues

that knowledge and theories about what works in education in their sector, are elucidated.

Professional practice networks as a unit of analysis

There has been renewed interest in Australia and overseas about recognising the applied value of
working with “groups of people bound together by shared expertise and passion for a joint
enterprise” (Wenger & Snyder, 2000: 139). Cohen and Prusak (2001) argue that sets of
relationships within professional settings ultimately contribute to the development of social capital
in organisations, that is, “the company’s stock of human connections such as trust, personal
networks and a sense of community” (Cohen & Prusak, 2001 in Mitchell, 2002: 6). This ‘social
capital’ within workplaces is thematically similar to those articulated by Freire in the processes of
community conscientization described eatlier. Both see experiential group based learning programs
among networks or communities as having the potential to be liberating. Although Freire’s political
work reaches well beyond the articulation of ways to nurture the learning that occurs in corporate
groups (empowerment aims to enable people to take control over their lives and environment well
beyond the restrictive capitalist confines of modern organisations), it does emphasise the need to
situate learning within the daily realities, activities and politics of the learners and to capitalise on
the processes of participation and problem solving in order to meet their learning needs and, more

importantly, to transform aspects of their social, economic and at times, political conditions.

Gonczi (2001) recognises the challenges this focus on professional practice networks brings to
common calendar based, training programs:
The challenge is to shift the focus of professional education from training the individual
mind, to the social settings in which the individual becomes part of the community of
practice; from facts and rules stored in the brain until the need to use them, to enacting
knowledge through activity; from a conception of humanity centred exclusively on the
brain to a wider conception where humans are seen as embodied creatures embedded in

the world.
(Gonczi, 2000: 5).

Here, Gonczi acknowledges the need for a radical re-think of the way in which we train or learn
from professionals predominantly by way of their professional association. Acknowledging that
people relate to each other at work in ways that reach beyond their narrow professional roles,
brings increased opportunity to investigate ways to produce knowledge through dialogue,

negotiation and activity with multi-disciplinary groups.

Wenger (1998) explains:

Workers organise their lives with their immediate colleagues and customers to get their
jobs done. In doing so, they develop or preserve a sense of themselves they can live with,
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have some fun, and fulfil the requirements of their employers and clients. No matter what
their official job description may be, they create a practice to do what needs to be done.
Although workers may be contractually employed by a large institution, in day-to-day
practice they work with —and, in a sense, for — a much smaller set of people and
communities.

(Wenger, 1998: 6)

Drawing from communities of practice

According to Lave (1993) and Lave and Wenger’s (1991), analysis of learning within organisations
must focus on nests of practices (Fox, 2000: 858) rather than focussing broadly on the larger
organisation. Within each organisation there can be numerous and overlapping communities of
practice (Fox, 2000: 855). Similarly, Stronach et al (2002) describe the mix of practitioner
experiences, beliefs and practices drawn on in the facilitation of learning as ecologies of practice.
These ecologies relate “largely to the kinds of knowledge that are essentially intuitive or tacit and
encompass particular ideologies that may be personally held, but in the main are held by a particular
profession” (Savin-Baden, 2003: 53). This notion of knowledge that is intuitive or tacit and that is
embedded within professional practice networks is particularly relevant to my research. By
structuring dialogue and analysis among these networks, this research is aiming to explicate the

kinds of productive relationships, approaches and skills that define their work.

Capra (2002) believes the benefits of acknowledging and working with communities of practice

within corporations can go beyond a mere understanding of how concrete practices develop:

Within every organisation, there is a cluster of interconnected communities of practice.
The more people are engaged in these informal networks, and the more developed and
sophisticated the networks are, the better will the organisation be able to learn, respond
creatively to unexpected new circumstances, change and evolve. In other words, the
organisation’s aliveness resides in its communities of practice.

(Capra, 2002: 96)

Wenger argues that although the term is historically new, the informal and dynamic processes of

group learning over time have appeared throughout history and continue to evolve in a range of

professional settings and community-based activities:

Since the beginning of history, human beings have formed communities that accumulate
collective learning into social practices—communities of practice. Tribes are an early
example. More recent instances include the guilds of the Middle Ages that took on the
stewardship of a trade, and scientific communities that collectively define what counts as
valid knowledge in a specific area of investigation. Less obvious cases could be your local
magician club, nurses in a ward, a street gang or a group of software engineers meeting
regularly in the cafeteria to share tips. Such communities do not take knowledge in their
specialty to be an object; it is a living part of their practice even when they document it.
Knowing is an act of participation.

(http:/ /www.ewenger.com/ewthemes.html, March 2003)

It's Like Having to Trade on the Personal — Rob Wilkins 55



The term Communities of Practice has recently gained widespread use and endorsement as a tool to
assist vocational education and training (VET) professionals and organisations to implement the
national training system in Australia. Through a national staff development and change
management program called ‘Reframing the Future” funded by the Australian National Training
Authority (ANTA) over 200 innovative ‘Reframing the Future’ projects were piloted to enable
enhanced implementation of the National Training Framework (NTF). The NTF is the system of
vocational education and training that applies nationally. It is made up of the Australian Quality
Training Framework (AQTT) and nationally endorsed training packages (ANTA, 2002: iv). The
report entitled “110 Ways to Implement the National Training System” (ANTA, 2002) outlines
some of the innovative approaches VET professionals are using to meet the new challenges

encountered under the national training system utilising the concept of Communities of Practice.

Based on interviews with trial participants and an analysis on the communities’ report, Mitchell,
Wood and Young (2001) argue that:
Communities of Practice have the potential to reshape professional practice and to
improve organisational productivity. Practitioners and organisations within the VET
sector will benefit from the development and maintenance of such communities,
particularly as a tool to assist in the implementation of the National Training Framework,
with its emphasis on networking with industry and developing new ways of training.

Communities of Practice are also valuable in encouraging further innovative professional

practices amongst VET practitioners across Australia.
(Mitchell et al, 2001: 15)

Fostering Communities of Practice in a range of settings using different methods, the report
highlighted critical success factors, limitations and process-oriented observations as to the impact
and suitability of drawing from this framework. Mitchel et al (2002) conclude that:
The major theme emerging from this evaluation study is that Communities of Practice in
the vocational education and training (VET) sector in Australia have the potential to

accelerate, intensity, enrich and enhance the implementation of the national training
system.

(Mitchel et al, 2002: 5)
This research will draw from the learning that occurs within these communities or professional

practice networks participating in the S/D-M workshops.

Participatory action research and the S/D-M
The methodological framework adopted draws in part from Participatory Action Research (PAR).
PAR is “commonly defined as a form of collaborative, reflective enquiry carried out by

practitioners on their own practice, in order to find ways of improving that practice” (Kemmis &

McTaggart, 1988 in Sanguinetti, 2000: 232). Furthermore,
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Through action research people can come to understand their social and educational
practices more richly by locating their practices, as concretely and precisely as possible, in
the particular material, social and historical circumstances within which their practices were
produced, developed and evolved —so that their real practices become accessible to
reflection, discussion and reconstruction as products of past circumstances which are
capable of being modified in and for present and future circumstances.

(Atweh et al, 1998: 25)

The principles of PAR include an emphasis on participation, discussion, problem solving, the
development of collaborative learning relationships, and are recursive in that the research aims to
help people to investigate reality in order to change it. The structured group dialogue processes of
the S/D-M aim to encoutage group participation and reflective analysis of ourselves and our

changing conditions of work.

Because those participating in the S/D-M wotkshops come from a broad and diverse range of
professional and community-based employment conditions, I will adopt Sanguinetti’s (2000)
postmodern approach to action research activities “to facilitate more complex and historically
informed understandings” (Sanguinetti, 2000 in Garrick & Rhodes, 2000: 233) of how this
wotkforce struggles to develop dynamic learning arrangements in a patticular context. 'The S/D-M
is a collaborative learning process, based on the lived experiences of the participants. The method is
structured to facilitate reflection on historically specific occasions and to build a shared and

broadened understanding of our work and ourselves.

In her research on adult literacy teachers facing neo-liberalist reforms, Sanguinetti (2000) describes

the rationale for adopting a postmodern action research methodology:

I saw action research as a process of collaborative learning which would provide a structure
and a ‘space’ for examining the contending discourses of practice which structure the work
of adult literacy teachers and constitute their personal and professional subjectivities....
Foucault’s concept of power as productive and dispersed throughout society widens the
scope of action research from an emancipatory meta-narrative of ‘them’ and ‘us’ to a
deliberate investigation of discourses which construct our understandings of ourselves and
our social situations. This becomes a focus on the practices, techniques and procedures by
which power operates.

(Sanguinetti, 2000 in Rhodes & Garrick, 2000: 237)

The action research participants (including myself and the three professional practice networks) are
“conceived as complex, multiply-positioned and shaped by a multitude of historical, psychological
and social forces” (Sanguinetti, 2000 in Rhodes & Garrick, 2000: 237). Analysis and reflection
would therefore include how participants are “implicated in the structures and practices we are
trying to change” (Sanguinetti, 2000 in Rhodes & Garrick, 2000: 237). Furthermore, by drawing on

a social theory of learning among communities of practice, learning “is seen as the outcome of a
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process of a local [multi-faceted] struggle” (Fox, 2000: 860). The processes of structured dialogue
within the S/D-M require participants to problem-pose, share diverse professional expetiences and
to negotiate how these inform broader understandings of their work, relationships and professional

identities.

As a point of departure from the emerging bodies of literature on learning at work, this research
will employ a social-constructivist approach to knowledge development. The Story-Dialogue
Method (S/D-M) was created “with and for practitioners in response to their concerns that much
of their practice did not lend itself to a positivist, or conventional methodology.” (Labonte, Feather
& Hills, 1999: 39). It will draw on structured group dialogue of practitioners to explicate the kinds
of knowledge, skills and relationships that assist them to work in a changing field. By drawing
exclusively from participants written case stories I intend to “open up text for multiple readings; to
de-centre authors as authority figures and to involve participants, readers and audiences in the
production of the research” (Putnam, 1996 in Rhodes, 2001: 4). The S/D-M is a group process
that “honours the lived experience of individuals through storytelling while developing a deeper
theoretical understanding of an issue” (Beneteau, 2003: 4). The method was developed initially to
assist public health practitioners to analyse their experiences in order to learn more about their
practice. It aligns itself with Freire’s (1970) description of problem-posing education where;
...people develop their power to perceive critically the way they exist in the world with

which and in which they find themselves; they come to see the world not as a static reality,

but as a reality in process, in transformation.
(Freire, 1970: 64)

The process begins and ends with individual and group analysis of practice experiences with a view
to not only identify themes, but to take action as a result of their analysis: “A deepened
consciousness of their situation leads people to apprehend that situation as an historical reality

susceptible of transformation” (Freire, 1970: 606).

Professional practice networks - Recruitment

The following professional practice networks participated in a two-hour Story-Dialogue workshop:

HepLink - steering committee
The HepLink steering committee is part of a broader multi-disciplinary interagency
(including clinical, health promotion, and community-based practitioners) addressing
hepatitis C-related public health issues. Steering Committee members rotate their
membership on an annual basis and contribute to the development of a series of

professional development forums throughout the year. The content and format of the
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forums are negotiated through members of the Interagency. The aim of HepLink is to

share information, resources and support.
HepLink offers members:

professional connectivity
support

information sharing
networking

O 0O OO

o aforum to discuss and address issues of common concern
(Hepatitis C Council of NSW, cited 7 Oct 2004:
http://www.hepatitisc.otg.au/education&development_site/heplink.htm)

10 members of the steering committee participated in the HepLink Story-Dialogue

workshop.

Network of Alcohol and other Drug Agencies Inc (NADA)
The Network of Alcohol and Drug Agencies (NADA) contributes to the ongoing
development of a multi-disciplinary interagency (including clinical, health promotion and
community-based practitioners) addressing a broad range of health-related issues relating
to alcohol and other drugs. The interagency is auspiced by the Network of Alcohol and
Drug Agencies Inc (NADA) - the peak organisation for the alcohol and drug non-
government sector throughout NSW. Through its Workforce Development Project, it
provides organisational development support and staff training and development strategies

to its target agencies.

The NADA interagency is multi-disciplinary, comprised of experienced trainers in alcohol
and other drugs (AOD), professional development officers, clinicians such as clinical nurse
consultants, allied health professionals such as social workers and community-based
practitioners. Participants from this network are members of NADA and regularly come

together for professional development or collaborative program planning activities.

8 members of the network participated in the NADA Workforce Development Story-
Dialogue workshop.

Network of Practice Development Midwives
The Network of Practice Development Midwives is a single profession interagency
addressing a specific health-related issue: midwifery practice development. This is a local
network of midwives who work together to advance midwifery practice through
advocating for continuity of care models for women —a key public health access strategy.

The midwives in this network include those directly involved in midwifery practice with
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mothers and who also work as health service managers, Area administrators or directors,

clinical educators and researchers.

8 members of the Network participated in the Practice Development Midwives Story-

Dialogue workshop.

In preparation for the three workshops, participants were invited to participate through an
explanatory letter that outlined the aims, method and relevance of this research to their ongoing
work. Because the methodology for the Story-Dialogue Method is highly structured and demands
increased participation and problem-solving as the workshop progresses, a methodological
overview was also provided to all participants 2 weeks prior to the workshops. Consent forms
outlining the research aim, parameters of participant involvement and confidentiality were signed
by all participants prior to each workshop. Ethical issues relating to the research were described to
and approved by the UTS Human Research Ethics Committee and the South East Health Human
Research Ethics Committee (Southern Section). Potentially adverse affects to subjects were
highlighted in relation to the need for participants to engage in a “critically respectful scrutiny with
their peers” (Labonte et al, 1999). In order to maintain respectful participation, participants were
provided with another overview of the process, highlighting any potential pitfalls immediately prior
to the workshop. This overview also included the development of a collaboratively negotiated and
verbally agreed upon group contract. The contract aimed to make explicit, the rules of participation
and included words and phrases that demonstrated mutual respect. The S/D-M workshops did not
begin until all members of the groups were clear about the meaning of the contact and agreed to
participate under the terms, words and phrases articulated in each group contract. Each of the three

workshops were approximately two hours in duration.

Participants from each workshop were provided with a written summary that identified the Insights
and Theory Notes relating to their two professional practice case stories and the critical group

dialogue.

The Story-Dialogue Method

The S/D-M has been used broadly as a method for developing theory grounded in practice
experiences. The methodology is rooted in program planning and evaluation methods in
international development work because researchers recognised the importance of oral culture as a
central component of the way in which people understand their lives and their environments
(Labonte, Feather & Hills, 1999: 40). It draws from a range of historically situated political

movements that capitalised on the use of stories to create knowledge that has been overlooked or
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suppressed. Labonte and Feather (1996) highlight how feminist discourses “criticised many of the
theories about human behaviour because the science that generated them had ignored women’s
voices (Gilligan, 1982, in Labonte & Feather, 1996: 40). The S/D-M emetges from a patticular
wortld view, or paradigm known as ‘constructivisim’. It focuses on people’s lived experiences
located in a particular sociohistorical context (Labonte & Robertson, 1996: 434). From a
constructivist paradigm, realities are socially constructed, local and specific -in other words, they are
ungoverned by universal laws. Labonte and Robertson (1996) describe what a constructivist
research approach looks like:
In a constructivist epistemology, the researcher is part of the reality that is being
researched, such that the research findings area a creation of the inquiry process itself
rather than a collection of external, already existing “facts”. It’s methodology...is
interpretive and dialectic in that it involves a constant comparison of differing
interpretations. It is a process of iteration, analysis, critique, reiteration, reanalysis,

synthesis, and so on.
(Labonte & Robertson, 1996: 434)

I have chosen this constructivist methodological approach, where “individuals learn by constructing
meaning through interacting with and interpreting their environments” (Imel, S, 2000: 3), due
largely to a recognition that my relationships with peers in so many disparate professional and
community-based contexts have profoundly shaped the ways in which I work, learn and change —all
of which are “located in a particular sociohistorical context” (Labonte & Robertson, 1996: 434).
Labonte argues that in public health, “it is precisely this element of reflection on meaning that is
absent from most conventional scientific research” (Labonte et al 1999: 40). The S/D-M provides
an opportunity to build theory from these experiences:

Rather than generalized theory being privileged over particular experiences, particular

expetiences become the necessary components in the continual development of

generalized theory.
(Labonte, Feather et al, 1999: 39).

The S/D-M was further refined in a later conference by practitioners who were interested in using
stories to build stronger, more effective practice. The methodology has been encouraged in “health-
promotion settings of all kinds — in the community, in clinics and health centres and hospitals, in
government and non-government agencies and organisations concerned with improving health or
the underlying conditions affecting health” (Labonte & Feather, 1996: 2). The intention of
developing and using this model in a range of settings among health promotion practitioners was to
“help practitioners of all kinds to take a critical look at their own work, learn from the experience
of their peers, and build an even stronger base of knowledge and skills to meet the health
promotion challenges of the future” (Labonte & Feather, 1996: 2). Similarly, this model can be
undertaken by groups of learning and development professionals within a particular health sector to

help meet the ‘challenges of the future’ relevant to their professional practices.
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The goals of the S/D-M can vary according to what practitioners or community members want to
learn (Labonte & Feather, 1996: 11) but generally has been developed with these goals in mind:
1. to tap into the knowledge practitioners and community members gain through
reflection on their own practice experiences;
2. to help practitioners and community members share their practice knowledge with one
another more effectively
3. to create more generalised knowledge about practice, from practice, for practice;

4. to incorporate practice knowledge in project evaluations
(Labonte & Feather, 1996: 11)

In this case, I modify Labonte and Feather’s fourth goal to a much broader research goal: one that
aims to make explicit the shared meanings and themes that inform our work, so that we, as learning

and development practitioners, may improve our work.

The Story-Dialogue workshop begins with the telling of a generative theme. In this case, the
generative theme is a brief statement outlining a broad practice tension that is relevant to all three
professional practice networks and will serve as a starting-point for critical analysis. For the
putposes of the S/D-M, a good theme is one that “identifies ‘tensions’ or strained relations that
exist within and between the people who are part of it...[and] speaks to power relations in [public
health] practice rather than to content issues of work” (Labonte et al, 1999: 42). The generative
theme in this application is a concise acknowledgment of the competing and often overlapping
models of education and program evaluation undertaken by a range of professionals within the
broad field of public health. The theme aims to direct participants to reflect on and articulate how
they approach education (eg the theories, frameworks, skills, knowledge and relationships) within
their professional discipline and, with other public health professionals and community groups in a

changing professional and public health landscape.

Two participants from each workshop prepare a case story, which “describes the practitioner’s
experience with the tensions summarized in the generative theme” (Labonte et al, 1999: 42). The
case story consists of “a first-person account of how the practitioner dealt with the tensions, what
was happening in the context of his or her practice and what happened as a result of the actions
taken” (Labonte et al, 1999: 42). Furthermore, “Story-tellers...are encouraged to problem-pose
their experience, rather than problem-solve it” (Labonte et al, 1999: 42). This notion of problem-
posing allows the story-teller to focus on the telling of their story without having to prematurely

and individually problem-solve their experiences in front of their peers.
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After the telling of the first case story, participants reflect on how that case story relates to them
and the work they do. Next, a structured dialogue is facilitated that asks questions of the group that
grounds the dialogue in their own experiences (ie How is the story I have just heard also my
practice story? How are the issues in this story similar to or different from my own experiences?).
This process is developed to “assist practitioners to make explicit their assumptions (theories)
about their work and to subject them to some critically respectful scrutiny with their peers.”
(Labonte et al, 1999: 39). The social-constructivist roots of the S/D-M include the researcher “as
part of the reality that is being researched, such that the research findings are a creation of the
inquiry process itself rather than a collection of external, already existing facts” (Labonte &
Robertson, 1996: 434). My role as facilitator of the S/D-M workshops involves me in the inquity
process. Insights are mutually identified, negotiated and adapted through a group discussion that, at

times includes the voice of the researcher.

These insights are then recorded on Insight Cards and are used as key points of discussion or ideas
that arose from the structured dialogue. The telling of the second Case Story occurs, followed
again by a brief reflection circle, the structured dialogue process and the development of insights.
Participants then group the Insight Cards into thematic categories —such as relationship building or
evaluating practice for example. The categories are refined and at times, Insight Cards are

duplicated when they match with multiple categories.

Theory Notes are then drafted under each category in an attempt to consolidate and identify some
key lessons learned about their educational work. Theory Notes ‘relate to a range of key points
arising from the story that members of the group think are significant enough to be shared with
other practitioners (Labonte et al, 1999: 45). These key points could relate to articulating
characteristics of professionally productive partnerships; engagement strategies with learners or key
stakeholders working in other areas of public health; or educational frameworks which assist with
and validate theit educational work. The S/D-M is used to create generalised knowledge and
understanding using particular practice experiences (Labonte & Feather, 1996: 29) through group
critical reflection. It is this group process of ctitical reflection that the S/D-M uses to “bridge the

gap between descriptive stories and rigorous explanation” (Labonte et al, 1999: 39).
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The Story-Dialogue process is summarised in the table below and adapted from Labonte and

Feather (1996) Handbook on Using Stories in Health Promotion Practice.

Methodological overview

1 Ayenerative themis one that identifes pte tensions aong netarks ofpofe and aisito
teate disasion. The &se Bries are based on the blloimg them

The Generative Theme:

Pblichealth is a broad feld fere opting and ofen overlamg odels of
edation and pgraravalation has lead to a great deal ofonefml onion
arond determing hat onstittes best atie.

Ding edation and patie developnt wrk in plihiealth ofen reges that
edators,bini@ns,servie emagers and others need to adapto the diérent
learning needs,eptations and aptyoftheir target grop.It also gans arking
ith dierent edational fasarks. S8mpogts reffe a ore organisational

apabh to bild the apityofprtitar servies. Ders ayeqe a ore

trainingbased apah that is based on assessing behaviotal learning otoes.
Ad others ayark on a omitydevelopnt or perbased odel ofedation.

Working ith varios odels and banging learner eptations pses ongoing

dilesrs br the &g in hib plidealth pttioners negotiate ourange ofskills,
knolgdge,and learning relationship in order to adapand bange ith the deands
ofthis feld.

2. Telling of the Case Story

ABse ®ryis a prsonalised aont related to the Enerative Themlt destbes the patitioners
egriene ith the tensions desdbed.The ®riellers fw vite the &se Bries are enoraged to
mblempse their egrienes rather than mpblesolve.tt bees pn prtitar events in gu

[atie egriene that are difti,fing or espiallyinstrtive br glLabonte &ather,

¥ he Gse Bryan ro br abotia pge.

3. Reflection Circle

Refetion & ocs hen other gropebiers spak one at a timand ithotidialoga on how

the storyand the issas it raises are siitar to fr diérent fojtheir oweprienes. It has pven
gefiin shifing analgis fordesdfive ontent ofa &se ®rytoards the organisational and soial
ontets in hib wark.This is a briefpess.

4, Structured Dialogue
Arding to Labonte &ather ghe 8ted Rloge is how teate a deepr,shared
nderstanding ofthe thess arond hib a Ese ®ryis pepred’abonte &ather, 83
Buategories ofgstions generate the 8tted @loge:

1 What do gisee hapning here®sdfion)

2 Whydo guthink it hapnsfnation)

3 Bhat have wlearned forouowegriene Bryand thesis)

4  bihat an edo abotit®@on)
It is not neessaryto anser all the gstions in the order theyapar.gephe ba on that &se
Bry

5 Insight Cards
Blloimg the 8tred Bloge pess,Insight &rds are developd that identifkeypints fom
disasion.Insights are vitten as fi stateents and are gant to egess generalisable lessons. @n
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thejarise forthe 8 hat"and Sbat’gstions.The stateants need to have ganing on their
ow{n other ards,theyare wrth sharing ith other pofe begnd the storygrop

6 Repeat Process ith nek@se ®ryefetion tte,strtred dialoga,Insight &rds)

7 Make Categories with Insight Cards -Look br thegs tegories allovbr the onsolidation
oflessons fora range ofstories.

8 Theory Notes

Theonnotes are then developd based on these ategories. Theyare desdfive stateents that link
ith the stateents forthe insight ards.This theorynote is an attepto efgin hat lessons the
ategonyofinsights holds br other mattioners o mbe in other patie sitations"abonte &

Bather .85

Ek as a gide or disasion. These an be asked in anyorder.

What do gisee hapning here? » What's the need,pbleror issa?
» Whatdid wdo?
Bsdfion gstions » Whates oufan?
» What ere ousesses?
» What ere oupbles?
Whydo guhink it hapns? » Whydid puake the ations pudid?
»  Whydo guthink it arked?
Rnation gstions »  Whydid guget the reslis pudid?
»  Whydid somations go soother than others?
8 hat? » What have wlearned?
» What remins on6ing abotioumtie?
» Howave pofe banged throgh the pess?
fthesis gstions » Howave organisations hanged throgh the
poess?
» Howlid relationship beteen pofe and
organisations bhange?
bitat? » What it wdo diErentlynektia?
#ion [anning
#lon @stions

Adapted from Labonte and Eather §

The second stage of analysis explores the various categories, insights and theory notes that have
been produced and an analysis of other texts participants bring to the process (eg strategic planning
documents, Mission statements). The audio taped scripts will also be used to record any discussion
that is not included in the insight cards or theory notes but that substantially contribute to the

development of practice-based theory statements.

From the audiotape transcriptions and texts I identify and group themes in relation to changing
knowledge, skills, relationships and worker identities but not limited to these. An analysis of these
texts identifies how practitioners speak of and shift through particular educational models and

worker identities.
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The following analysis and grouping of Insights and Themes arose from the telling of two case
stoties for each of the three S-D/M wotkshop. The resulting Case Stoties, Insights and Theory

Notes are contained in Appendices iii-v.
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Chapter 5

Analysis

r Fo provide context for this analysis, the following Generative Theme aimed to identify practice
tensions and to create discussion. This Theme directly informed the development and telling

of all Case Stories and was read at the beginning of all three Story-Dialogue Method workshops:

Pblicealth is a broad feld ere opting and ofen overlamg ouels of
edation and pgraravalation has led to a great deal ofonejal
ongion arond determing hat onstittes best pte.

Ding edation and patie developnt erk in plicealth ofen re@ges

that edators,tni@ns,servie enagers and others need to adapto the
dierent learning needs,eptations and apityoftheir target grop.It also
gans wrking ith dierent edational faparks. Smmpts rege a

ore organisational apoah to bild the apityofprtitar servies.

ers ayefe a ore trainingbased apabh that is based on assessing
behaviotal learning otoes. Ad others ayark on a omity

developnt or perbased odel ofedation.

Working ith varios odels and banging learner eptations pses ongoing
dilerrs br the &g in hib plidealth pttioners negotiate ourange of
skills,knolgdge,and learning relationship in order to adapand hange ith
the deands ofthis feld.

All three professional practice networks, and in particular, the two Case Story writers for each
workshop wrote of concrete examples where professional tensions arose through new or multiple
ways of working. Although the contexts, professional groupings and educational approaches
differed among the three networks, recurrent themes, insights and theories were developed address-

ing how public health practitioners conceptualise their educational work and their changing roles.

The six Case Stoties, Insights and resulting Theoty notes for all S/D-M workshops are contained in
Appendix iii — v. This analysis focuses particularly on Insights that generated the most discussion
and that lead to the development of Theory Notes —descriptive statements about lessons learned

through group discussion.

The analysis of data from the three story-dialogue workshops is structured from the Case Stories

prepared by two participants in each network; the Insight Cards that arose through the structured-
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dialogue component of the activity, and the Theory notes that aim to explain or summarise key
themes that arose through the workshop. The analysis is organised by the themes participants
generated while grouping theory notes. Particular attention is given to the ways in which the three
groups speak of their skills, knowledge, relationships and worker identities in relation to their

professional experiences.

HepLink Story-Dialogue Method Workshop

Both Case Stories for the HepLink Story-Dialogue Workshop described the planning, facilitation
and evaluation of an educational intervention targeting a specific workforce within public health.
The stories made frequent reference for the need to plan for and assess learning needs; establish
relevance of the topic; value a mix of pedagogical approaches (ie lecture style, games and
simulations, action learning focus groups); to work within organisational and capacity building
frameworks; and to provide creative evaluation strategies to assist with describing learning
outcomes related to individual, organisational or sector-wide issues. Both stories demonstrated
participants’ unease with attempts to combine contemporary adult learning principles such as the
need to establish relevance; to motivate learners to become critical problem-solvers; to support
learners to reflect on how their values affect work practices and programs; and their current
repertoire of skills and knowledge, with more organisational or business planning mechanisms
(where individual and organisational contexts inform the curriculum and processes used). Both
Case Stories make reference to the need to build on existing skills and knowledge of the learners
and to ‘build their capacity’ or to move the learning achieved ‘into action’. In other words, both
Case Story tellers described the tensions arising when trying to shift the learning from that of a
disciplinary-based form of knowledge production, involving the presentation of scientific and
epidemiological facts, along with a defined body of skills crudely grouped as ‘best practices’ to more
“socially accountable and reflexive” (Gibbons et al, 1994: 3) collaborative problem-based learning

programs that focus on individual and group action in localised contexts.

Heplink’s Case Story 1 describes the tensions arising when attempting to accommodate both the
learner preferences for clinical information or as is phrased in the Case Story, ‘the real stuff” (Case
Story 1, para 9) and the educator’s own educational goals that include more reflexive and

collaborative forms of knowledge production:

Usually...in the get-to-know-you section, participants state they want ‘information’, often
about transmission, so we hope that by starting with this basic section, we satisfy that need
first up. If we ever do try to jump straight into being interactive and drawing from their
experience, participants seem impatient to get to what they perceive to be the ‘real stuff’ —
the information.

(HepLink Case Story 1, para 9)

It's Like Having to Trade on the Personal — Rob Wilkins 68



Through formal evaluations learners indicated they valued clinical and epidemiological information
over activities that involved group problem-solving despite educator observations of ‘livened
discussion’ during those times. On reflection, the Case Story author writes:

Reflecting on this session now, it stands out as one of our best -mainly because there was a
lot of interaction among the diverse participants. They seemed to learn from each other as
much as from us.

(Heplink Case Story 1, para 13)

Despite formalised evidence from program evaluations, the educators, through their own
participant observation recognised the value of facilitating more group based problem-solving
activities that drew on their existing professional skills and experiences and related these to concrete
workplace settings. Learning outcomes from these participatory sessions were observed to produce
more “concrete suggestions” (HepLink Case Story 1, para 13) aligned with observable program or
service outcomes. In other words, the learning that occurred was seen to have more application to
workers’ skills, relationships and programs than the learning that occurred through the provision of
clinical and epidemiological information on hepatitis C. It is the learning that applies to people’s
lived work experiences that were deemed to have more meaning and application to the educational

interventions.

Both practitioners who wrote Case Stories highlighted the complexity and ambiguity of working
with multiple models, approaches and learner expectations -at times described as informal ‘behind
the scenes workforce development work’” (HepLinkCase Story 1). This work was articulated as
partnership building activities and the broad ranging work required to facilitate “organisational
strategic development” (HepLink Case Story 1). Both Case Story authors describe the tensions
arising in adapting this mix of approaches and multiple learner expectations with educationally
rigorous evaluation strategies as well as working with individuals, teams and varying organisational

contexts.

Working with practitioner values and attitudes towards people who inject drugs illicitly, or as in
HepLink Case Story 2, building interpersonal, professional and organisational trust to ensure
continuity of care and access to health services for people living with hepatitis C, required creative
but uncertain benchmarking approaches to measuring program outcomes and to guide their own
professional knowledge and skills in this evolving work:

We need to think about evaluating more than increasing knowledge. We need to evaluate
our partnerships. This requires a shift in what we traditionally value in education. This
shift could move towards validating our broader workforce development activities.
(Heplink Theory Note)

The following analysis is organised by the categories generated through the S/D-M. The resulting

Insight Cards and Theory Notes under each category aim to make explicit the shared meanings and
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themes that inform and challenge educational work in public health among these professional
practice networks. Together these categories, Insights and theories were generated as a result of the
structured-dialogue process for Heplink and are used as analytic devices to examine how particular

practice networks speak of their work, skills, knowledge, relationships and identities.

The practice of relationship building

Individual and organisational relationship building was a recurrent theme articulated in all three
story-dialogue workshops. In the context of HepLink dialogues, the quality of relationship building
was valued primarily as an informal process that worked towards building trust and receptivity on
the part of the individual learners or organisations. The informality of relationship building was
articulated as a critical component to the development of organisational partnerships:

Personal relationships and informal partnerships between workers are as important as
formal organisational level partnerships
(Heplink Theory Note)

Many participants described the process of relationship building as a series of informal and tacit
activities that aim to build reliability and to demonstrate relevance:
Building trust requires that we offer a range of timely and tangible activities

(Heplink Insight Card)

'This work occurred within a framework of service trust
(Heplink Case Story 2)

Here, an expanded notion of education is identified —one that includes a range of organisational
planning and informal relationship building activities and a desire to match the individual or
organisational learning needs with ‘tangible activities’ such as education sessions or program
partnerships:

... That is, we aim to build not only the skills and knowledge base of individual workers,
but also their ability to put these into action. This means that we aim to focus not only on
education, but also on development partnerships, networks, access to resources,

organisational support etc...
(Heplink Case Story 1)

Promoting organisational capacity building or ‘settings-based” approaches in public health education
requires the adoption of particular sets of terms, theories and a range of activities that rarely
become formalised in program evaluations or course plans. For example, as in Case Story 1 the
educator observed that she facilitated the production of more reflective and workplace-relevant
skills and knowledge among learners despite program evaluations indicating the worth of clinical

information provision.

Within the broad ‘settings-based” approach the notion of education is articulated as ‘workforce

development’ —a term defined by the NSW Health Department (2001) as “a process initiated within
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organisations and communities, in response to the identified strategic priorities of the system, to
help ensure that the people working with these systems have the abilities and commitment to
contribute to organisational and community goals” (NSW Health, 2001: 12). The language of this
definition poses particular obstacles for the development of informal partnerships and trust:

The concept of workforce development is not an easy one to promote or evaluate...on our
first rural visit we did not include or offer education sessions, but instead focussed on
networking, meetings and resource distribution. However, I got the feeling that people
wondered what we were doing there.

(Heplink Case Story 1)

The terminology of capacity building or ‘settings-based” approaches to public health education was
used by both story-tellers. The principles and activities within these two broad frameworks were
achieved through a series of often administrative work practices, informal relationship building

activities and a desire to be viewed as relevant and useful.

Although the notion of relationship building was regulatly highlighted as a key strategy to achieve
trust and ultimately desirable health service outcomes, it requires a mix of interpersonal, informal
and ongoing activities that are not commonly viewed as professional practices within a more
traditional pedagogical view. In other words, the experiences of planning and facilitating education
was described by both Case Story tellers as an inherently messy process yet an important one as it
supports enhanced service or programming outcomes as well as individual learning outcomes:
Good education leads to trust, leads to partnerships, and may lead to capacity being built.

(HepLink Theory Note)

We have a constant need to produce tangible products but much of our learning theories
are fuzzy and difficult to identify in our work outcomes.
(HepLink Insight Card)

In both Case Stories, the goal of organisational performativity, that is, the ability to document
concrete program or health service outcomes as a result of an educational or workforce

development intervention were described as being crucial:

...the education and development team was established with the aim of developing the
hepatitis C workforce in the broadest sense, that is, we aim to build not only the skills and
knowledge base of individual workers but also their ability to put these into action.
(HepLink Case Story 1)

...a Service Agreement is currently being negotiated between [these two services| in order

to formalise and support these agency level activities
(HepLink Case Story 2)

Relationship building was articulated as an important, ongoing component of educational practice.
Using both informal, personalised relationship building activities as well as more formalised,

organisational approaches (through the development of Service Agreements as part of their
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educational work for example), Heplink practitioners place great importance on the development

of trust to build receptivity to new ideas and to facilitate organisationally relevant service outcomes.

Educational frameworks and professional practice

This category refers to a range of contemporary adult learning theories or business planning
frameworks that guide the work of the practitioners and the implications this framework has on
professional practice. Both Case Stories explicitly framed the descriptions of their work using a
range of organisational capacity building, and in particular, workforce development-related terms.
The “fostering of organizational learning as opposed to individual skill formation” (Johnston, 2001:
3) was a common goal underlying both Stories. However, tensions arose when participants spoke
of the need to shift from an individual, training-based model of education, to a broader more
organisationally focussed notion of workforce development. This shift requires a new range of
professional practices not conventionally recognised as educational ones:

...we know that best practice in workforce development isn’t just offering education but
opportunities for us to give more than just education sessions. ...You know theory versus
what we can actually do. People aren’t really buying theory.

(HepLink Insight)

...workforce development —is not just around training but around education and
workforce development more broadly and that this is a lot of de-centralised fuzzy-wuzzy
activities that often don’t count in people’s expectations about what education is.
(HepLink Insight)

The resulting Insights from the structured dialogue highlight a key tension arising from a need to
employ a range of contemporary adult learning theories, business planning frameworks and formal
and informal interventions on one hand, and a difficulty in articulating and documenting how their
range of activities fit within such ovetlapping frameworks:

We have a constant need to produce tangible products but much of our learning theories
are fuzzy and difficult to identify in our work outcomes
(HepLink Insight)

What about all this stuff that’s telling us that we learn incidentally and informally all the
time in multi-disciplinary settings with multiple strategies. I think this makes a lot of
theoretical sense but I also think it creates a lot of methodological hiccups...

(HepLink Insight)

There remains an ongoing concern about the quality and availability of evidence that supports the
use informal, relationship-building work practices. With several pedagogical approaches being
employed within one ‘workforce development’ intervention, participants acknowledged the worth
of informally drawing on a range of skills or ‘tools.” This range of approaches is informed by the
professional traditions of the learners and the educators and the type of health service or

organisation:
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We don’t have enough evidence to say with certainty that the more informal, creative
processes necessarily yield results in this context.
(HepLink Theory Note)

Educational practice requires a range of tools that can be drawn on quickly. The tools used
by the educator depend on their professional experience.
(HepLink Theory Note)
While working with multi-disciplinary teams of health workers, participants identified the use of
informal, interpersonal relationship building activities to best encourage collaborative learning in

the workplace:

In some cases we need to rethink what education is. Sometimes we see education as a
process of facilitating dialogue.
(HepLink Insight)

...people will learn in a multi-disciplinary setting if they operate in a multi-disciplinary
setting. That relates to the workplace. I think if people work well in multi-disciplinary
settings they learn skills about how to relate to other professional groups....

(Heplink Insight)

Organisational capacity building approaches, such as NSW Health (2001) “A Framework for
Building Capacity to Improve Health” provide a range of planning principles and indicators that
require the practitioner to engage with learners on interpersonal, organisational and inter-sectoral
levels. Methodologically, this poses challenges for educators in defining their practices and

attributes beyond a range of informal, inter-personal approaches.

Assessing learner needs
The shift from assessing individual to organisational learning needs was acknowledged as a newly
emerging and complex process requiring ‘creative’ and adaptive methods:

Assessing learner needs now requires a broader, more organisational focus. We have to
know how the education topic fits in with organisational goals and we have to be creative
in our methods of adapting to different organisational contexts.
(HepLink Theory Note)

The skill of assessing organisational motivation to learn and to engage in a particular issue was

identified as crucial when undertaking a capacity building approach to education:

Assessing learner needs is much more than assessing content or knowledge gaps, it should
be relevant to work culture, motivation and partnership development.
(HepLink Theory Note)

By building flexibility into the curriculum, educators can take into account the complexities of
drawing together an integrated and mutually agreed upon curriculum for multi-disciplinary teams of
workers. The assessment process then becomes something negotiated through dialogue with a

range of key stakeholders:
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...in this case we only had contact with the Coordinator, who ... gave us their impression
of who might be attending and what their learning needs and experiences...might be. So
we assumed that there would be a lot we would not know in relation to their learning needs
until we asked them on the day...For this reason, we build flexibility into our programs.
(Heplink Case Story 1)

For both Case Stories, the skills involved in assessing learner needs (including individual, multi-
disciplinary teams and organisational) were undertaken ‘on the run’ despite an explicit references to
a capacity building framework. ‘Building flexibility’ into educational programs requires skills in
facilitation and action-learning in addition to providing clinical, epidemiological and prevention
information. By targeting workforce development or educational interventions by organisations (as
opposed to professional groups within public health such as nursing staff), the educator is required
to address the learning needs of a range of health care professionals in the contexts of an
organisation or local region. The planning processes of assessing these varying learning needs
among multi-disciplinary staff along with the need to ensure programming outcomes are
strategically aligned with service or regional business plans makes the process of assessing learner
needs complex and difficult to articulate:

Through our discussion, there seemed to be things coming up like the problems with the
need to know what the audience expects. And what they’re learning needs are and what
the culture of the participant’s workplace is and to know all that stuff inside and out to try
and make your education session as relevant as possible now.

(HepLink Insight)

Worker identities and learner expectations

While drawing from various contemporary adult learning theories or business planning frameworks
to guide their work, participants highlighted the tensions that arose between learners’ expectations
(often aligned with more traditional pedagogical approaches) and their own changing professional
roles. Working with multiple educational or program planning frameworks; embedding problem
solving within the context of individual, professional and organisational contexts; and managing
often divergent views about what constitutes legitimate or evidence based workforce development
practices were key tensions arising for HepLink practitioners. Casey’s (1999) description of the
‘knowledge worker’, where ‘workers must be willing and able to learn and perform new tasks, take
on different roles and be easily redeployed” (Casey in Boud & Garrick,. 1999: 18) reflects the
transient and changing professional identities described by participants:

The other thing ... which resonated with me, was that when we’re trying to do other
workforce development activities, people don’t see if you’re doing networking or hosting a
meeting, people don’t value it alone. You need something else. You need the education

sessions otherwise people don’t think you’re doing anything. That’s really frustrating.
(HepLink Insight)

The need to ‘balance expectations’ beyond those of the individual learner to a broader collection of

organisations and funding bodies was identified as an ongoing challenge requiring ‘a flexible
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approach’ as well as ‘careful planning [and] appropriate data collection” (HepLink Theory Note).
The process of balancing expectations is a methodologically vague process of negotiation that
participants referred to when attempting to assess learner needs and in offering a flexible and
organisationally relevant curriculum:

Our own identities are less relevant than managing expectations. We need to balance

expectations of participants, ourselves and our funding bodies reporting expectations. We

need to be conscious of these often conflicting needs and expectations in program

planning. They can all be met with careful planning, appropriate data collection and a

flexible approach.

(HepLink Theory note)
Varying and frequently competing learner expectations (including their expectations of their own
work) require the practitioner to assess through negotiation, and action-planning type practices
rather than through a more traditional and insular process of assessing individual, behaviour
learning needs. The ongoing processes of negotiation and consultation at different organisational
levels and with an expanding, multi-disciplinary workforce of learners requites a flexible notion of
worker identity. Worker identities are in part shaped by the multiple roles negotiated through

ongoing program activities across various work settings:

Sometimes we’re trainers, facilitators, problem posers, HR persons —there’s a lot of
different sorts of expectations about who you are when you go into the training.”
(HepLink Insight).

Evaluating our practice

Determining the evaluated worth of various educational interventions was a common point of
discussion. HepLink practitioners acknowledged the range of traditional evaluation indicators
available to them such as assessing behaviour learning outcomes, attendance records, and a range of
empirical tools and scales that can align with organisational or business planning frameworks.
Participants also identified that such empirical approaches to evaluation do not provide the kind of
meaningful, reflexive feedback needed to inform their own practice development:

I think we’re talking about ways of analysing our practices so 9.2 may be a good reporting
tool and maybe a very impressive business planning thing but it doesn’t actually do too
much in terms of specifically guiding our work practices. It makes us feel good. It says
that we probably did something right. But I think the point around the observations was
that we have lots of tools and rating things but we often underestimate our own
observations about how we think it went — through gut feelings, through observations and
participant comments.

(HepLink Theory Note)

HepLink Practitioners identified an awareness of and desire for a greater recognition of broader
and more dynamic forms of knowledge production in their everyday education. Shifting from
“knowledge understood as a matter of what one knows, to knowledge understood as a matter of

what one can do” (Barnett in Garrick & Rhodes, 2000: 16) can require an adherence to traditional
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mechanisms for program evaluation and more creative, reflexive and participatory methods that

assist with their individual skills development:

Longer term success is often about bringing people together and networking although
often people undervalue that networking stuff and emphasise the content-oriented sessions
(HepLink Insight)

Creative evaluation strategies can tell us more about what participants may do with the
knowledge and can be more reflective and personally illuminating (eg Photolanguage,
learning contracts, observations)

(HepLink Insight)

Creative group evaluation strategies such as the use of Photolanguage have provided some Heplink
participants with the kind of knowledge production described eatlier by Gibbons et al (1994).
Mode 2 of knowledge production is produced by continuous negotiation with the interests of
various people from a range of disciplines being included with key elements of group participation
and problem solving to its production (Gibbons et al, 1994: 5). Participants identified the need for
employing a mix of evaluation strategies. While adhering to the use of more traditional, Mode 1
forms of knowledge production (usually based on the assessment of skills or the use of behavioural
learning or program outcomes) participants also described their experiences with, and desire for
using more reflexive and group-based methods to guide their practices. These methods provided
participants with more meaningful yet difficult to articulate impressions about facilitating group

learning in varying organisational contexts:

I mean why do we use numbers to evaluate? They make us feel good. Do they actually
help us? They’re never low. What do they tell us anyway?
(HepLink Insight)

...somechow I get more out of the subjective stuff than I do out of the objective stuff.
(HepLink Insight)

But ultimately it’s a lot easier to go with numbers and so we evaluate with numbers and 1
suspect that most people are less inclined to give really low scores, generally. ... So do we
go for the cheap and cheerful way because ultimately at the end of the day, while people
are scribbling away, in terms of meaning, what meaning can we really get from that
process? Because we have to work with this structure and we like to think we base our
practice on evaluation so we incorporate it but we don’t actually incorporate it in a
meaningful way.

(HepLink Insight)

HepLink summary

The structured dialogue process highlighted the tensions arising when HepLink practitioners
negotiate broad shifts in their professional practices -from more traditional pedagogical approaches
based on disciplinary-based forms of knowledge to those of more dynamic group-based activities

informed by organisational and business planning frameworks. The skills, knowledge and
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relationships required to achieve broader program outcomes required a tacit mix of ‘behind the
scenes’ (HepLink Case Story 1) work that relied on interpersonal and informal practices aiming to

<

build trust and to assess learning needs: “we facilitated some get-to-know-you activities which gave
us an idea of their roles and experiences and what they want to find out...” (HepLink Case Story
1). Working with multiple models, flexible approaches and varying learner expectations highlighted
a concern for the quality and availability of evidence that can inform their work. Drawing from a
mix of both empirical and reflexive group methods of evaluation was viewed as necessary both for
the documentation of program outcomes and for the development of individual practitioner skills.
HepLink participants described the ongoing need to negotiate their work roles and methods in a
range of organisationally varied settings. Again, Casey’s (1999) description of the ‘knowledge
worker’ is closely aligned with the principles of flexibility, the need to adapt to different
organisational contexts and the ability to draw from a range of pedagogical approaches.
Recognition of the continued need to build trust through personal relationships and informal

partnerships also reflects the increased attention brought to the interpersonal characteristics or

attributes of the worker rather than their more traditional discipline-based forms of knowledge.

Network of Alcohol and Other Drug Agencies (NADA) Story-Dialogue Method
Workshop

The Network of Alcohol and Other Drug Agencies NADA) Case Stories highlighted a range of
critical success factors and ongoing challenges related to working with business planning and
capacity building models of education. Both stories articulated a need to employ a range of
organisational learning strategies along with a need to adapt or “manipulate” (NADA Case Story 2)
contemporary health promotion or health education models. While naming their professional
approaches and underlying key principles involved in business planning and organisational
relationship building, both Case Story tellers again emphasised the need for ongoing interpersonal
trust and relationship building activities. By first assessing “how services do business” (INADA Case
Story 1), both Story Tellers described a range of interpersonal or “practical strategies” (NADA Case
Story 1) that assist them to “refine and continually develop their relationships” (NADA Case Story
2). Working within broader business planning and organisational approaches to education required
that education practitioners negotiate their roles with the learners, and at times, offer more
traditional pedagogical interventions (such as providing on-site training) to align learner

expectations with the broader goals of the practitioner.

The practice of relationship building

Informal and formal relationship building activities were key to the broader programming successes
of both Case Story tellers. Again, a mix of interpersonal and organisational approaches was used.
Both storytellers described the procedurally messy processes involved in building trust between

themselves and their target agency before they aimed at building trust among groups of agencies.
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Through a mix of “face to face” (NADA Case Story 1) consultations and by offering a range of
organisationally relevant but smaller scale incentives, practitioners were able to build the trust

needed to work with and influence the business of other agencies:

In its simplest terms- its organisational based —in its simplest terms it’s a process of
building relationships between myself, [this NGO] and key people in different Area Health
Services —one Area at a time.

(INADA Case Story 1)

...and it’s almost like an informal thing...it doesn’t seem like a professional way to
work...it’s like having to trade on the personal
(NADA Insight)

...much more time, resources and energy has gone into pre-training or setting up training
in an effort to try and change or optimise the learner environment. And I guess that has
been through building of trust and relationships.

(NADA Insight)

Educational frameworks and professional practice

Case Story 1 described the educational work using business planning and at times, capacity building
terms. The assessment of learning needs was described as “examin|ing] how services do business’
(NADA Case Story 1) and interventions were described as a range of organisationally relevant
‘practical strategies” (NADA Case Story 1). In Case Story 2, the storyteller described a desire to
adapt successful models in HIV/AIDS peer education among gay men, to youth using
contemporary health promotion models. Both approaches to education work highlighted a need to
both name the educational framework and formal professional practices associated with this and to
describe a range of smaller and flexible, interpersonal relationship building strategies articulated by
the workshop participants as “ongoing, creative approaches” (NADA Insight).

So you’re kind of setting an agenda and supporting them to make decisions about strategies
—so that’s a lot about facilitation.

(NADA Insight)

And so it’s encouraging people to look at the skills, experience, expertise, relationship
building and thinking “How can we link all that together and reorient what we do?” Which
isn’t actually, necessarily requiring major steps but it’s that creativity and permission giving
at a whole lot of levels to do that’s the middle, manager, the senior executive and so forth.

(NADA Insight)

So we also have to work with what comes up in the day I think that’s our thing —to be very,
very flexible. That the agenda is merely an outline.
(NADA Insight)

The structured dialogue process arising form the telling of the second Case Story, acknowledged
the ‘implicit conflict’ NADA Theory note) between the social and generative processes used in
contemporary adult learning and organisational development frameworks and those which are “are

set and solved in a context governed by the largely academic, interests of a specific community.”
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(Gibbons et al, 1994: 3) In this case, the specific community referred to is the medical community,
which, as highlighted eatlier, traditionally values scientific evidence and knowledge derived through
empirical research. The processes of assessing learning needs of multi-disciplinary groups requires
“more socially accountable and reflexive” (Gibbons et al, 1994: 3) forms of knowledge. The ability
to respond creatively to a variety of organisational contexts and with multi-disciplinary groups of
people requires a series of tacit and informal relationship building activities, flexibility and an ability
to negotiate mutual program benefits. These practices are at odds with traditional pedagogical
approaches, which emphasize ‘effectiveness of instruction’ (Freire, 1970: 53) that draws from a
professionally specific body of clinical knowledge. The divergent views of what constitutes
legitimate educational practices poses ongoing challenges for the ways in which more contemporary
and heterogeneous approaches are valued within public health:

Our work context is often dominated by a medical paradigm. There’s an implicit conflict
between this model and underlying principles of health promotion and adult learning,.
Much of our workforce development activities (such as assessing learning needs of multi-
disciplinary groups; working with multiple organisations including those in other sectors;
negotiating mutual program benefits; facilitating dialogue) are not viewed as legitimate

educational practices.
(NADA Theory Note)

Organisational development as education

Working with business planning or organisational development frameworks requires consultation
and assessment at both an individual and organisational level. The processes for working with
organisations need to be flexible to take into account a variety of organisational structures,
relationships and business planning frameworks. Assessing ‘how services do business’ is often
complex and relies on the development of interpersonal relationships with key individuals (ie

service managers).

Nevertheless, the language of education becomes firmly rooted within business planning models.
Educational outcomes are measured through the attainment of program objectives or changes in

work practices.

...s0 the first goal is to examine how services do business —How the culture of the service
supports access and equity principles and policy for people who are culturally and
linguistically diverse with alcohol and other drug problems. And secondly, once we’ve
done that — how to improve the access and equity through relationships and practical
strategies that are using Area resources.

(INADA Insight)

One of the big things is the sign off, it is the high-end endorsement we seem to need now
to do education with this organisational framework.

(NADA Insight)

You’re certainly advocating on an issue: access and equity. You have an idea there and
you’re trying to push it through in lots of different ways in different organisational settings
which is again a little bit different from the usual way we perceive education.
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(NADA Insight)

Increasingly our educational work is becoming more organisationally focussed. This means
that we often have to assess not only individual learner needs, but the various
organisational structures and goals. We try to “sell” our value before engaging in training.
We’re now asking people to demonstrate changes in work practices or program outcomes.
Those are high benchmarks to achieve.

(NADA Theory Note)

We are increasingly working within a business-planning framework. We ‘do business’ with
other services and are explicit about using this rhetoric in our work. Learning outcomes

become business outcomes. It’s one way of validating our educational work.
(NADA Theory Note)

Assessing learner needs

Assessing learner needs using business planning approaches was acknowledged as a complex and

varied task that required a broad range of formal activities (as demonstrated through this NADA

Theory Note: ‘meeting people on their space and working with them on what they want,

connecting key agencies and sectors’, for example) and interpersonal alliance building strategies.

Participants described the processes of assessing learning needs, as a means to building

organisational trust and interpersonally ‘aligning’” NADA Insight) themselves with individuals. As

well, assessments were undertaken on a ‘systemic level’ (NADA Insight) requiring increased

consideration for the ways in which strategic planning documents, organisational relationships and

boards of management influence their educational activities and program outcomes:

All that stuff about being aware of relationships at a systemic level but also a personal
level...what a huge impact both of those things have on the way your day pans out or how

the project works and so on.
(NADA Insight)

I’'m just saying if you want this information it might be something you use. And I can
actually see the pressure coming off them. They come in like this and sort of go —ah right.
So I work on aligning myself.

(NADA Insight)

Working for change in AOD organisations has to recognise the particular idiosyncrasies of
workers as well as the agendas of other players — the organisation, its board of

management, the funders.
(NADA Theory Note)

There is a range of other things we have to accomplish (key relationships, meeting people
on their space and working with them on what they want; connecting key agencies and
sectors, empowerment strategies, etc)...with training and workforce development

programs.
(NADA Theory Note)
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Through strategies of interpersonal ‘aligning’ and ‘trad[ing] on the personal’, NADA practitioners,
like HepLink relied on their characteristics and attributes when assessing learning needs and

negotiating their roles across varied settings.

Worker identities and learner expectations

Working with organisational development and business planning frameworks requires that different
forms of participation occur with multiple networks of people. Much discussion focussed on the
amount of informal, behind the scenes work required to build mutually beneficial partnerships. One
participant described her work as “selling something” (NADA Insight) to promote individual
practice or organisational change. Another described his work as doing organisational “advocacy”
(NADA Insight) to encourage engagement with the educational topic. Both Case Stories and the
resulting Insights and Theory Notes emphasise again the methodologically vague planning
processes required to build both individual and organisational trust. Often working on multiple
collaborative projects, participants described their need to take on different roles that are negotiated
in multiple settings. Casey’s (1999) notion of the ‘knowledge worker” aligns with many of the
Insights and Theory Notes generated in the workshop relating to these multiple ways of working
and learning. Their work was often being measured through documented changes in work practices
or, more broadly, “re-orienting what [people] do.” (NADA Insight) which suggests that notions of
organisational performativity rather than individual skill formation are more common benchmarks
of success for their educational work.

I guess one of the things that struck me is that you’re out there selling something that’s
really, really important [and] that there are no resources to support. And so what you’re
also doing is asking for them to think really creatively about a whole lot of levels about re-
orienting what they do.

(NADA Insight)

...the amount of different types of skills required to do the organisational relationship
building stuff is intensive. There’s lots of face to face; a lot of time is spent assessing and
asking people to do a lot of different things -not just learn stuff but act on some of the
things.

(NADA Insight)

A lot of our work is advocacy. We advocate for organisations and workers to become

engaged with our particular health topics.
(NADA Theory Note)

NADA summary

The NADA Story-Dialogue workshop identified the need for and ability to draw on a range of
business planning frameworks, contemporary health promotion theories, and a variety of
pedagogical and interpersonal approaches to do educational work. The process of building

relationships with individuals and organisations was viewed as central to the task of developing
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organisationally relevant incentives to learners. A flexible, interpersonal approach to assessing
learning needs was commonly used to accommodate a variety of organisational contexts and again,
to build trust. An emphasis on changing or “optimis|ing] the learner environment” (NADA
Insight) by taking into account organisational factors such as strategic goals, relationships and the
influence of boards of management was viewed as integral to assessing learner needs on a ‘systemic
level’ (Nada Insight). No longer is the identification of individual learning outcomes on their own a
‘valid” educational outcome. Participants described the need to “demonstrate changes in work
practices or program outcomes” (NADA Theory Note) as a result of their workforce development
approaches. To achieve these aims, practitioners described the need to “sell” (NADA Theory
Note) their educational goals through a series of consultations and by developing “practical
strategies” (NADA Case story) and organisationally relevant activities. Using business planning
terminology was viewed as a way of “validating ... educational work” (NADA Theory Note)
despite acknowledging that often the tasks required to undertake this work are rarely perceived by
the learners as “legitimate educational practices” (NADA Theory Note). Employing a range of
flexible approaches that are not readily viewed as specifically professional but more interpersonal in
appearance, poses challenges to the ways in which NADA practitioners professionally identify and

are viewed by their peers.

Midwifery Story Dialogue Method Workshop

The categories for the Midwifery S/D-M ate significantly different to those developed by HepLink
and NADA practitioners. The Case Stories and structured dialogue focussed less on pedagogical
practice or guiding frameworks, and more on midwifery practice development as part of an

ongoing historico-political movement.

The two midwifery Case Stories spoke of different forms of “organis|ing] influence” (NADA Case
Story 1) or “challenging” barriers to accessible or non-discriminatory midwifery care. Both stories
spoke of ways in which midwives mobilise change in the public health system. The resulting
Insight Cards and Theory Notes point towards more feminist and radical goals that reach beyond
organisational capacity building or individual knowledge production. Formal education programs
and informal one-to-one educational encounters are regularly informed by a historico-political
movement that places women’s empowerment and improved access to public midwifery services as
long-term visions. A key distinction between the practice development midwives workshop
outcomes and the outcomes from the other two groups is the ways in which gender power relations
and dominant medical paradigms are questioned, and at times changed, through educational
interventions. Education was frequently articulated as an opportunity for ongoing activism within
a historically marginalised political movement of women. The Philosophy Statement from the

Australian College of Midwives Incorporated (2004), an organization whose role includes the
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provision of “a unified political voice for the midwifery profession” (ACMI, 2004:
http:/ /www.acmi.otg.au/text/whois/whois_009.html) provides a useful summary of politically
specific principles and strategies that inform their ongoing work. It is also a philosophy that

directly informed the telling of both Midwifery Case Stories:

Philosophy Statement

Midwife means ‘with woman’. This meaning shapes midwifery’s philosophy, work and
relationships. Midwifery is founded on respect for women and on a strong belief in the
value of women’s work of bearing and rearing each generation. Midwifery considers
women in pregnancy, during childbirth and early parenting to be undertaking healthy
processes that are profound and precious events in each woman’s life. These events are
also seen as inherently important to society as a whole. Midwifery is emancipatory because
it protects and enhances the health and social status of women, which in turn protects and
enhances the health and wellbeing of society.

Midwifery is a woman centred, political, primary health care discipline founded on the
relationships between women and their midwives.

(ACMI, 2004: Cited 27 03 05:

http://www.acmi.org.au/text/ corporate_documents/position.htm)

The democratic relationship between a woman and her midwife informs the radicalist aims and

often coercive strategies that seek to address the power imbalances existing between the women
and the broader public health system. Leap (2000) describes this unique relationship between a

woman and her midwife:

...the relationship between a woman and her midwife is based on mutual respect, trust and
the potential for both parties to learn from each other as they engage in partnership.
(Leap in Kirkham, 2000: 3)

LR N3

Peer-based empowerment principles of “trust”, “motivation” and “care” (Midwifery Insights) are
central to the transformational aims of midwifery education to women. Leap (2000) further

describes characteristics of midwifery educational interventions that seck to empower women:

Slowly, over the years, a different underlying philosophy of care emerged as I had the
privilege of working in the relatively untrammelled world of independent practice. I learnt
about the potential for the empowerment of women through an approach that:

o minimises disturbance, direction, authority and intervention

O maximises the potential for physiology, common sense and instinctive

behaviour to prevail

o places trust in the expertise of the childbearing woman

o shifts power towards the woman
(Leap in Kirkham, 2000: 2)

Education to other sectors of the public health system was viewed by many as an ongoing act of
personal and political “persuasion” (Midwifery Insight). Advocacy for women; the identification of
social and historical roots of problems; drawing from experiences of these and using a series of
formal and interpersonal approaches to overcome structural obstacles are fundamental aspects of

midwifery education and political activism within the profession.
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Describing midwifery as a historical / political movement

Educational interventions are spoken of and situated within a series of historico-political
movements that seek to empower women and challenge the accepted primacy of medical
knowledge and public health service provision. Itis a well-documented struggle that, like HIV-
related education among gay men, emerges through political activism. The educational goals draw
on the past political achievements of a movement that seeks specifically of ways to reorient a health

system to incorporate principles of access, equity and continuity of midwifery care:

Well I suppose all of us are involved in development different models of midwifery
continuity of care. That’s why these people are here because that is our major focus on the
work we’re doing at the moment is trying to change the system.

(Midwifery Insight)

Any institutional work in health is not nurtured. When a threat comes —it’s the politics of
oppressed people. You know? Because midwives have been so oppressed. Oppressed by
obstetricians, oppressed by nurses, and used.

(Midwifery Insight)

Midwifery is political. Midwifery is about changing the status quo. It involves change at
national and local levels. Midwifery change agents have incredible passion —it drives them
to make a difference to the experiences of childbearing women in Australia. To come
together to share experiences and stories with laughter, nurtures the support and ignites the
passion and drive.

(Midwifery Theory Note)

Talking about the history (herstory) is a means to engage people and bring them along on
the journey. Talking about history makes us realise how far we have come and gives
energy to keep going.
(Midwifery Theory Note)

Midwifery work therefore is explicitly located beyond a professional field and brings into light past

political struggles and achievements to directly inform their ongoing educational work both within

the profession and to organise influence beyond it.

Midwifery practice development through role modelling

The telling of both Case Stoties repeatedly generated a series of Insights and Theory Notes relating
to the practical and politically important processes of Role Modelling within the profession. Role
modelling was viewed as practical way of “inspiring” (Midwifery Insight) new midwives to
“challeng|e| them” (Midwifery Insight) and to “encourag|e] them to question” (Midwifery Insight).
This peer-based support approach is politically central to the broader political struggle of women’s
empowerment because it “encourages them to be their own individuals” (Midwifery Insight) and to
“spread the word” (Midwifery Insight) of what it means to be “with women” (Midwifery Insight).
Peer approaches such as these draw on life experiences and employ a range of ongoing

interpersonal approaches to support the development of critical dialogue that aim to bring about
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change. The language and educational approaches reflect that of a social transformationalist (or
radical) philosophy of education. Peer-based role modelling within the profession is a fundamental
educational approach used to guide the professional development and political awareness raising of

new midwives:

But also you need those inspiring role models and if you don’t find them then you’ll lose
them. So you need that inspiration and passion around you to keep that momentum going.
Until you feel mature enough to just do it on your own.

(Midwifery Insight)

It’s hard to describe what we do isn’t it? Really. I think what I do is try to encourage
individuality in midwives. I try and make them buck the system and not to go with the
sheep. Like “Don’t wear a uniform. Why are you wearing a uniform? Why do you need to
wear a uniformr?” You know, try to encourage them to be their own individuals and

thereby seeing that the women are individuals as well. So that’s sort of a fundamental thing.
(Midwifery Insight)

...role modelling, mentoring, being an inspiration for young midwives, challenging them
and encouraging them to question.
(Midwifery Insight)

... That’s what I hope to do in my job is for other midwives see how I’'m with women and
they learn from that. So that’s role modelling.
(Midwifery Insight)

The dominant culture is so pervasive for the midwives, isn’t it? It’s all most people know.
Sure we’re giving the students a vision of what might be but most midwives aren’t that
political. We could probably tell you who we were I think. We’d know in each hospital
there are probably only on one hand you’d count the amount of midwives who are
motivated, passionate enough to spread the word, speak at conferences, do things that
they’re not paid for, develop resources, strategies to deal with that and there’s not a lot of
us.

(Midwifery Insight)
The Theory Notes relating to how midwives employ a range of role modelling techniques within
their profession further articulate it as a way of “harnessing our passion into political action”
(Midwifery Theory Note). Peer based role modelling is patt of an emancipatory educational
approach that secks to raise critical awareness among women within the profession in order to
“build a strong, autonomous profession” (Midwifery Theory Note):

Awareness of who we are in the world is linked to building a strong, autonomous
profession
(Midwifery Theory Note)

Midwifery is about harnessing our passion into political action that improves things for
women

(Midwifery Theory Note)

Role models are an essential component on bringing about change
(Midwifery Theory Note)

Practice development is about building supportive networks and mechanisms
(Midwifery Theory Note)
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No matter what the industry the mentor and the role model can never be understated. The
student never forgets this form of learning, the woman never forgets the midwife who
supports her. The concern in midwifery is that there are not enough good role models to
go around. But one really good one can be so dynamic.

(Midwifery Theory Note)

Midwifery relationship building through persuasion

“Persuasion is an important strategy within midwifery” (Midwifery Theory Note) to influence

public health workforces outside their profession. Again, the broad ranging approach of persuasion

is directly linked to a clear political vision of continuity of midwifery care and professional practice

development:

We do a lot of explaining it. Explaining, what and why. Talking it up. I suppose providing
the rationale... I think we spend out lives persuading people that it’s a good thing. That’s
what the cause is all about really. So we write about it, we get up there on platforms and
talk about it even if we don’t like doing that. It’s for the cause you know.

(Midwifery Insight)

Persuasion is an important strategy in midwifery
(Midwifery Theory Note)

The activities relating to persuasion draw heavily on the “interpersonal skills” (Midwifery Insight)

of individual midwives to then “challenge a whole lot of systems and organisational practices”

(Midwifery Insight). One-to-one educational interventions that not only attempt to challenge “old

practice” (Midwifery Theory Note) but to encourage the learner to reflect or “challenge her even a

little bit more and unsettle her” (Midwifery Insight) reflect transformational learning processes of

critical thinking and awareness raising:

So it was challenging to a whole lot of systems and organisational practices going on within
her unit. And she kind of knew that once I got in there and started looking at what was
going on that I would ask a whole lot more questions. And perhaps challenge her even a
little bit more and unsettle her and unsettle her staff. So it’s kind of playing the game at all
sorts of levels to bring about change. And that’s just one example of bringing about a little
change...

(Midwifery Insight)

Communication and interpersonal skills are essential for building collaborative
relationships and partnerships
(Midwifery Theory Note)

So coming back to persuasion you know I think we do a hell of a lot. You might give them
choice but there is persuasion behind that choice.
(Midwifery Insight)

The discipline of midwifery within the ACMI’s (2004) Philosophy Statement “is informed by

scientific evidence, by collective and individual experience and by intuition” (ACMI, 2004). This

holistic view of public health evidence is consistent with what Baum (2002) eatlier referred to as

being a key feature of the new public health - one that is “multidisciplinary and holistic” (Baum,
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2002: xv). By drawing from a range of evidence including empirical and qualitative research-based
evidence as well as from personal experience, the notion of evidence as a tool for persuasion is
highly valued:

Midwifery is also about forming workable relationships with peers who do not have the
same ‘philosophy’ as ourselves. So how this is done can take many forms. Midwives
demonstrate the evidence and so the benefits to women cannot be disputed. The evidence
informs our practice and so we can challenge the old practice and provide the best care to
womenn.

(Midwifery Theory Note)

Midwifery - “with woman” (worker learner identities)

The definition of midwifery is one that reaches well beyond notions of professionalism. Being with
woman is the meaning of midwifery and a fundamental characteristic of the ACMI’s (2004)
Philosophy Statement: “the focus is on the woman, not on the institutions or the professionals
involved” (ACMI, 2004). The forms of patticipation among these midwives are firmly embedded in
social activism and explicitly relate to past midwifery historico-political movements and the
empowerment of women. This politically-driven identity is often at odds with that of “the
institution” (Midwifery Insight) or the “medical fraternity” (Midwifery Insight) because its
“allegiance” (Midwifery Insight) and political identity stems from “the struggle of midwives to

support women within [these] institutions” (Midwifery Theory Note).

“To be in partnership with women and in partnership with midwives” (Midwifery Theory Note)
reflects non-hierarchical power relations among the educators and between the educators and the
learners (the women). Learning, advocacy and women’s empowerment are overlapping goals
negotiated through participation, critical dialogue, and the targeted use of evidence and peer
supportt strategies. These activities along with the “partnership with” (Midwifery Insight) and
“allegiance to” the learner (the woman) reflect the transformational or radical philosophy of
midwifery education:

From the outset, [the educator] must coincide with those of the students to engage in
critical thinking and the question for mutual humanisation. [Her| efforts must be imbued
with a profound trust in people and their creative power. To achieve this, they must be
partners of the students in their relations with them.

(Freire, 1970: 506)

The partnership with women among midwives is a defining characteristic of midwifery identity. It is
an identity articulated through social-activism and interpersonally driven educational approaches
that reflect elements of feminist critical theory that include a woman-centred vision for social
change:

I mean we talk about leadership and stuff but it’s different. It’s being alongside midwives
with a passion... It’s about that thing about relationships with women, it’s all about the
partnerships, the relationships and how you are with women. You know, midwives...
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means “With Woman” so the whole kind of philosophy of midwifery is built on that
notion of partnership with women.
(Midwifery Insight)

the people around this table —we’re trying to develop models of care that are —for women
and midwives — totally different to what the nursing culture has been
(Midwifery Insight)

1t’s about getting midwives together in teams or groups to provide women with continuity
of care and working across the interface of hospitals and community services.
(Midwifery Insight)

It requires a shift in allegiance from the institution to the woman that’s been described in
the literature. When midwives work in the context of continuity of care there is that shift. -
So that you care about the woman.

(Midwifery Insight)

How we are in partnership with women makes a difference. The shifting allegiance from
the institution to the woman is a result of continuity of care
(Midwifery Theory Note)

To be in partnership with women and in partnership with midwives in a continuity of care
model-is the best practice for all concerned. The politics of the institutions do not see it
this way. The medical fraternity do not value the idea of relationship with women or
midwife for that matter. They often will not change their own practice, even in the light of
the evidence. They prefer to have the upper hand -it’s about power and control. So “with
woman” is the essence of midwifery and the struggle of midwives to support women
within institutions.
(Midwifery Theory Note)
Midwifery summary
The Midwifery S/D-M workshop produced categories, Insights and Theory Notes unlike those
produced in the other two workshops. Aside from a recurrent emphasis on the need for ongoing
relationship building both within and beyond the profession, the Midwifery S/D-M outcomes
related primarily to interventions that stemmed from their past historico-political struggles. The
ACMI Philosophy Statement is explicitly political and states that midwifery is always an
“emancipatory” relationship with women. This politicised identity is apparent in the peer-based
strategies of role modelling used within the profession and more broadly, being “with woman”
beyond conventional clinical care roles. Throughout this workshop, midwifery education was
always articulated as being embedded in activities that organise influence or that unsettle through
persuasion or one-to-one relationship building. Their educational work was transformational in that

it sought to raise a critical consciousness with individuals and professional groups to “bring about

change” (Midwifery Insight) for and with women.

Summary of contrasting themes within three professional practice networks

The analysis of how these three professional practice networks speak of their educational work has

been structured by their categories of Insights, the Case Stories and the resulting Theory Notes. All
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three networks have spoken of the need to develop interpersonal and organisational relationships
with their learners and to draw on a range of pedagogical approaches, educational principles and
planning frameworks to help guide and at times, legitimise their work. Despite these similarities,
there were clear differences in how these networks spoke of their changing educational work and

the traditions that inform their practices and goals.

HepLink practitioners focussed on learner-centred approaches, evaluating their pedagogical
practices and tensions arising when trying to move towards more group-based activities informed
by organisational and capacity building frameworks. This shift posed challenges to the ways in
which practitioners evaluated their work —not so much in terms of relying on indicators or
benchmarks developed as patt of these frameworks, but in terms of valuing “more reflective and
personally illuminating” (HepLink Insight) evaluation indicators. HepLink practitioners frequently
spoke of their need to adhere to more empirical indicators but to use these as program reporting
benchmarks for funders that indicate such things as behavioural outcomes along with numbers of
learners attending and any program enhancements or practice improvements recorded as a result of
the educational intervention. This rarely provided practitioners with meaningful, reflexive feedback
required when evaluating particular pedagogical approaches such as those required to address
values and attitudes or issues of public health access and equity. These sessions, usually led through
experiential activities requiring dialogue, problem solving and negotiation are often deemed as
“undervalued” (HepLink Insight) by practitioners and require a stronger reliance on “gut feelings
through observations” (HepLink Insight) to measure their worth. Changing attitudes and
identifying and overcoming barriers to service provision requires at times, transformational learning
through the facilitation of ideas and opinions in multi-disciplinary settings. HepLink learning and
development practitioners continue to rely on both “creative evaluation strategies” (HepLink
Insight) as well as more traditional approaches to guide their educational programs. The dialogues
focussed on their ongoing need and abilities to draw personally illuminating observations to inform

their professional practices.

NADA practitioners however, emphasised the need to employ a flexible range of educational
options guided and negotiated “at a whole lot of [organisational] levels” (NADA Insight) as a
means to produce broader, “systemic level” (NADA Insight) outcomes. Their practice tensions
focussed on ways to produce mutually agreed upon “business outcomes” (NADA Theory Note)
through enhanced organisational relationships. Unlike HepLink practitioners, these dialogues
remained firmly rooted in business planning and organisational development frameworks.
“Trad|ing] on the personal” (NADA Theory Note), “selling” (NADA Insight) and “advocating”
(NADA Insight) were terms used to describe their educational approaches. Importantly, this
business planning terminology was viewed as a means to “validat|e] our educational work” (NADA

Theory Note).
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The practice development midwives spoke of education as part of a historico-political movement
secking to affect change for women within the public health system but not limited to this. Here
education was less concerned with the achievement of individual learning or strategic organisational
outcomes and more concerned with the empowerment of women and the broader public health
goal of continuity of care. Although ongoing relationship building was also a fundamental
component to their educational work, it was used in specific ways to affect change both within and
outside of the profession. In other words, relationships were spoken of more as a historically
informed and legitimate part of their overall educational approach. The Australian College of
Midwives Inc. (2005) describes midwifery practice as a “woman centred” discipline that is “founded
on relationships between women and their midwives” (ACMI, 2004). The woman centred
philosophy of cate is a central relationship that serves as a fundamental principle of midwifery
identity. Itis an explicitly framed relationship that serves to advance midwifery practice
development by describing roles and relationships with women. Unlike HepLink and NADA
practitioners, the Midwives’ educational philosophy was explicitly radical and their practices, goals

and language were closely aligned with this vision.

Emerging from this analysis are recurrent themes of relationship building at both individual and
organisational levels, challenges in assessing learning needs in diverse organisational settings,
employing skills in negotiation, relying heavily on their own interpersonal attributes and
characteristics and often aligning their work with endorsed business planning and organisational
development frameworks to help clarify their roles with learners and to guide their approaches. The
Midwifery S/D-M differed significantly from the other two professional practice networks in the
ways in which they spoke of the long recognised importance and acceptance of using personal and
professional relationship building activities (either through role modelling or persuasion) as a
primarily strategy to affect change. Although the HepLink and NADA networks spoke of the
importance of building relationships, their methodologies for doing so were less clearly articulated
and confident. They spoke more of their concerns when having to “trad|e] on the personal”
(NADA Insight) and were at times prompted to “rethink what education is” (HepLink Insight).
Relationship building with multi-disciplinary groups of practitioners was a newly emerging
professional practice required to assess learning needs but more importantly, to develop a mutually
agreed upon learning curriculum. Relationship building for the network of midwives was a much
more historically informed professional practice endorsed through philosophy statements of
midwifery professional associations and demonstrated through their explicit emphasis on and

competence in interpersonal relationship building activities with women.
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Skills, knowledge, relationships and worker identities
Points of commonality and difference are now examined in relation to how practitioners spoke in

particular, of their skills, relationships and worker identities.

Skills

The strong reliance on and use of interpersonal skills was a fundamental feature of all three Story
Dialogue workshop outcomes. A range of interpersonal approaches was used in the planning,
implementation and in the follow up or evaluation of learning activities. Interpersonal skills were
drawn on to build trust, assess individual and organisational learning needs, to build partnerships, to
encourage collaborative learning and to motivate learners. All groups spoke of a continued need to
negotiate, build flexibility into, or balance expectations of their educational approaches and their
program goals. Interpersonal skills were drawn on by HepLink participants to build trust and to
develop “a range of timely and tangible activities” (Heplink Insight) often not recognised as
legitimate educational interventions. The Midwifery practice experiences relied heavily on
interpersonal skills for role modelling within the profession and for persuasion to other public
health workforces. In all three professional practice networks, the use of interpersonal skills was

fundamental to establishing engagement with the individual or organisation.

Using interpersonal skills was tacitly described as informal “behind the scenes” work (HepLink
Case Story 1); or work that “trades on the personal” (Nada Insight). All groups referred to the
methodologically vague and situationally specific interpersonal activities used to build trust,
organisational partnerships and mutually beneficial learning or program outcomes. This reliance on
personal skills and characteristics in all three workshops was a strong theme that contributed to
workers ongoing development of professional identity. It is particularly useful when working in
multiple workplaces, on collaborative programs with multi-disciplinary groups. In these settings,
workers capitalised more on their personal attributes to engage learners and to build trust and less

on discipline-based bodies of knowledge or professional roles.

Those Case Stories that explicitly referenced organisational or business planning frameworks, such
as capacity building, also relied heavily on the use of interpersonal skills. These were used to
describe or explain their educational role; to adapt to different organisational contexts, to build trust
and to assess learning needs in the context of multi-disciplinary teams or workers. The frequent
need to “build flexibility” (HepLink Case Story 1) into daily work, required a strong reliance on

interpersonal skills and at times, the personal attributes of the worker.
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Skills relating to more traditional pedagogical approaches including training or public speaking,
developing individual learning assessment tools, designing program evaluation frameworks and in

group planning and facilitation were also described as integral to their ongoing work.

Knowledge

Participants in all three professional practice networks described emerging areas of knowledge
required for them to undertake educational activities. Discipline-based knowledge was a relatively
small component compared with knowledge required of organisational or business planning
frameworks, multi-disciplinary group learning and planning processes, corporate or governance
roles within services, and individuals and key stakeholders to negotiate with and to develop the trust
of. Importantly, all three professional practice networks spoke of their need to know how to build
trust and to effect change within the field. This knowledge was often embedded in descriptions of
personal attributes or through interpersonal exchanges rather than through more traditional,

discipline-based forms of knowledge.

In the case of the midwifery dialogues, knowledge of broader historico-political movements and a
coherent and explicitly political vision of midwifery practice development were underpinning
principles that guided their educational work. The knowledge required to be a role model for new
midwives and to persuade those outside the profession relied heavily on an historical awareness of
midwifery activism and a political agenda that shifts power towards the woman. The knowledge
valued among participants in this group reached beyond discipline-based knowledge to include, for
example, knowledge about techniques of persuasion and drew explicitly from past struggles,

successes and an awareness of how to effect change within a large bureaucracy.

HepLink participants in particular, spoke of a need to emphasise “what participants will do with the
knowledge” (HepLink Insight) as an evaluation indicator that was increasingly relevant to their
work.: “...we aim to build not only the skills and knowledge base of individual workers, but also
their ability to put these into action” (HepLink Case Story 1). All professional practice networks
spoke of the need to develop knowledge in action by way of working towards mutually agreed upon
program outcomes, health service enhancements, changes in work practices, better coordination of
services and in the case of midwifery practice development, greater continuity of care for women.
This understanding of knowledge aligns with Barnett’s (2000) framing of knowledge, described
earlier as one that is “understood as a matter of what one can do” (Barnett in Garrick & Rhodes,
2000: 16). This mode involves the participation of groups of multi-disciplinary workers
“collaborating on a problem defined in a specific and localized context” (Gibbons et al, 1994: 3).
Reflecting Gibbons’ (1994) model of Mode 2 knowledge production, HepLink participants describe

their need to embed their educational interventions with program outcomes, service enhancements
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and changes in work practices. The tacit components of knowledge production, namely activities
negotiated through group participation and problem solving that are organisationally specific are
emphasised in the work of HepLink participants: “In some cases we need to rethink what

education is. Sometimes we see education as a process of facilitating dialogues” (HepLink Insight).

Similarly, NADA participants emphasised their need to generate organisationally relevant ‘practical
strategies’ (NADA Case Story) through activities that “optimise the learner environment...through
building trust and relationships” (NADA Insight). Again, the notion of knowledge in action is a
fundamental characteristic of educational work. The more tacit components of this form of
knowledge production are frequently embedded in organisational and business planning
terminology such as: negotiating agendas, mutual program benefits and gaining “high-end
endorsement” (NADA Insight). Educational processes such as these are described as

«

organisationally driven products whereby “...Learning outcomes become business outcomes”
(NADA Theory Note). NADA participants describe the adoption of business planning terminology
as “one way of validating* NADA Theory Note) their educational work. However, like the other
two networks, NADA participants also drew heavily on a combination of personal and professional

attributes to establish trust and to negotiate the parameters of their varied programs. Knowledge of

how to build relationships was a fundamental part of all three professional practice networks.

Relationships

Individual and organisational relationship building was a strong, recurrent theme arising from all
S/D-M workshops. The processes of building relationships were firstly spoken of as informal
“behind the scenes work” (HepLink Case Story 1) or “peacemaking” (Midwifery Insight) activities
that aim to build trust, assess learning needs and to develop mutually beneficial learning or program
outcomes. Those practitioners that spoke of employing organisational or business planning
frameworks also referred to relationship or partnership building as an explicit benchmark to their
work. For example, HepLink practitioners described their education as workforce development,
occurring within the framework of organisational capacity building. In this approach the principles
of respecting pre-existing capacities and the need to develop trust underpin capacity building
practices (NSW Health, 2001). Relationship building was no longer an intuitively driven, informal

goal, but rather a valid series of professional practices named within a broader planning framework.

Relationship building was also employed as a means to “persuade” (Midwifery Insight) or “organise
influence” (NADA Case Story) with other public health practitioners. The Midwifery dialogues
articulated education as opportunities to mobilise change towards greater continuity of care for
women. Through a series of interpersonal, one-to-one approaches, midwives aimed to “challenge”

and “unsettle” (Midwifery Insight) other public health experts once a “workable relationship”

It's Like Having to Trade on the Personal — Rob Wilkins 93



(Midwifery Theory Note) was established. Relationship building here is viewed as a political

strategy for affecting individual, organisational and broader political change.

The notion of relationships within the discipline of midwifery is unique compared with other public
health professions. Being “with woman” (Midwifery Theory Note; ACMI, 2004) directly informs
midwifery philosophy, work and relationships (ACMI, 2004). It is founded on “respect for women”
(ACMI, 2004) and is explicitly political. Using peer-based role modelling within the profession and
peer-based empowerment strategies that aim to shift power towards the mother, midwives seek to
guide their professional development, advocate for women more broadly and continue to work
towards continuity of care. The notion of equity in relationships within the profession and between
midwives and mothers is central to and part of their broader historico-political struggle.

Relationships within midwifery practice are central to notions of midwifery identity.

Worker identities

Sometimes we’re trainers, facilitators, problem posers, HR persons —there’s a lot of
different sorts of expectations about who you are...
(HepLink Insight)

The concept of identity was described and problematised throughout all Story-Dialogue
workshops. As “a process that involves a construction of sameness that is continually evolving and
incomplete” (Chappell, Rhodes et al, 2003: 28) participants spoke of notions of identity as a
changing construct negotiated through time, multiple settings and different forms of work.
HepLink and NADA workshops highlighted the tensions that arise for practitioners when
negotiating shifts away from traditional curriculum packaging and pedagogical approaches to more
multi-disciplinary, “socially accountable and reflexive” (Gibbons et al, 1994: 3) forms of knowledge
production. In particular, new forms of worker identities were described that were negotiated
through activities of relationship building and the temporary forms of work required. Negotiation
was required to manage divergent views about what constitutes legitimate education or workforce
development; to assess the learning needs of multi-disciplinary groups and to embed notions of
flexibility in their pedagogical approaches in order to align with organisational or business planning
frameworks. Professional identities were largely described through the description of tasks or
through accounts of building “workable relationships with peers” (Midwifery Theory Note). These
accounts of identity align with the transient qualities of Casey’s (1999) term “knowledge worker,”
where identity is described temporarily through a worker’s ability to learn and perform new tasks
and to adapt to a range of different roles. It is through processes of negotiation and the resulting
descriptions of varied and temporary forms of worker relationships that characterise identity

beyond static notions of professionalism or discipline-based knowledge.
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These discourses of multiple, temporary and ongoing forms of worker identities are located in a
changing professional landscape where discipline-based knowledge production gives way to a more
“distributed nature of both knowledge production and learning practices [that occur| within and
across various learning and work sites” (Solomon, 2003: 1). This distributed nature includes a
reliance on personal characteristics and interpersonal skills that are conducive to building trust and

mutually productive relationships.

This chapter aimed to explore how three professional practice networks speak of challenges to their
educational work in a field where multiple pedagogical traditions and educational approaches exist.
The Case Stories, Insight Cards and Theory Notes generated from the three Story-dialogue
workshops highlighted how different sectors within public health drew from a divergent range of
philosophical, theoretical and methodological traditions in education. Despite these differences, all
professional practice networks emphasised the need to rely on their use of interpersonal skills and
personal attributes to negotiate program parameters and their roles within these. Even when
specific organisational planning or capacity building frameworks were used, participants continued
to rely on their interpersonal skills to describe their educational role, to adapt to different
organisational contexts, to build trust and to assess learning needs. Knowledge of a range of
pedagogical traditions was raised in the context of needing to shift from one educational approach
to another —depending on the type of educational program or the learner expectations. Discipline-
based knowledge was secondary to the expressed need to be aware of a range of multi-disciplinary
group learning and planning processes as well as key relationships required for the program to
generate mutually beneficial outcomes. The development and maintenance of individual and
organisational relationships were key components to all educational work among the three
professional practice networks. Guided by both formalised planning frameworks (ie capacity
building frameworks) and by a series of informal and interpersonally driven notions of what works,
relationships with colleagues and learners were pivotal but often ill-defined attributes of successful
work. Lastly, the notion of worker identities as something that is continually negotiated through
multiple relationships and varying program parameters has implications for the ways in which we
value and are aware of the varied pedagogical traditions associated with particular public health
disciplines and professions. All three professional practice networks emphasised their need to rely

heavily on their interpersonal attributes and characteristics rather than their professionally based

body of knowledge and skills.
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Chapter 6

Conclusions

This research began from my own standpoint as a practitioner employed in the broad field of
public health. Over time I’'ve undertaken a range of educational roles through varied
professional categories and settings. Through these experiences I became increasingly aware of the
disparities between the narrowly defined or undefined notions of best professional practices that
arise through formal discourses of government policy and endorsed frameworks and those of my
own changing professional practices and opinions carried out in the field. Educational work is a
dispersed and often buried activity conducted formally and informally by most workers, called
different things and carried out regardless of their professional identification or community
affiliation. The notion of the ‘educator’ as a fixed professional identity remains in small professional
instances such as those employed as “Hepatitis C Educators” or “Asthma Educators” but for the
majority of public health practitioners, regardless of our job titles, education is an implicit part of
our ongoing work. Called project management, organisational advocacy, business planning, capacity
building, workforce development, persuasion or alliance building, educational practice has many
names and is supported by a mix of pedagogical theories, discipline-based traditions and

professional and personal experiences and opinions about what works for us at the moment.

This research aimed to make explicit, the ways in which three professional interagencies or
networks of public health practitioners construct and negotiate worker identities over time by
exploring skills, knowledge and relationships in a changing field. Skills were often articulated
vaguely (apart from the Practice Development Midwives’ explicit references to principles of being
in partnership with women) and summarised as a series of situationally specific interpersonal
activities used to build trust, organisational partnerships and mutually beneficial learning or
program outcomes. These skills, alongside the ability to negotiate with a range of key stakeholders
were frequently drawn upon. In particular, the ability to negotiate jointly agreed upon pedagogical
approaches, organisationally relevant curricula and a series of smaller process-oriented activities not
traditionally viewed as educational practices were named. The attribute of flexibility and a desire to
be viewed as relevant and motivational to learners from various disciplines were also described as
necessary stages in collaborative and increasingly multi-disciplinary approaches to the development

of educational programs.
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Discipline-based forms of knowledge were a relatively small spoken component of their educational
work compared with the increased valuing of more reflexive knowledge generated through
collaborative processes of inquiry, partnership building and negotiation. Notions of professional
expertise were embedded in this form of working knowledge, reflected in Barnett’s (2000) framing
of it as “process-oriented, collective and pragmatic” (Barnett in Garrick & Rhodes, 2000: 23).
Participants also spoke of the need to emphasise “what participants will do with knowledge”
(HepLink Insight) as an emerging evaluation indicator or aim of their work. This is particularly
relevant when drawing from business planning or workforce development models that aim to
produce explicit program or staff activity outcomes as opposed to behavioural learning outcomes,
for example. Learning outcomes become measured with a mix of program planning, relationship

building and other more intuitive and personally illuminating factors.

A changed or increased focus on “the fostering of organisational learning as opposed to individual
skills formation” (Johnston, 2001: 3) requires changed relationships or forms of participation with
colleagues and can bring about unclear expectations about what constitute legitimate pedagogical
practices. The processes used to shift learner expectations from that of a disciplinary-based form
of knowledge production (often involving the presentation of scientific, clinical, epidemiological
facts) to that of a more collaborative, “socially accountable and reflexive” (Gibbons et al, 1994: 3)
form of knowledge production were varied and often difficult to articulate. Spoken of as both
“behind the scenes work” (HepLink Case Story 1), practitioners described a range of interpersonal
engagement strategies as well as offering what learners once described as “the real stuff —the
information” (HepLink Case Story 1) before facilitating more organisationally focussed, group
problem-solving type activities as a means to shift learner expectations. Participants described
these strategies as a means to “persuade” (Midwifery Insight) or “organise influence” (NADA Case
Story), with the learners. These practices also served to build individual and organisational
relationships with groups of learners and were often articulated as benchmarks to contemporary

educational work.

Described as a workforce “characterised by a diversity and complexity” (Dept of Human Services
and Health, 1995: 5) who’s functions evolve or quickly change in response to multiple program
activities and whose teams of peers change accordingly, our notions of worker identity become less
fixed on traditional discipline-based professions to one of a changing construct negotiated through
time in varied settings under different program parameters. A reliance on describing interpersonal
characteristics or attributes of the worker was a recurrent theme that arose particularly when
participants spoke of the need to assess learning needs both individually and organisationally,
establish rapport, build trust and to negotiate their continued roles in new settings. For all three
interagencies participating in this research, educational practice was an adaptive and flexible process

informed by multiple and often conflicting pedagogical expectations.
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Notions of skill, knowledge and relationships were factors that required ongoing negotiation —
through a series of one-to-one informal encounters to more formalised organisational agreements
and collaborative working arrangements, all of which closely contribute to the production of
temporary worker identities. As reflected in Casey’s (1999) term “knowledge worker,” whereby
identity is described temporarily through a worker’s ability to learn and perform new tasks and to
adapt to range of different roles, these participants spoke of their work more as a negotiated,
collaborative process. As witnessed in all three S/D-M workshops, participants desctibed
methodologically vague and adaptive approaches to their work using advocacy and persuasion at
times and drawing on a range of theories, business-planning frameworks and the skills and

knowledge of multi-disciplinary teams of workers.

Having varied goals and educational approaches these three networks also drew from multiple
evidence bases and professional traditions to inform their current work. Contemporary adult and
organisational learning theories, business planning frameworks, mission and philosophy statements,
historico-political movements, professional or discipline-based traditions, “intuition” (ACMI,
2004), and past program successes all informed their current educational practices. A reliance on
one form of evidence was not a strong theme that informed professional practice. This closely
aligns with Walshe and Rundall’s (2001) acknowledgement of the great differences in how
professional cultures speak about evidence and the types of evidence each deem to be legitimate or
relevant. In all three S-D/M workshops, participants acknowledged competing pedagogical
traditions informed by different forms of evidence among their colleagues and their learners. The
growing body of theoretically informed evidence pertaining to contemporary adult learning theories
provided practitioners with a range of ‘tools’ to opportunistically draw from rather than a singular,
evidence-based methodology. However, Heplink participants described this range of evidence as
often “creat|ing] a lot of methodological hiccups” (HepLink Insight) in educational practice rather

than serving as a unifying evidence-base to guide that practice.

Generalising an overall model of evidence-based practice in public health education would require,
as Raphael (2000) argued earlier, a pluralist approach —one that recognises the interplay among
these influences as well as the increased participation and contribution of different forms of
evidence by communities and other non-traditional players in public health. As public health
literature continues to espouse principles of intersectoral collaboration, partnerships and
community participation in our work we will need to expand our awareness of, and where possible
be explicit about, our use of different models, theories and traditions of education along with the

varied notions of evidence that support or inform our work.
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Implications for future practitioner-led research

Participation with my colleagues over time led to my initial inquiry. This participation is ongoing
and the inquiry that resulted from that also continues in many forms, by my colleagues and 1.
Practitioner-led research such as this, continues through such things as our dialogues, negotiated
and collaborative program activities as well as our informal encounters. Exploration into group
processes that assist with explicating varied pedagogical traditions and assumptions among multiple
workforces could assist with our ongoing need to negotiate and come to mutually agreed on roles

and approaches.

Future research that draws from the participation of communities, and the multiple workforces that
promote health can build a broader base of evidence that supports the vision for a new public
health. Characterised by Baum (2002) as “the totality of the activities organised by societies
collectively” (Baum, 2002: 531), new public health requires multiple perspectives, research
traditions and other, less heard of forms of inquiry “to ensure that social, physical, economic and

natural environments promote health” (Baum, 2002: 531).

Implications for my professional practice

Most of the Insights and Theory Notes generated by the three professional interagencies spoke of
tensions and opportunistic strategies that resonated with my ongoing work and sense of
professional self. Whether the work was based in a small community-based organisation, a branch
of the health department or a project worker in an Area Health Service, educational practice has
always been an adaptive and negotiated activity. Over time, particular trends in educational
approaches, such as behaviourism or organisational capacity building frameworks for example,
emerge. With multiple educational programs operating concurrently, often drawing from different
pedagogical traditions or planning frameworks, my colleagues and I come to know each other

through our changing roles, informal observations and ‘on the run’ strategies.

Our professional identities become defined through such things as our participation in program
activities; through our achievements, professional practice ‘hiccups’ and through our interpersonal
reputations. Notions of professionalism are not fixed, through vocational job titles for example, but
are negotiated through our changing forms of participation with our colleagues, our learners and
other organisations. This transient form of identity sits uncomfortably within a broader public
health bureaucracy that traditionally values a positivist, bio-medical perspective and a clinically
dominating hierarchy of professions within it. As one NADA workshop participant described:
“...it doesn’t seem like a professional way to work...it’s like having to trade on the personal”

(NADA Insight). With such a transient professional identity also comes a sense of professional
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vulnerability. Public health education, with its varied methodologies and pedagogical traditions can
become an adjunct to the primacy of clinical or vocational professions. Yet, within these
classifications comes the ongoing demand for multi-disciplinary and collaborative work —often
involving members of communities outside of the traditional public health field. Each profession
or community member brings his or her own culture and beliefs about what constitutes legitimate
educational practice. In a field that traditionally values instruction through “experimental methods,
quantitative data collection and analysis, and identification of linear cause and effect relationships”
(Raphael, 1990: 358), the ability to negotiate more reflexive and dynamic group educational
approaches occurs on an uneven professional playing field. This could explain the strong reliance
often expressed by participants on describing their informal approaches and interpersonal attributes

as a means to persuade and develop mutually beneficial educational approaches.

Although evidence-based practice is a term commonly and often enthusiastically used by colleagues,
and more formally in public health policy, the notion of having tools to draw from was a more
useful and varied element that informs our practices. Tools in group facilitation, planning and
evaluation for example, are commonly exchanged among colleagues and myself. If the tool
produces the desired outcome such as increased group cohesion, goal clarification or a means to
explore values and attitudes, then it is often stored and adapted for use in our own repertoire of
professional resources. Our tools gained through wide ranging experiences, methodologies and

settings form our eclectic mix of evidences.

Evidence-based practice is a contested term, broad in scope and drawing from multiple theoretical
and, in the field of public health educational work, pedagogical traditions. What counts as evidence
or best practice is often blurred by generic usage of the phrase or a narrowly defined or stagnant
view of what constitutes public health evidence. As a practitioner involved in these ongoing
debates, making slippages from one theory to the next, drawing from various approaches, and
always negotiating as we go along, doing educational best practice in public health becomes a

collaborative and negotiated endeavour.

Knowledge changes. That is a commonplace. Less understood and less remarked upon is
the point that what counts as knowledge also changes.
(Barnett in Garrick & Rhodes eds, 2000: 15)
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Appendix i

Hepatitis C Action Learning — Mapping Tools

Tool | Vision and planning exercise
Process | Ba fap
Target Group | Istafithin an organisation (niing reepon and asal staj
Kystakeholder stafithin a setor ofan area health servie
Purpose | «  To tarifkeytattes ofa heptitis @lated pogram
 To highlight the apabilityofessting skills and knoledge to
develomewr enhaned heptitis &lated servies
» To oprationalise prtnership both ihin the organisation and
ith other related organisations
Rationale

This tool is designed to highlight keyaniges in the developnt of
heptitis 2lated ppograsier disesing the rationale or sh

pnies the Whygstion)the generigograranning stages

shold be highlighted to illstrate howeisting skills,knotedge and
caf eprtise an be afjed to nevissas.

The later prt ofthis errse is to assist teamofarkers to
oprationalise howartnership both ithin the organisation and ith
other related organisations an assist ith ontinad oordinated

fograr@anning.

It's like having to trade on the personal — Rob Wilkins



Vision and planning

1. What could an effective hepatitis C program look like? Why could this be
effective?

2. What would you need to do within or outside your workplace to enhance
hepatitis C services?
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Tool | Vision and action exercise

Process | ba fap

Target Group | Istafithin an organisation (niing reepon and asal staj

Purpose | «  To brainstorm range ofptential heptitis @lated servie
otoss forthe organisation yision egrise)

» To aprent {fanjheptitis E2lated servie otoas

» To ejore the ases and &tors assomted ith the
discepnies beteen the visions and the rent range of
servies

Rationale | This tool is designed to generate groglisesion to @rifiw
heptitis @ relevant to the ark ofthe organisation.These series
ofgstions are a sefifthere are valas and attitdes aong staf
hib eyevent therfordertaking learning and prtimting

in servie enhaneant related to heptitis C
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Vision and Action

1. What is supposed to be happening for your clients with regard to hepatitis C? Describe the
ideal situation in your organisation as outlined in the strategic or corporate plan, constitution or
policy; or as described by your manager, supervisor, management committee or funder.

2. What is the actual situation? How does your organisation currently respond to the needs of
its clients?

3. What explains the difference between the ideal situation and the current situation? List the
causes or factors contributing to these differences.

dafed fom
Rothell,9
A Worksheet to Answer the Question “Is It a Training Problem?”
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Appendix ii

Hepatitis C Action Learning — Organisational Planning Tools

Tool | Finding gaps, barriers and opportunities
Process | Ba fap
Target Group | Mstafithin an organisation {ntoling reefion and asel staj
Kystakeholder stafithin a setor ofan area health servie
Purpose | = To establish individal and organisational relevane ofhegptitis C
and related issas
» Toidentifand aymap,barriers and oprtuities in develomg
a henptitis &lated pgrareing teparyeleants ofthe
organisations infastte:Indivi  dal {earningskills developnt)
and anisational triesfoesses)
* To sprt the developnt ofindividal and arkfae ation
fans byhighlighting keyeattes ofthe organisations
infastrtze
Rationale | This tool bilds on all ofthe pevios ativitytools and is the nek

pase ofthe ation learning ba grofhe pess ap key
opments ithin the organisation aéting the sie,sop and
setainabilityofthe resliing heptitis €&lated organisational ation

fan.

Khogh the ive opments that need to be onsidered to enste the
developnt ofa ophensive apabh to apityilding are not

efit in this table,theyan be sed as pfs to assist the tearto

bild a ore ophensive table.

The table also assists teamto reognise &attes ihin their
organisation ofthe fve opnents ofa apiybilding fasark:
Partnershig
@anisational developnt
Leadership
Workbre developnt
Resotes

Ifanyofthese opments annot be &atted in the table then they
are to be listed in the & and Brriers’ ells ofthe table.
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Appendix iii

HepLink Case Story 1

fthe Heptitis @nd,the edation and developnt
teams established ith the airofdevelomg the
heptitis @rkbre in the broadest sense.That is,&
airto bild not onlythe skills and knotedge base of
individal erkers,btialso their abilityo pithese into
ation.This gans that @ airto ba not onlyon
edation,btialso on develomg prtnership,netarks,
aess to resotes,organisational sprt,etc

We do a lot ofthis behind the senes’ arkbre
developnt urk,sh as bilding prtnership and
hiitating organisational strategialevelopnt,bti
overall ost ofhat eend ploing is short training

sessions.The longest &do is a one daysession -aboti

thots.

In late B olleage and | &ditated a one day
session brarkers in a regional entre.

To organise the session,& poted it to the HIME
Gordinator in that area,ofring a fee one daysession
br anyinterested wrkers in the region,in rettn br their
helgn booking the rooimviding atering,maoting the
training and registering prtigants.

Ideallyev old be aare ofthe learning needs ofou
prti@nts ien designing the training arkshop
Hoewer,in this ase és sallyhapns)eonlyhad
ontatith the Gordinator,ho,throgh disesions

and ofeting oustandard booking brrgave & their
imssion oftwo mht be attending and hat their
learning needs and egriene orking ith H@ght
be.8 wassad that there wid be a lot wald not
knovin relation to their learning needs ntil & asked
theron the day

Br this reason, & bild feibilityn to oupogramwWe
have a basiwmtline ofa standard one daysession
mgrarhib e alter depnding on the above gedbak,
and depnding on the kind and sie ofgropept
@basiqograrallos/br a lot ofdisasion and

prtiant inpoftheir egrienes and issas. We ged

a variation on this pograron the dayin gstion,hib
had rtitants fora range ofdeprtemts ofthe

loal hosjtal,forthe B,serl health entre,inétion
ontrol nit and others.

8,the daystarted ith a gthat prtiants opated

on their owénd don’t hand in br brretion’)This aied
to get prtiants in the mdset br the dayand prhap
tarifhat it @s theyant to fnd otilt also flled in tim

as prtig@nts trikled in.

Then e &ditated somgettoknowativities fib
gave 8 an idea oftheir roles and eprienes are and

HepLink Case Stories 1 and 2, Insights and Theory Notes

hat theyant to ind otiabotiheptitis @nd if
pssiblytheyant to knowhis.

Then,airan throgh the basis ofheptitis Gt a
plation level.This as delivered as kind ofa lette’
stie.shllénd in this ase)in the gettoknogu
setion,prtijnts state that theyant Inbration’,
ofen abotitransission,so @ hop that bystarting ith
this basis setion, & satisfthat need frst dfevever
do tryto fmtraight into being interative and draing
fortheir egriene, prtiants seengtient to get to
hat theypreive to be the freal stithe inbration.
Thatis pt a sense e/get,ofotse.

fer theyare eeling ore obrtable,and e/had

poven that ere a sote ofinbration theyan
resptthat e/have pesented otselves as eprts’ on
the mtter)@/started to ake the dayore patial and
inorprate their egrienes so as to keeyit relevant to
their wrking and loal sitation.

8whilitated a gamarond the issa oftransission
that is e interative and generated somlaghter,bti
hib ehop also tarifed and reinbred the issas &
had pt overed.| like this prt.It's fi to &ditate and
seemto povide a good oprtaitybr prtig@ants to

bring pin an inbral setting,all those ths and fay

oti sitations in hib pofe have heard ofor arry
abotitransission otring €g.kissing afer eating orn
bip)The ayev[aythe gameans that the

ansers hib pofe give regarding the levels ofrisk of
dirent ativities are anonpe.| think it help pofe to
tel fee to take gasses,have their gstions ansered,
and ake stakes ithotibeing singled oti

Then,w Ailitated an ativitynib aied to keepthe
ontent ofthe dayrelevant to their Gent grognd their
epriene orking ith their tent gropVe asked them
to develom hpthetial Gent ith heptitis @efne

their barateristis,and then @ otlined details abot
howeptitis @&ts pofe -pyiallyphologially

and so@llyrelating it bak to their iginaryprson all
the timThis bit an be hard,bease sostigs the
groper sogone ithin the gropants to ake this

a reallyiftt’ Gent,and this an ake the ativity
arealisti@r an highlight sompssible eflies ég.
raisyeb as that this iaginangent is an oefogd
Boriginal em forRedérn to has been in an otiofail
and has a i and girlfiend on the side two drinks
heaviljphetheless,it seemto ork reallyall

hoever theyake gt livens fhe disasion,gives

g an insight into the grop’ valas and attitdes,and
gives 8 a bane to start to address theras el as the
health issas or the tent.
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We then &ditated an ativityith the spdcirof
addressing valas and attitdes arond ingting drg se.
We disesed drg ge,the onepofharrmiisation

and shoed a video abotiingting drg se,blloed by
disesion.&\mas pssible,etried to get afrers

ofthe grofo respnd to and ballenge eab other on the
issas,and never told therhat the Shold’ think,pt
howients wld like to be treated,or hat the plies of

the governant are,br eafs.

o in the dayere setions on distoste,disdmation,
phosoil issas relation to heptitis @nd treatemt
and anageent issas.These setions are a
obination oftalking heads’ gstions and gtes fom
pofe living ith heptitis C

In the last apr setion ofthe dayevaied to ppm
somthinking abotiation theyor others an take to
address heptitis @e ged a potolangage’ ativityto
do this.This involved disfaing a set ofspolic
potograps ¢r eafm,train traks,a cod;a sad
prson,a sfgler eb,etyand asked prtignts to selet
ones hib repesented fhat their servie is like to
ok in,and fhovheir Gients ith henptitis @ght

preive their servie.We then asked therto disgs,in
sall grop,hovtheyan bild on their strengths in both
these areas and begin to address the gaknesses.This
seert to generate sominteresting thoghts and
ptential ation pints forprtig@ants.This is also the
setion here ertob on governent plies and
strategies,and Heptitis @ni servies.

Then,evasked prtigants to rite a bntratto
theselves’ tib is onfdential,and hib e/pst to
therthree onths later.®this,erask therto list three
things theyhop to have ahieved in that tim

fer that,evdisesed available servies and resotes
hib old sprt their ark.We ended byasking
prti|pnts to ofete short vitten evalation brs
abotithe day

This urkshopms evalated venhighhbyartints. It
s rated overall byartints on a sele ofnot gefi
fto venetifas an average ofdbtiofl

When asked hat theybod ost sefithe ost

oon respnse related inbration based prts ofthe
daygand emyspdallyentioned inbration
abotitreatemt andobr transission. &valso emtioned
the resotes e prson entioned netarking.

Three onths later, & psted all prtig@nts their
ontratto self,along ith somother aterial,and a

bllovevalation bridiytw prtignts retmed
this brifhese terboth rated the session highlyin
retrosptén average of®tiof

fer the session,and afer offing prtig@nts’
evalation, @ Aditators refeted that it ald have been
great to have €en &leard spakers at these sessions
to pvide a prsonal prsptive,btithis &s not

pssible as the €en &leard servie does not efend to
real areas. This session as one ofouost highlyrated
@lthogh onlybya argin)it s not shstantially
dierenthforather onedaysessions.The &in

dierenes ere the diversityfarti@nts’,and ouse
ofthe potolangege ativitynib & don't sallyge.

bhe ofthese aspts are emtioned bythe prti@nts
spifallyalthogh @ did note at the timthat this &s

the frst timsosone had emtioned hetarking’ on
evalation brmin a hile,and wendered ifthe
potolangage had helpd this.

Refeting on this session noyit stands otias one ofou
best.Mnlybease there as a lot ofinteration aong

the diverse prtigants - theyseeet to learn foreah
other as mas fora -prtitarlyin relation to harm
miisation - and bease prtiants seemto engage

in the setion on wrkfae issas potolangage atvity
ore than in other sessions,and there ere ore

oneete sggestions arising otiofthis disasion than in
anyother onedayheptitis Gession I've hditated.

The onepofarkbre developmt is not an easyone

to mote or evalate.@e tien went on oufrst

real visit, @/ did not inlle or okr edation sessions,
btiinstead based on netarking,eetings and

resote distribtion.Hoewer,| got the &eling that pote
ondered hat erare doing there,and ared were

[aing a tbdog’ role. When e oér edation

sessions,it pvides a hook’ to get invited otithere and
wloed,and enables 8 to then get pofe and bild
prtnership br ongoing arkbre developnt ork.

talating wrkbre developmt is ekesiydift,
prtitarlyith lited resotes.#en easting the
learning hib ocs as a resli ofan edation session
is veryiftt. Howlo eknowhat beese the

disasion nt ell that anylong terrtearning has been
ahievedHowlo & knowhat the inbration they
stated s getibr therilf be retained®d even ifit
is,howdo & knovifthe wrkfae is sprting therto
keepo date,andbr panynevideas or skills they
have developd into patieHowlo & knovifer have
infaned their attitdes,or at least their apah to
orking ith Gents?
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HepLink Case Story 2

Context

brthern gneyHealth povides a range ofblood borne
virg health edation and health potion ativities
targeting spdm(ation grop. These servies are
povided bya nbrer ofagentes, piarilyHept,

RH and the Liver (hic

This ase stdyill desobe an edational intervention
developd byHept and RH hib targets tients of
drg and alohol servies. B and lhol servies
have a signifant nber ofheptitis @sitive tents and
fovide hat aouts to a afive adiene br

edational interventions.

Background

In addition to paraotheragand otiptient onseling
pgramthere is a bed detoxit at Herbert Shic

@r a priod ofapo8zars,the loal needle and

syinge pgrarfovalled RB)have been roning a
eeklyblood borne pvention grogr detoxnptients.
This grogs prt ofa health edation apoab hib

sprts individal ients in their detox@ ofhe

gattes ofthis interservie arrangeemt is the degree of
trat showtoards the RB teanThe pesene ofa
harmedtion based edational pograrithin a 2
stembstinene based detoxs &irlynig and is seen as
a valable strength.

Zars ago,as prt ofthe Hept pptia pgrams
developd to assist @ and kshol agenies bild their
apityo address the heptitis @elated needs oftheir
Gents.

Process

Blloing a nbrer ofbe grop ith stafofthe

Herbert Sdetoxand disesions ith groghiitators
forRH, an oprtaityas identifed to revievthe
eeklyblood borne vira pevention gropWhile this
grofhad been in fae br a nbrer ofgars,the ontent
area had reentlyegnded to infrle heptitis C
treatent and are isses.In addition,the groghad been
hiitated bya sall nter ofRAB staf With a
broadening ofthe &ditator grodo intle newstafit

s elt that there s a need to reviewhe ontent and
deliveryfthe grop

o,desjie a nirer ofattefs to involve Btafin
the &ditation ofthe groghere had been no onsistent
attendane at the grofbydetoxstaf

The &tthat the tiing ofthe gropas dung shit
handover,and that a nbrer ofthe stafélt that the RB
gropéred somtimaasforthe tents,ated as
perbidisinentives to bange.

In relation to the ontent egnding to intde treatemt
and are ofHepthe RH grofhditators egessed
somonfdene in addressing these issas.Hoewer,
theyelt that the daryobptive offfevention

needed to be aintained.In addition,reent developnts
in the Liver hichad reslied in heptologyntsing
eprtise being available br tent based edation.

Blloing a series ofinbrad disasions tib soght to
gage the illingness ofkeyindividals ithin the involved
servies, a timliited arking groms broght

together to ejore ofions. This gropnsisted of
repsentatives foriept,RB,detoxand the Liver

(hic

Blloing disasion and anedotal revieythe blloing
strize ms developd to gide the grogogram

3 month pilot intervention

e Weeklyedation grogbeing on blood
amreness and B®od Brne Wa evention,
hititated byRB staf

*  Weeklyedation grogbeing on gintenane of
general liver health,intding alohol related liver
daaye,hiitated byHeptologyl

Pre Implementation Activities

To enste the appateness ofthe fanned grop,the

blloimg fanning strategies are ndertaken:

«  reviewfeisting BPrevention ®mdertaken
bydtris and Rib)

e bagrop Xheld ith detoxstafto disas
overall Hgelated edational needs ghan)

e prtint observation of@Prevention By
detoxstafeber and HeptologyS
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Evaluation Activities

OBJECTIVES

METHODS

bhste tient satishtion ith
ontent and stle ofgrop

Post grogstveyo all
prti@nts deing pot priod

bhste levels oftient anietyas a
resli ofprtimting in grop

Post groplisasion beteen
prtints and ase arkers

bhste stafsatisation ih grop
ontent and otoas

Ba gropth Btoxstafand
groghditators

@litative analgis ofgrogoess
and glity

Bservation ofrandorgrop by
indepndent observer

Outcome

The flot edational grop ere ondted br 3
onths and sasstiyevalated.&fes of
evalation éedbak are belojv

The 2yrop ran br a priod ofapxigar,and
apared to strengthen the relationship beteen the
involved servies. poydients ere aessed.

Blloimg a ntrer ofstafbanges and other
organisational issas,the Liver Health grops
disontined afer 2mths.

The Bjroms restrited to inorprate Liver
Health aterial and there is nova eekly§jrop
hib is ohditated bya RB wrker and Liver
[hicorker.

Aervie agreeamt is arentlybeing negotiated
betaen RB and B and lbhol &wvies in
order to bralise and sprt these agenglevel
ativities.

Reflection points

This wrk oored ithin a fagwrk ofservie trat

The keyindividals involved are generallyo-
oprative and illing to prtitate in grogoesses

The vala ofbilding prtnership as opnlyalad

There &s an established historyofpdtive wrk
amss the servies

* The HepServies had a tangible ppdato oér
Bervies,hib at an net need ofR

 The inbration gathering poesses are tailored to
gather inbration fora nbrer ofsotes in a
varietyofdierent ag

e The [anning and organisational sprt ofHept
enabled the tnial and edational stafto ba on
their areas ofeprtise

Challenges

« Howlo welred psitive developnts ithin
servie tite, as opsed to reling on baons (

or nie pofep

¢ The relationshibeteen the servies in essentially
one ayHepgives and Bakes.Hovan this
beoma ore egl prtnership

e @ld high level anageent involveent sprt or
interére ith orker level ation?

Can you give me your understanding of the groups
and what they address?

« tdation arond HI\H&nd the Liver”
« fat servies are available”

« (yktafeber had attended both grop as an
observer. &ifhave been rostered to attend bt
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onfiting deemds had reslted in not all stafhaving
frst hand knoledge ofthe grop and their ontent.

BBV group: any feedback in terms of client
comments, actions and general impressions?

* Positive tedbak fortients
» fients have gted inbration forgrof)

 Adll nber oftients have $tressed otiblloimg
the gropinhyas a resti ofinbration relating to
transission rotes,eg inétion risk fortotnigts.
@felt that this &s to be epted da to the natte
ofthe gropand stafélt onfdent in enaging sb
issas.

 The groms not seen to generate nde anietyin
tents and did not opoise Gents detox

fogram

 The groghiitator @s vieed as being very
epriened and sensitive to the overall aimofthe
detoypgram

* This grogs iprtant”

 There has been an inease in the nber ofHe[B
vaations as a resli oftient regsts blloing the

grop

HepLink Story Dialogue Method — Outcomes

a. The practice of relationship building

Liver health group: any feedback in terms of client

comments, actions and general impressions?

@erall psitive edbak fortients

“tents have been talking abotiliver iiion blloimg
the grop

Zients have lef the gromlthogh stafélt this as
da to peeisting anietyrather than the grop
ontent

@felt that this grogs an iprtant opnent of
overall detoypogram

[nt eedbak that aditator establishes a good
raprt duing gropand generates an enpgble

grop

What do think of the current pilot programme?

Woldn't ant to lose thefn
ft gives stafa break and the Gents beneft”

ft help to displ somths br ents,eg,being
afaid ofpofe ith heft

@felt that the grop pesented an &ssential
gssage”as prt ofa ider,intense pgram

@iflt it alload Gents to onfont issas relating to
pst behaviots.

Insights:

» Capacity Building is about helping to make the links and know where to call for expertise.

However, informal relationships and agreements can be eroded by formalising them through such

things as MoU'’s at times.

» A key element in the support of networking and partnership development is human contact.

» Building trust requires that we offer a range of timely and tangible activities.

» Trust and therefore partnerships develop through an understanding of the experiences by the
facilitator | coordinator of the group or service they are presenting to.

» It's so important to have a physical presence for developing and continuing partnerships (eg
Gary’s office next door, Mark visiting AOD service, rural visits)

» The relationships developed during the process of implementing education sessions is just as

important as the learning objectives achieved by the participants.

W

Theory Notes:

» Good education leads to trust, leads to partnerships, which may lead to capacity being

built.

» Personal relationships and informal partnerships between workers are as important as

formal organisational level partnerships.
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b.

Educational Frameworks and Professional Practice

Insights:

4

14

4

In some cases we need to rethink what education is. Sometimes we see education as a process
of facilitating dialogues.

We have a constant need to produce tangible products but much of our learning theories are
fuzzy and difficult to identify in our work outcomes.

There is value at looking at different educational methods for specific professional groups. Their
professional cultures have an impact on how we work with them.

Educational groups evolve within a session and over time between facilitators and clients and
also between the organisations involved

You can have something that we describe as creative, that’s very involved, multi-faceted, you did
follow-up, planned it. You did a whole range of creative activities with a lot of energy that went into
it and you achieved good results. Is it possible to get the same results by being simplistic and not
creative. Is there a risk that we spend a lot of time doing a lot of that?

Sometimes we just misjudge the vibe, or there’s people in the group who are very critical or
aggressive. | can usually be worked out by being a bit flexible. You can swop it around a bit and
do all the didactic stuff first and wait for them to be ready to talk or skim through the stuff

What about all this stuff that’s telling us that we learn incidentally and informally all the time in
multi-disciplinary settings with multiple strategies. | think this makes a lot of theoretical sense but |
also think it creates a lot of methodological hiccups because how many times have we ran a
workshop where there’s been a grumpy old GP at the back and everything is going well and then
he cuts you down in two seconds by saying something superior and discouraging

...people will learn in a multi-disciplinary setting if they operate in a multi-disciplinary setting. That
relates to the workplace. | think if people work well in multi-disciplinary setting they learn skills
about how to relate to other professional groups. In very hierarchical professions, like consultant
doctors find it really difficult to talk to social workers because they use a different language.

The other thing ... which resonated with me, was that when we’re trying to do other workforce
development activities, people don’t see if you’re doing networking or hosting a meeting, people
don’t value it alone. You need something else. You need the education sessions otherwise
people don’t think you’re doing anything. That’s really frustrating.

...we know that best practice in workforce development isn’t just offering education but
opportunities for us to give more than just education sessions. ...you know theory versus what we
can actually do. People aren’t really buying theory.

...we can all roll in and do a training session on hep C but the theories says we need to assess
the learning needs first and develop a flexible curriculum package and all that, when often you go
in and they just want to sit there and get the info

It’s like expectations versus needs. We know that ‘theory says’ that the interactive stuff fosters
more learning and yet people expect just to get lots of information so, how do you balance that?
And there’s a tensions between this notion of workforce development and education. We're
talking about matching educational theory with training packages. We’re trying to do all these
things that are part of this idea of workforce development, but we often end up being recognised
for the training that we do.

workforce development —is not just around training but around education and workforce
development more broadly and that this is a lot of de-centralised fuzzy-wuzzy activities that often
don’t count in people’s expectations about what education is.

v

Theory Notes:

4

14

>

We don’t have enough evidence to say with certainty that the more informal, creative processes
necessatrily yield results in this context.

Educational practice requires a range of tools that can be drawn on quickly. The tools used by
the educator depend on their professional experience.

Education is an important part of Workforce Development and can be a springboard for further
work or learning as well as a self-contained activity.

People see workforce development essentially as education. But it is also about building capacity
to enable people to understand why they're doing the work that they're doing. Workforce
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C.

Development, like education can be in various shapes and forms. The most important thing is that
people are learning.

Assessing learner needs

Insights:

14
4

It’'s about assessing motivation rather than assessing learning needs
And that’s an issue that comes up sometimes. Not having a chance to consult with the people
about what they want. Then evaluation at the end it's always hard to get it and what it means. |
find sometimes people fill it in so fast and you might as well just forget it.
| think the watchdog thing comes in ...is education the right answer to the problem? And yet it’s
the only thing we can offer where people don’t feel they’re being judged as much.
Through our discussion, there seemed to be things coming up like the problems with the need to
know what the audience expects. And what they’re learning needs are and what the culture of the
participant’s workplace is and to know all that stuff inside out to try and make your education
session as relevant as possible now.

v

Theory Notes:

14

4

d.

Assessing learner needs is much more than assessing content or knowledge gaps, it

should be relevant to work culture, motivation and partnership development.

Assessing learner needs now requires a broader, more organisational focus. We have to know
how the education topic fits in with organisational goals and we have to be creative in our
methods of adapting to different organisational contexts.

Worker Identities and learner expectations

Insights:

4

4

Sometimes we’re trainers, facilitators, problem posers, HR person- and there’s lots of different
sorts of expectations about who you are when you go into the training.

And there’s a tensions between this notion of workforce development and education. We're
talking about matching educational theory with training packages. We’re trying to do all these
things that are part of this idea of workforce development, but we often end up being recognised
for the training that we do.

The other thing ... which resonated with me, was that when we’re trying to do other workforce
development activities, people don’t see if you’re doing networking or hosting a meeting, people
don’t value it alone. You need something else. You need the education sessions otherwise
people don’t think you’re doing anything. That’s really frustrating.

W

Theory Notes:

14

e.

Our own identities are less relevant than managing expectations. We need to balance
expectations of participants, ourselves and our funding bodies reporting expectations. We need to
be conscious of these often conflicting needs and expectations in program planning. They can all
be met with careful planning, appropriate data collection and a flexible approach.

Workforce development often isn’t recognised unless there’s education.

Evaluating our practice

Insights:

>

14

| mean why do we use numbers to evaluate? They make us feel good. Do they actually help us?

They’re never low. What do they tell us anyway?
...the networking is one of the main things and this isn’t often mentioned in evaluations —it’s not

recorded. People | don’t feel are conscious of it’s impact. Sometimes | think that’s a massive
factor
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Observing participants in education sessions and recording these observations along with the
facilitators reflections on the session can be useful for us in guiding our own work.

But ultimately it’s a lot easier to go with numbers and so we evaluate with numbers and | suspect
that most people are less inclined to give really low scores, generally. ... So do we go for the
cheap and cheerful way because ultimately at the end of the day, while people are scribbling
away, in terms of meaning, what meaning can we really get from that process? Because we have
to work with this structure and we like to think we base our practice on evaluation so we
incorporate it but we don’t actually incorporate it in a meaningful way.

Creative evaluation strategies can tell us more about what participants may do with the
knowledge; and can be more reflective and personally illuminating. (eg photolanguage, learning
contracts, observations)

Longer term success is often about bringing people together and networking although often
people undervalue that networking stuff and emphasise the content-oriented sessions.

And that gets highlighted when we talk about what action should be done on hep C and then we
always say well who needs to take that action and it’s very... there’s very little things that they
identify that need to be done that they have power over.

| think we’re talking about ways of analysing our practices so 9.2 may be a good reporting tool
and maybe a very impressive business planning thing but it doesn’t actually do too much in terms
of specifically guiding our work practices. It makes us feel good. It says that we probably did
something right. But | think the point around the observations was that we have lots of tools and
rating things but we often underestimate our own observations about how we think it went —
through gut feelings, through observations and participants comments.

Observing the participants and recording these observations and reflections from facilitators can
be useful alongside other evaluation techniques.

...somehow | get more out of the subjective stuff than | do out of the objective stuff

We need to reflect on our own awareness of the structural and power limitations of individual or
groups or learners. Are we expecting the most disadvantaged or devalued workers to affect
change beyond their means?

W

Theory Notes:

4

We need to think about evaluating more than increases in knowledge. We need to evaluate our
partnerships. This requires a shift in what we traditionally value in education. This shift could
more towards validating our broader workforce development activities.

Although participant evaluation forms can be useful, practitioners need to be aware of the validity
of subjective forms of evaluation and use these in conjunction with traditional forms of evaluation.
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Appendix iv

NADA Case Story 1

| gass gt to pthis into ontekybakgrond is in drg and
alohol ore ooselling and gropark in @neyand the
hited Kigdorr anygars in HI\and drg and alohol. 8
I have no brad glifations in edation.'rdoing yrt IV
ith @/T so yangage is vensort ofbasiclt's not based
in anysort ofaadera.

I've been ith fhis Br sixgars and br the last evgars |
have attefed to ro a popt .ith diérent ea Health
&rvies.Ad ifl think bak to the frst one that | did hib as a
twars ago,'merydierent,theyre veryiérent and the

wyl roitis ge diérent.

In it's sifest termit's organisational based i it's sif@st
termit's a pess ofbilding relationship beteen gelffhis
Bnd keypofe in dirent fea Health servies ene rea
Health &rvie at a timTo get therto prtite in a one day
brarond hovtheydo beiness renthyand howheyold
pssiblydo beiness a little bit diérentlyprhap so that the
aont ofpole fortitallyand lingistiallydiverse
bakgronds,and bythat | gan Bess either a bed,a
onselling session,a peventative servie fatever.8it's
abotigetting drg and alohol servies,@nd health,
titteal health,ethnospidcservies and hat walso all
nattal sgteaTo get therto omtogether br one dayto
look at howheyan bild relationship and hovtheyan ark
together in a ore ebtive ays0 theyan intease aess and
eflyl gass that's itin a ntshell.

What | have learnt pn refeting on the diérent kind ofgrop
that @/ve done over the last éwgars is that +-an restrer
doing somtraining in the nd this gwote on a hite
board and in the iddle he had soething elled bfmt’,on the
otside ofthat ring there @s soething alled ftisk’and on the
otside ofthat there as finitand he said Let therove into
risk,tryand shif theratiofofirt,btidon't let thersit in

pnicr too long” Ad | think that pofe sit in pnidordrg

and alohol at tigs fien it oes to giving theranother level
to look at.8,it's diftt bease there is legislation arond
aess and eiyand it's veryspiido BPeofe ofbh-

Rglish Baking Bkgrond]and abotipole prtitating

and being able to aess and tilise servies that are available to

all pofe in W/ or Atralia..l've sort ofatle somnotes

bebre | amin rot on the poptitselfbtipt on hat |

thoght ight be going throgh the mds ofthe pofe to are
prtigating in this popt Ballytheire bred to be there |
spse.Thejve been told to attend.Theyobablyneed to be
soehere else.Theymhave bsed dowa tnial servie

to be there.Theympbe fssed of Theire sosties very
enthsiasticS puant to tnand hang on and ntite that a
bit.Ad theyan sosties be &ar based: fe gigoing to

ake mdo soathing diérent?l don't knowmyl have to do
itWhydo I have to do it?'ii.| have a witing list. This is
riditos.D pthave anymme(S, pofe lagh)the

realityis that ho’ fhis Bloesn’t have anyomeyto either

ra this pogtor to give pofe to bild their apity§ it's
ventmlooking at the resotes that are in the area and br
poOfe to see eah other as a resote.

NADA Case Stories 1 and 2, Insights and Theory Notes

| gass hat I've learnt is that the relationshipbilding beteen
tevgrop starts ith yefrasis)relationshigth the tor

grop.Ad | have to be venyaretiabotiaking ste it's &e

to &e espiallyith the ethnospidagenies # gt be

be to fe. It's de timonsing to get pofe there.lt's

not like doing a Briletiand @/Il see fwo tens otthat's
Antastid¥need keypofe there or it doesn't wrk and gu
need to get ith therhe to &e or it doesn't wrk.8 | as

taken dowa pg or te bythe tevdiretors abotin

assfions abotihowheyare alreadyarking and that that

ight be inorret..§,| novargeryarebiabotihaving the

frst geting and this is so vital +have the frst geting ith the
todiretors and get therto literallysign ofon having a
oitemt to having this one dayl st saythat the best

respnse | have had in everykea Health &rvie has been fom
the Betor.Who have been e enthsiastiand also very
iing to prtitate in the raning and oning ofthe pesses
ofthe dayind then wstart to look at ho,geograpielly

lives in the Pea. @n this is a stise to servies theydon't
atallyknovno lives in their bakgrd and ho theyservie.

tdo the frst goal is to eaime howervies do bainess -
Howhe lite ofthe servie sprts aess and edy

pinges and plivr pofe ho are tallyand
lingistiallydiverse ith alohol and other drg pblesmAd
seondlyone @/ve done that hovio ipove the aess and
eiythrogh relationship and patal strategies that are
ging ¥ea resotes. fhis foesn’t have a pt ofomey
[fJalso sees a nitten [an bythe end ofthe poess to be a ay
ofensting sstainabilityr the ation. Br eaf®,a

refmel training agreeent ofa dbrandmf
biderstanding.

The other thing I've learned to aknoledge is that pofe ape
there and sathelre forfh blah"agenybtithelre atally
sitting there esp@llysomofthe Bwkers,thejre there

as an individal.Thelre there as the organisation.Btheyre
also there as their feld ofeprtise. have to reallydefate the
anietyarond tring to ake the drg and alohol arkers,
mssHeal spialists. Whatever that ans.Ad @ire tring

to ake ethnospifarkers,drg and alohol therajsts —

@re not tring to do either.

What gets in the &y reas seerto be in onstant restrtze.
fether that's a newthing or tiether pofe are in ating
psitions and it's reallydiftt to get to knovio to spak ith
and br angne to atallysign ofon things.4\ I've said & have
no fiding to sprt nevideas forthe mess. Kresotes

gt omforthe Pea. There's ofen prsonal plitis.De

dare to have anyart ofthe daalled fssas arond raisin
DBwdare to go there7he oitemt needs to omfom

the topow.We an have Gprkeen and enthsiastialrg
and alohol arkers ho reallyant to ark ith Bem

or hatever.lftheydon't have the per to sign ofon stfto
ofnstafor say¥s'this is how/re going to bange

riting oupb desdpions,ouorientation pkage’lt's great
br therto be there br the energylevel,btiit doesn't gan
anthing at the end ofthe dayThe pssible stigenofB®
issas aongst ethnimmities.Who .sees this as a
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poritf@heiyre somofthe tensions that | ind file raning
this.

| think there have been somreallysasstiotoas.We
also don't have a brad evalation.| norailygo in ith a set of
gstions abotihovgole rentlydo beiness.| have a look

NADA Case Story 2

Kaygtorys an edation stonyit's abotiien | ent to

ork br an organiation alled Jes their newdiretor and hired
bytheir board beese | had health potion and apign
eprtise forthe HIrea. Ad had done that kind of

ork. Theythoght that it eld be good to have a newdiretor
o had a be on health pootion and edation rather than
the pevios diretor o had been a linial prson. 8 they
anted that sort ofbange.

When | got there theyhad this reallycagpone sgterand one
old emtosh Ln the ofe and | got depessed straight
aeyhdod the arkers in the [ae kind ofanios and

atios aleg wrried that the fiding bodyas looking at
therthinking that theyare being easted all the timWe've
got to do a lot ofstfTheyhad to see as emyents as
pssible.Ad had to do as amyskilled things as pssible,
otherige the fiders vld omdowon them.

5o their edation pofe are still alled Prevention @rs”
their ba ®s on gth and weren’t going to bange that
bease it s the Bhhyarea and it's good to do sttarond
drgs phere.Btheir appah as more,8s a bit old
shioned | thoght. Ad | think the edation ofers &lt the
samthing.Theyare keen br bange btino one had aéted
it and theyare reallyraghat a newdiretor @s oing in

to had a role to helpbild ghe pevention and health
fotion side ofthings.

8 to start retifng things,| thogh ereld need to do a w
things frst inside the [ae bebre wold have anthing new
and good otside the [ae.8 | identifed ag to ge
negnded fids that had been therew.got somnew

ofers and somdeent sofare.Ad @ got a oender
telehone sgterthat s interorand a fopr sgteras all

so that the hygial environemt and their tools ere better.

Then wdeitled to bange the namforpevention ofersl..
said Well hat do guekon glare’and theysaid Well, @/re
omitedators”so that's the nae The psitions are now
alled Baityedator’Ad then ehad a look at hat

theydid and wtalked a &ir bit abotineeding to stoyaniking

abotiguthink the area health servie thinks glre doing and if

theythink pre doing enogh ofit6 hat an edo that's
less driven bydDe/ve got to be seen to be doing a lot ofstti
and ore driven byiWhat's going to wrk Ad it @s a hap
kind ofdisasion bease pofe identifed that pvention
arkers,the health pootion pofe are verygood at,they
nderstood abotihealth poation. Theyere e skilled

ven. Theyere hagand obrtable ith looking at

researh and nevadels and those sorts ofthings. 8it as
minlithe atal tite and strtze ofthe [ae and the

revailing organisational attitdes that ere are bloking br
therthan theyneeded to be.

Swdeiled that also one ofthe things that eald bange
to helm do better things otside ofthe [ae wld be to have
somveryear rles and eptations aongst eah other. 8
theyare shoked and hagto learn that as the diretor |
atallydo pvention ark ith then ald go and do things

at their data in termofho is ging the servie.Howemy
ties is the interpeter alled [ftheydo anthing spifdn
termofbeing poative to get a dikrent gropfpofe in. ...
Swalso have to wrk ith hat ogs fin the dayl think
that's outhing-to be veryvenfeible. That the agenda is
arelan otline.

ith thenWhether it be a bange in the apah in the ayer
anted to do interative shools or ether it be pgially
involved in the deliveryofapigns. That &s a newhing as
ell bease the pevios diretor as a binial prson and
thoght Well gledators an go ofand do hatever. | don't
realyare. | don't believe in it. It's not Gnial wrk "8 e
spnt timdoing that stthebre wdid anthing else. @e of
the things that | anted to do in termofbange &s to ove
amyforthe event based stflike raning and going into
shools and leting to kids or going to a onitygeting

and pviding inbration abotidrgs and alohol to pofe.

Ad theyanted to get aeaforthat too. Ad so,hat &

disssed s let's look at somofthe sassbiodels in the
HIMrea arond per edation that are hiit on ore

difion ofinnovation notions and see ifthat arks ith gog
pofe. Ad theyare reallyeited abotithat stfil looked at
ouels forh tite]Mai pptthat had been going

on a ofe ofgars bebre on gug gayen. We grabbed that
odel and looked at it and tried to see ife/old emifate it a
little bit and see ifold be ade ore platable to gng pofe
on the northern beabes. Ad then e did things like they
alreadyhad good interagengnnetions butheydidn't have
atal brad relationship ith the servies. 8 & started

looking at hat @ald do to wrk ith and redi gog

pofe to start doing somofthis per ed ark and those sorts of
messes so I've fked this storyoease hat hapned br

fhis Bs that it started to develom namas a leader in
being able to wrk ith gng pofe in drg and alohol throgh
tethings: banging it's odel to ore kind ofonteprary
health pootion odels ofper edation realising that that's
the samin termoftical issas br gayen as br png

pofe,is that drgs and alohol stfis taboo. It's not delivered
all bysoebodyin a psition ofper and athorityo ight

be seen as a disdmator e a prent or a teaber)it deals
direthyith lived epriene and lived realityand gng pofe

an share eab other's stories and egrienes and look at
issas ofonern together arond harrimiisation.

8 theyere keen to ifeemt nevadels and theyare also

keen to refne and ontinallydevelogheir relationship ith key
things like the gth servie povider pofe,theyere also keen
to be traditionallystill available to the shools. Bage the

shools in the area and a lot ofother servies in the area thoght

that fhis agenims great bease it as there,onnetable
and loal. Theydidn't like the loal drg servies,bease the
loal drg servies are all veryinial based and veryosed
doorand so wdeided that even thogh wald tryto do
ore evidene based sttarond per ed ork,in termofgood
harmedtionist interventions br pag pofe & thogh that

it as still iprtant to do somofthe stivknowdoesn't ark
like go to shools still bease it kepthe relationshifith the
shool hib @s reallyiprtant. Wh¢Bage that as prt

ofthe sofal hofthe environent that ererked in.

Ad generallyy bod hat hapned ith shools as,as

hen theyreallyasked guo omotiand do a lette on
annabis,it asn't beage theyere thinking,Dgee & gotta
go to this prt ofthe drg ed pograftt as beage annabis
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@5 a pblerat shool. 8in that sense wold go to the innovative gth fiendlygth egrt grop[This agenjhas

shool,do the annabis thing btitalk to the teabers and sort of been getting fiding forthe Gomealth nder ity

identifa &vthings. Like,¥.gg ight ant to link ith Partnership;the Pea has fided it or that sort ofark. 8 |
these pofe,and here’s a plighr anaging a annabis think that helpd and hat @/ve done is heldo ake an overall
inlent and here’s sosone else glan talk to”... bange to ipve mte arond issas abotipevention and

health poation in drgs.

| think theire still doing that kind ofark and have developd
over the gars as having a good refation as having an

a.

The practice of relationship building

Insights:

14

So it’s about getting drug and alcohol services, [and a range of other key stakeholders] ...to get
them to come together for one day to look at how they can build relationships and how they can
work together in a more effective way so they can increase access and equity.

it’'s almost like it’s not worth going there unless | get it auspiced by somebody up at the top. So |
spend a lot of time building relationships with medical administrators so that they think I'm okay.
And it’s almost like an informal thing ... it doesn’t seem like a professional way to work.... it’s like
having to trade on the personal

| guess what I've learnt is that the relationship building between two groups starts with my
(emphasis) relationship with the two groups. And | have to be very careful about making sure it's
face to face...It’s quite time consuming to get people there. It's not like doing a 500 mail-out and
we’ll see who turns out-that’s fantastic. You need key people there or it doesn’t work and you
need to meet with them face to face or it doesn’t work

I’'m just saying if you want this information it might be something you use. And | can actually see
the pressure coming off them. They come in like this and sort of go —ah right. So | work on
aligning myself.

one of my insights is acknowledging the burden that workers have -we did it with that pilot project
... You know going in and spending 5 minutes acknowledging peoples work and that of the
organisation.

All that stuff about being aware of relationships at a systemic level but also a personal level..what
a huge impact both of those things have on the way your day pans out or how the project works
and so on.

much more time, resources and energy has gone into pre-training or setting up training in an
effort to try and change or optimise the learner environment. And | guess that has been through
building of trust and relationships.

v

Theory Notes:

4

b.

In order to have lasting relationships that produce useful results in the work context, it is
necessary to move beyond the individual or personal level and to develop formal systems and
processes at a more systemic level.

Managers in AOD agencies are the most important people for us. They are the gate-keepers,
keepers of the learning and development flame...Getting managers and team leaders onside is
vital.

Educational Frameworks and Professional Practice

Insights:

4

So the first goal is to examine how services do business - How the culture of the service supports
access and equity principles and policy for people who are culturally and linguistically diverse with
alcohol and other drug problems. And secondly, once we've done that —how to improve the
access and equity through relationships and practical strategies that are using Area resources.

So we also have to work with what comes up in the day | think that’s our thing- to be very, very
flexible. That the agenda is merely an outline.
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So it’s almost like people need an opportunity to reflect on the fact that their model doesn'’t suit all
their clients. Because once you really try and pin them down they’ll admit it. They’ll say “Ah yeh |
see what you mean.” But it’s like there’s no room for that in their normal work practices.

The insight part that | reckon is the really difficult change stuff is that concept that I like to use
every so often from sociology called ‘over determination’. | think that the agency structures and
the industry structure in drug and alcohol ... is something that almost over-determines the way in
which workers or organisational actors behave. | think that’s one of the things that we need to
keep in our minds.

| think an extension of that is the kind of scientific paradigm or the medical paradigm that makes
health promotion and education difficult. And people don’t believe in it —education. Because we’re
in a highly dominant, medical framework.

So you’re kind of setting an agenda and supporting them to make decisions about strategies — so
that’s a lot about facilitation

With no resources to offer, a great amount of creativity is required of us.

We need to follow-up to maintain change. Otherwise, what happens if the facilitator walks away?
And so it’'s encouraging people to look at the skKills, experience, expertise, relationship building
and thinking “How can we link all that together and reorient what we do?” Which isn’t actually,
necessarily requiring major steps but it’s that creativity and permission giving at a whole lot of
levels to do that’s the middle manager, the senior executive and so forth.

...much more time, resources and energy has gone into pre-training or setting up training in an
effort to try and change or optimise the learner environment. And | guess that has been through
building of trust and relationships.

v

Theory Notes:

>

»

C.

Putting together health education activities in our sector requires a range of ongoing creative
approaches to support individual workers and organisations in their learning.

Our work context is often dominated by a medical paradigm. There’s an implicit conflict between
this model and underlying principles of health promotion and adult learning. Much of our workforce
development activities (such as assessing learning needs of multi-disciplinary groups; working
with multiple organisations including those in other sectors; negotiating mutual program benefits;
facilitating dialogue) are not viewed as legitimate educational practices.

Organisational development as education

Insights:

4

[l have some] thoughts on what might be going through the minds of the people who are
participating in this project... they can sometimes be fear based: “Are you going to make me do
something different? | don’t know why | have to do it? Why do | have to do it? I'm full. | have a
waiting list. This is ridiculous. Do you have any money?...” So it’s very much looking at the
resources that are in the area and for people to see each other as a resource.

...the amount of different types of skills required to do the organisational relationship building stuff
is intensive. There’s lots of face to face; a lot of time is spent assessing and asking people to do a
lot of different things —not just learn stuff but act on some of the things.

The industry structure if you like, is something that almost over-determines the way in which
workers or organisational actors behave. | think that’s one of the things that we need to keep in
our minds.

...what came out for me from the story was the remark about NGOs —how they were really willing
and active partners. | think that reflects, in terms of systems and cultures stuff, | think that reflects
...that NGO'’s feel freer to make change and to be different and engage than their counter-parts in
government. Because the health system is very rigid and hierarchical in comparison
| guess | one of the things that struck me is that you’re out there selling something that’s really,
really important that there are no resources to support. And so what you’re also doing is asking for
them to think really creatively about a whole lot of levels about re-orienting what they do.

One of the big things is the sign off, is the high-end endorsement we seem to need now to do
education with this organisational framework
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So it’s one thing to come and provide a message about access and equity but it's a huge step
when your outcomes are about changing work practices

I've watched [...] do this particular model over how many years now, and it’s so intensive, the
time, because she’s on the phone half the day chasing people and then they come to the face-to-
face meetings. And in some ways, it’s so labour intensive and | don’t know many other people
who would do this.

You're certainly advocating on an issue: access and equity. You have an idea there and you’re
trying to push it through in lots of different ways in different organisational settings. Which is again
a little bit different from the usual way we perceive education.

What gets in the way: Areas seem to be in constant restructure. Um, whether that’s a new thing
or whether people are in acting positions and it’s really difficult to get to know who to speak with
and for anyone to actually sign off on things

v

Theory Notes:

14

d.

Increasingly our educational work is becoming more organisationally focussed. This means that
we often have to assess not only individual learner needs, but the various organisational
structures and goals. We try to “sell” our value before engaging in training. We’re now asking
people to demonstrate changes in work practices or program outcomes. Those are high
benchmarks to achieve.

We are increasingly working within a business-planning framework. We ‘do business’ with other
services and are explicit about using this rhetoric in our work. Learning outcomes become
business outcomes. It’s one way of validating our educational work.

Assessing learner needs

Insights:

>

... what | thought might be going through the minds of the people who are participating in this
project. Usually they’re forced to be there | suppose. They’ve been told to attend. They probably
need to be somewhere else. They may have closed down a clinical service to be there. They may
be pissed off. They’re sometimes very enthusiastic. So you want to try and hang on and nurture
that a bit. And they can sometimes be fear based: “Are you going to make me do something
different? ...

All that stuff about being aware of relationships at a systemic level but also a personal level..what
a huge impact both of those things have on the way your day pans out or how the project works
and so on.

And | think that people sit in panic from drug and alcohol at times when it comes to giving them
another level to look at. So, it’s difficult because there is legislation around access and equity and
it’s very specific to NESB and about people participating and being able to access and utilise
services that are available to all people in NSW or Australia.

..[there is an] issue about communication and making assumptions about how people are working
or bringing people together to talk about how they’re working —together or not together...and what
relationships exist

We basically go in and map the services and make sure it’s going from the top down. If Area
directors aren’t on board, | don’t think it’s a successful project at all. And in consultation with the
Area find out how they want to run the day and what they want to get out of the day. We suggest
that they need to get something in writing and formalise their relationships otherwise it falls away
very, very quickly.

I’'m just saying if you want this information it might be something you use. And | can actually see
the pressure coming off them. They come in like this and sort of go —ah right. So | work on
aligning myself.

So what have we gathered from all of these things? You were saying that it’s so labour intensive,
sussing out the vibe, we used to call that learner centred. But now we have this organisational
focus it requires heaps of phone calls, heaps of face to face; heaps of giving out information about
what your organisation does, how it’s structured, how is theirs structured, what are the
opportunities for people or groups of people to work together that make us both look good. I think
one of the big issues is the amount of administrative time needed to assess learning needs and all
the tasks required to acknowledge and make use of the informal.
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There is a great complexity to the need assessment component of the task, which includes,
What'’s in it for me?, What am | going to have to give? ....and that thing about expectations about
change..

Drug and Alcohol workers have beliefs about ‘what works’ that often match with those of their
organisations. And we have to work with that.

| try to facilitate a discussion about it that doesn’t involve people ... tearing each other apart. And
| do my best professional guess.

v

Theory Notes:

4

e.

Working for change in AOD organisations has to recognise the particular idiosyncrasies of
workers as well as the agendas of other players — the organisation, its board of management, the
funders.

There is a range of other things we have to accomplish (key relationships, meeting people on
their space and working with them on what they want; connecting key agencies and sectors,
empowerment strategies, etc)...with training and workforce development programs.

Worker Identities and learner expectations

Insights:

>

The think that struck me in your description was the reiteration of the sensitivity of the role that
you have as a facilitator, or change agent or stimulus to do things or look at things and then
maybe do things differently afterwards. All that stuff about being aware of relationships at a
systemic level but also a personal level...what a huge impact both of those things have on the way
your day pans out or how the project works and so on. In the same way that you’re asking a lot of
workers to reflect about why they do, what they do, the way they do it and then maybe change.
You’re doing that yourself as a facilitator or as a teacher or trainer or whatever —at another level.
It’'s about being aware of all the things that impact on you or your effectiveness or ability to
stimulate that change.

I guess | one of the things that struck me is that you’re out there selling something that’s really,
really important that there are no resources to support. And so what you’re also doing is asking for
them to think really creatively about a whole lot of levels about re-orienting what they do.

...the amount of different types of skills required to do the organisational relationship building stuff
is intensive. There’s lots of face to face; a lot of time is spent assessing and asking people to do a
lot of different things —not just learn stuff but act on some of the things.

You can’t depend on a universal acceptance of access and equity principles among learners like
we used to. We have to work harder to change attitudes.

I’'m just saying if you want this information it might be something you use. And | can actually see
the pressure coming off them. They come in like this and sort of go —ah right. So | work on
aligning myself.

W

Theory Notes:

4

In seeking to address the learning needs of workers in the AOD NGO sector there is a specific

challenge, which manifests as a blurring between client and worker behaviours — with workers
exhibiting such things as learnt helplessness and feelings of inadequacy.

A lot of our work is advocacy. We advocate for organisations and workers to become engaged
with our particular health topics.
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Appendix v

Midwifery Case Story 1

I'rgoing to tell twstories and plve all heard therhebre.
The irst stonyis abotia gropfradial idives.It's abot
howheygot their attogether and organised great infene in
iigryate developnt.While amg br the eekend

ith pns and note ppr and a bit ofred ime & brainstored
onvision br onitybased digry\We vote it otiin a

doant alled The Mionib artitated the basis br a
plishded rdiéryservie It @s to sometent,tring

to get hat indepndent idives @re on abotiinto the NS
and that as to ake iiéryontinityofare available to all
ven.§hsoon that vision doant soshowgot

inorprated into all the plidealth pligdoants in the

Kh Blgaland,@tario and in NRICloants here

in Atralia. It's a little sess storyAd | still go bak to it
and think What a beatifithing that as really

Ad wther storyis kind ofa ballenge beage hat's
hapned sine then as puall knovis that the notion of
hoie" has taken over and wem shold be able to hoose

Midwifery Case Story 2

{dtoris [s]oing dow abotiten pes.| spse fom
the big fize hiere are wand hat's iiéryo a ore
ratial stonabotiptie developnt.

In yopr pb | vite potools and ballenging pate and

ofe has been on the pstratal ard so generallyl get to
see a lot offat’'s going on and pofe andering pst and
generalhhave a bit ofan idea oftat's hapning in the nit.
Ad Wen | frst started | &s intrigad as to twangne ho

had heptitis Bjot a single roont thoght it s nie br them
that theygot a single roorhtioldn't le see the rationale
behind that. | @nt and asked the amager bease ware
riting potools abotiblood borne virges at the timand |
ant to the amager and asked twand she said,Bage
theyre inbtiog’Then she said Bit's pt hat wdo”and

she s de annogd abotit thogh bease it rant that if

a vem o had Hepds omg arond she had to shie

the hole ard arond so that that wem got a single room
Ad that evergne ade a lot offis abotigaring gloves ith
that mem btinobodyared abotithe rest ofthe ard they
didn't ernabotigloves.

It it didn't ake sense to ethat this as hapning.8 &

started to ballenge this poess and the enager on the other

ard Bs venyohallenging these mties bease she
thoght it s disdmatoryand also nsaé br mttioners
that the\glt theyare saé bease theyare gloves in this
roorhtitheydidn't have to arnabotithe rest ofthe [ae.
Swhad to ask a lot ofpofe twthis &s and nbrtoately
the inktion ontrol grophad a andate on aking these
deisions abotiho &s in single roomand fo asn't.8
whallenged this tried to vite a potool,looked at the evid-
ene obvioslyto start ith and oless sosone s sleemg
ith the wem in the bed it asn't going to be a pblertid
ask pofe hat the pbleras and theld sayThere wld

be blood on the foor"and I'd saytVell that doesn't hapn
venofen and even so pld have to be pettydamoliy..
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anthing theyant. idtoryis related to the ®ona br
nevathers.ywld hoose’ to hire an indepndent rdig

and spnd pubn hombirth buthat's not an ofion

ost ven old even knowbotiThe stonjis abotitalking

to radio prsonalityle Bssin at the reent idives’
onérene abotiidiéryas a plidealth strategyand

idives being based in the onitySe respnded, ¥

redition is that idives i aleg be there btthel

beoma sort ofhealth bod shogp ofion br wen hio

bose a norat birth.Bthe realityit be that ost eem il
atallygo into the hosjtal sgterand hoose to have an
efmltal or an eletive 8esarean’-and tien she said that it
sent a shiver dow ygme.Ad | keeghinking ofit. It's there
in yhead a lot ofthe timhen things aren’t going all and
prtitarlyjnen tring to get idives to wrk aording to the
vision. | realise that a lot oftherfiel and think that @too.
¥knovhat idives theselves atallythink along that line
ofboie’ as opsed to & needing to be prt ofa broader
plihealth strategy

Ad so wtried to talk to the inétion ontrol pofe and they
oldn’t fayball. Ad then inallythe other emager and |
ended fin a andatorysession on inétion ontrol one day
pjppher hand and said Tell entwoem ith

heptitis Biave to be ared br in single roomon the pst-
natal erd"and the tnial ntse onsliant inétion ontrol —

ile a senior ven said T il talk to glotside. We il

not dises these issas in plitAd she alked fhe stairs

and she dragged pasjotinto the orridor. | s so shoked
and | ran afer her.Ad this em @s so deénsive and so
aggressive that ehad dared ballenge this patie. We had
dared to sayThis is not good br wem.This is not good br
idives or dotors ho ark on ouuit.Ad it's not evidene
based. We're not going to do it angre. Ad she said tve
had ofaints over the gars and that's twit hapns”

8w hallenged her abotithe ofaints and afer a long
onversation there &s one ofaint fve gars ago fora
vem fen soebodydropd blood on the foor and the

van in the nekdoor bed ofained that she as sharing a
roorith soebodyho dropd blood on the foor. Ad so,
forthat ofaint this riditos deénsive,reative plishad
been pded.Ad in the end @/ve banged it...

| gass I'rtelling this stonbease it's an eaf of

engaging ith other grop and whad to talk to all the other
emagers and inétion ontrol and all the other edial pofe
involved.Blsofhe]narromdedness ofpofe aston-

shed eThat one viewathovthese things shold be ro they
gt didn't ant to think anybroader abotithe bigger issas or
atallythe evidene offat the risk as.Bsegntiyer do

lots oftalks ith stdent idives arond blood borne virges
and trlypwald think theyare going into a & ane the

aont ofetpnt theyant to ear. It is so ridis. |

don't get all ofthat stfpikno@The shields,and the [astic
ghe arm | gt don't getit. 8 to bange all ofthat pligs

hard ark. | think @/ve done a lot ofit. | don't think @/ve
fed it bu
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a.

Describing Midwifery as a historical/political movement

Insights:

14

Can | just make a comment about midwifery —to me it’s like a belief structure that doesn’t start
when you go to uni ... it’'s about way, way, back in your childhood in your own birth and your belief
systems and your mother and the way you were raised. And even though there are some student
midwives that may not have had that gift, you can still see the difference and choose to change,
you know? They've just got that trust in women, trust in themselves and they can step over, for
want of a better word. So and you can pick them out in a group, the students like, you think,
“She’ll be great.” You can just see it. It’s a bit like religion and politics. It is something you either
totally get or you don't.

Well | suppose all of us are involved in developing different models of midwifery continuity of care.
That’s why these people are here because that is our major focus on the work we’re doing at the
moment is trying to change the system.

Sometimes | feel we’re at loggerheads to what’s actually going on.

Any institutional work in health is not nurtured. When a threat comes —it’s the politics of
oppressed people. You know? Because midwives have been so oppressed. Oppressed by
obstetricians, oppressed by nurses, and used.

Well you’re dodging things. You’re looking at strategies to get around the next one you know.
You’re bringing in all sorts of things —your sense of humour. | mean it takes quite special people
fo be able to do what we do. And that’s what saddens me because there’s not enough of them. In
driving midwifery forward it’'s a minefield and it’s very difficult. It takes a lot of energy and passion
and motivation to get through that minefield.

It takes collective action in terms of (pause) | don’t know not the traditional sense of collective
action but it’s the coming together like this and it’s the laughter and it’s the stories and midwives
learning from each other and the reinforcement of the ideology and the passion that makes us feel
strong enough to carry on doing it. To carry on doing dodging. And it’s laughing at ourselves in
the process.
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b.

Life experiences contribute to how we are as midwives

Coming together to reflect, support each other, strategise, learn from stories, is important
Story telling and laughter arise from our passion for midwifery

Midwifery is political. Midwifery is about changing the status quo. It involves change at national
and local levels. Midwifery change agents have incredible passion-it drives them to make a
difference to the experiences of childbearing women in Australia. To come together to share
experiences and stories with laughter, nurtures the support and ignites the passion and drive.
When midwives are passionate about providing women with first-rate care, by working together,
learning from each other and sharing experiences...women will be better off.

Collective action and being involved in the political movement of midwifery and health.

Trying to work in a system that is difficult

Talking about the history (herstory) is a means to engage people and bring them along on the
journey

Talking about history, makes us realise how far we have come and gives energy to keep going

Midwifery practice development through Role Modelling

Insights:

4

But also you need those inspiring role models and if you don’t find them then you’ll lose them. So
you need that inspiration and passion around you to keep that momentum going. Until you feel
mature enough to just do it on your own.

It’s hard to describe what we do isn'tit? Really. | think what | do is try to encourage individuality
in midwives. | try and make them buck the system and not to go with the sheep. Like “Don'’t
where a uniform. Why are you wearing a uniform? Why do you need to where a uniform?” You
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know, try to encourage them to be their own individuals and thereby seeing that the women are
individuals as well. So that’s sort of a fundamental thing.

...role modelling, mentoring, being an inspiration for young midwives, challenging them and
encouraging them to question.

There’s formal stuff that goes on and then there’s, | call it “Talking it up” —which is forever playing
Pollyanna. Forever talking it up saying “God isn’t it fantastic what’s happening.” Like what we
talked about —that doom and gloom stuff —we never do that out there.

A wonderful young woman came up and for her project she said, “I decided that I'm going to be a
midwife like [name], she’s going to be my role model ...” It was great. She’s out there on the
wards now and she’s holding onto it. It’s lovely. And she’s got it now. She’s got it.

[Midwifery is] like a religion. And we also deal with women and families. And a lot of the work we
do is based on the relationship we have with women. It might seem un-seen. But it is seen.
That’s what | hope to do in my job is for other midwives see how I’'m with women and they learn
from that. So that’s role modelling.

| think that’s a lot of pressure on the midwife’s work within that [Continuity of Care] model because
they don’t feel so supported...and | worry that they’ll burn out. Because they’re isolated...and if
they don’t have somebody who is there to protect them or to mother them | worry that they’ll fall
apart...and that’s what’s happened in places.

...and they [midwives] never see any other midwives practice so they just think that what they’re
doing is safe and the woman'’s happy ... And they just think that’s normal because they won't
ever step outside ...they’re so isolated. They never go to a conference ever or keep up with
readings because they don’t think that’s their role. | think that’s a problem too —how do you tap
into those networks.

The dominant culture is so pervasive for the midwives, isn’t it? It’s all most people know. Sure
we’re giving the students a vision of what might be but most midwives aren’t that political. We
could probably tell you who we were | think. We’d know in each hospital there are probably only
on one hand you’d count the amount of midwives who are motivated, passionate enough to
spread the word, speak at conferences, do things that they’re not paid for, develop resources,
strategies to deal with that and there’s not a lot of us.
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C.

Awareness of who we are in the world is linked to building a strong, autonomous profession
Midwifery is about harnessing our passion into political action that improves things for women
Role models are an essential component on bringing about change

Role models need to be found and supported

Practice development is about building supportive networks and mechanisms

No matter what the industry the mentor and the role model can never be understated. The student
never forgets this form of learning, the woman never forgets the midwife who supports her. The
concern in midwifery is that there are not enough good role models to go around. But one really
good one can be so dynamic.

Developing the passion and motivation into midwives is the job of passionate and motivated role
models

Midwifery relationship building through persuasion

Insights:

4

We've got this fantastic research around in this country and lots of others —saying this is what you
should do but in a way that’'s been for me quite disappointing —that that's not enough. And |
suppose that’s the way for any intervention —it’'s not a magic pill. It doesn’t go on the front page
because it's genome therapy and it's cheap! That’s the other problem it’s not fancy stuff —so
because it’s cheap it kind of gets sidelined again. | think that evaluation and that stuff is important
but it’s actually the politics and the pressure along side of it that makes the difference in the end.
We do a lot of explaining it. Explaining, what and why. Talking it up. | suppose providing the
rationale... | think we spend out lives persuading people that it’s a good thing. That’s what the
cause is all about really. So we write about it, we get up there on platforms and talk about it even
if we don't like doing that. It's for the cause you know.
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| think we build bridges with medical colleagues and that’s really important. That sometimes we
don’t have medical colleagues that we want to put a bridge anywhere near but when we do, for
me that has been one of my strategies —is to become friends with my medical colleagues. And do
things over coffee that drag people around over long coffee conversations. It’'s that persuading.
But sometimes they won’t do it in a public forum because they lose face. So I find doing it one-to-
one much safer ... And we jolly them along...

| think we engage in their game and we meet them on a level with evidence. | mean evidence
based practice has a lot of answer for in certain ways, but we play the game and we get so good
at knowing the evidence and we teach our students to be so good because the evidences are
ammunition —to use war terminology — it's how we score points. Thank goodness we have the
evidence for what we want to do.

...l was just thinking that what this represents to me is that fragmentation ...That our hole role as
project coordinator for continuity of care is peacemaking with all these people ...There are experts
in every bloody area that think they’re way is the only way —yet they’re not with the women.
They’re not with them all the way through. And it drives me mad —individualising their care ...
There’s no flexibility.

So it was challenging to a whole lot of systems and organisational practices going on within her
unit. And she kind of knew that once | got in there and started looking at what was going on that |
would ask a whole lot more questions. And perhaps challenge here even a little bit more and
unsettle her and unsettle her staff. So it’s kind of playing the game at all sorts of levels to bring
about change. And that’s just one example of bringing about a little change...

what | do now is if something comes up in a meeting or in policy or something I will go and do the
interpersonal conversation first so that by the time we get around the table | know that they’re
sold. That they’ll be okay.

So coming back to persuasion you know [ think we do a hell of a lot. You might give them choice
but there is persuasion behind that choice.

You need the role and the time and space to do it in.
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Persuasion is an important strategy in midwifery

Communication and interpersonal skills are essential for building collaborative relationships and
partnerships

Midwifery is also about forming workable relationships with peers who do not have the same
‘philosophy’ as ourselves. So how this is done can take many forms. Midwives demonstrate the
evidence and so the benefits to women cannot be disputed. The evidence informs our practise
and so we can challenge the old practise and provide the best care to women.

Midwives can be in a powerful position ...being clever about “getting our way”.

Playing the ‘games’ to bring about change

» Working with others to make them think it was their idea!
d. Midwifery — “With woman” (worker learner identities)
Insights:

>

| mean we talk about leadership and stuff but it’s different. It's being along side midwives with a
passion... It's about that thing about relationships with women, it’s all about the partnerships, the
relationships and how you are with women. You know, midwives ... means “With Woman” so the
whole kind of philosophy of midwifery is built on that notion of partnership with women.

the people around this table —we’re trying to develop models of care that are —for women and
midwives - totally different to what the nursing culture has been

It’'s about getting midwives together in teams or groups to provide women with continuity of care
and working across the interface of hospitals and community services.

It requires a shift in allegiance from the institution to the woman that’s been described in the
literature. When midwives work in the context of continuity of care there is that shift. So that you
Persuasion is an important strategy in midwifery
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Communication and interpersonal skills are essential for building collaborative relationships and
partnerships

Midwifery is also about forming workable relationships with peers who do not have the same
‘philosophy’ as ourselves. So how this is done can take many forms. Midwives demonstrate the
evidence and so the benefits to women cannot be disputed. The evidence informs our practise
and so we can challenge the old practise and provide the best care to women.

Midwives can be in a powerful position ...being clever about “getting our way”.

Playing the ‘games’ to bring about change

Working with others to make them think it was their idea!

care about the woman.

That’s what | hope to do in my job is for other midwives see how I’'m with women and they learn
from that.

[Midwifery is] like a religion. And we also deal with women and families. And a lot of the work we
do is based on the relationship we have with women. It might seem un-seen. But it is seen.
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How we are in partnership with women makes a difference

The shifting allegiance from the institution to the woman is a result of continuity of care

The need to ‘get it’ in order to bring about ‘the revolution’

Demonstrating that midwifery is different and has a role to play

Partnerships with women is what will bring about change

To be in partnership with women and in partnership with midwives in a continuity of care model-is
the best practise for all concerned. The politics of the institutions do not see it this way. The
medical fraternity do not value the idea of relationship with women or midwife for that matter. They
often will not change their own practise, even in the light of the evidence. They prefer to have the
upper hand-it’'s about power and control. So “with woman” is the essence of midwifery and the
struggle of midwives to support women within institutions.

The focus of midwifery has shifted to being firstly, with woman and then with colleagues.

It's like having to trade on the personal — Rob Wilkins
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