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Abstract

Improving collaboration and communication in maternity care is key to increasing
safety for women and babies. Different professional groups perceive ‘collaboration’
differently, with doctors regarding collaboration as conversations with their medical
colleagues or where midwives/nurses carry out doctors’ orders. Nurses and midwives
perceive collaboration as shared conversations with all members of the healthcare team,
where their opinions are listened to and they actively contribute to patient care. These
two worldviews provide insight into the challenges faced by the healthcare system in

attempting to improve patient safety.

This study addresses one aspect of collaboration and communication by examining the
impact of a program of ‘Interprofessional Education’ (IPE) on medical student anxiety
during their Labour Ward clinical experience. IPE has been proposed as a means to
improve collaboration and communication among health professionals although few
studies have been able to demonstrate this link. The student experience in the Labour
Ward was chosen as an example of a highly stressful component of the undergraduate
medical student education program. Students have reported their experience in Labour
Ward as being extremely stressful and midwives as ‘the women from hell’ (Lemmp &
Seale 2004). The long-term hypothesis underpinning the study was that by providing
medical students with a very positive and stress reducing experience, facilitated by a
midwife mentor who role modelled collaboration and excellent communication between
professional groups, students’ perceptions of their future colleagues would be enhanced
and this would be demonstrated in more collaborative behaviour. In the short term, the
question to be explored in this thesis became: Can a particular model of IPE reduce

medical student anxiety in labour ward?

This study used a quasi-experimental design, with Before and After surveys to collect
data from two groups of students experiencing one of two models of IPE (IPE1 and
IPE2) across three different sites. IPE1 provided a midwife “champion” to introduce
students to the birth unit, other staff members and women; and to model exemplary care
for women throughout labour and birth. IPE 2 provided a model of care where students
engaged opportunistically with any ‘available and willing’ midwife/doctor on duty who
was caring for any woman at any stage of her labour and birth, in order to meet their

learning objectives.
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Following institutional ethical approval, a total of 105 fourth year medical students were
enrolled in the study. Seventy students completed both Before and After surveys (66%
Response Rate). The Spielberger State - Trait Anxiety Inventory (STAI), a well - known
40 — item validated measuring instrument, commonly used to measure anxiety in
university students, was used to measure anxiety. The students were also invited to
complete a Clinical Experience Logbook, to provide a simple description of the number
and type of clinical experiences to which students in each location are exposed. Space
within this logbook was provided for students to express their comments and reflections
regarding care they had given to women in labour. This was also to record care (in the
form of educational experiences, anxiety inducing experiences and general “care” of the

student by midwives) that they had received during their labour ward placement.

The results of the study revealed that students who experienced IPE1 had significantly
lower STAI (State Anxiety) scores at the end of their clinical experience placement
(difference -6.5, SE 1.7, p=0.0003) than students who experienced IPE2 (difference 0.8,
SE 2.1, p=0.7000). Therefore a model of Interprofessional Education that provides
medical students with a midwife mentor to facilitate their clinical experience and
learning opportunities in labour ward has been demonstrated to have a positive effect.
Further studies are required to determine if this model of IPE has a positive impact on
students’ perceptions of their working relationships with medical and midwifery

colleagues and whether these perceptions remain following graduation.
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Chapter 1: Background to the study

The purpose of this quasi-experimental study was to examine the impact of
Interprofessional Education (IPE) (in the form of a midwife mentor/preceptor) on
medical student anxiety and learning experiences during clinical placements in

maternity care settings.

In this chapter, I describe the background to the study and my personal interest in the
issue of interprofessional education and the education of medical students, in particular.
I justify the study by exploring a number of assumptions about the potential benefits of
models of interprofessional education in preparing professionals working in maternity

services.

1.0 Why am I interested in this topic?

I am a midwife with 30 years of clinical experience in a diverse range of settings; in
remote, rural and isolated maternity practice, in large tertiary hospitals and at
homebirths; and as an independent midwife in one of the first midwifery group
practices in Australia to gain visiting rights to maternity units. I have had extensive
experience as a women’s health and sexual health nurse and as a nurse practitioner in
the first pilot study of nurse practitioners in Australia. I have tertiary qualifications in
adult education and public health/health promotion and family planning. This brief
history is presented as evidence of the breadth of skills I bring to my most recent role.
where during the past five years I have been working as an associate lecturer and
mentor for medical students during their rotation to Labour Ward for clinical learning.
A particular focus of this time is to facilitate the medical students’ exposure to, and
therefore learning about, women experiencing normal birth. During the clinical practice
experience I also facilitate positive interactions and professional relationships between
the midwives on the unit and the medical students, so that the students learn about the

professional role of midwives.

In this role I am making an assumption that I fulfill the criteria of a mentor as “an
experienced and trusted adviser: an experienced person in an institution who trains and

1



counsels new employees or students” (Pearsall, 2002). This mentorship role is unusual
since I take a caseload' of women and while providing care I am accompanied by
medical students and engage them in learning opportunities with the woman and her
family as part of her care-team. I regard this as a model of Interprofessional Education
where
“...members (or students) of two or more professions associated with health or
social care, [engage] in learning with, from and about each other” (Barr,

Koppel, Reeves, Hammick, & Freeth, 2005).

I am not aware that any other medical schools in Australia have established this model
of IPE, although the clinical midwife educator at the Royal Darwin Hospital has
described a slightly different mentoring relationship between midwives and medical
students in her setting (Bull, 2008). She describes her role as supporting and
encouraging midwives to engage in working with medical students; the educational
role of the clinical midwife educator in this setting includes clinical bedside teaching

and tutorials.

Elizabeth Ali, a midwife in the UK, teaches medical students in a simulated setting but
she does not teach in the labour ward. Ali describes how she holds clinical tutorials,
lectures and liaises with other staff for the benefit of medical students undergoing their
labour ward placement (Ali, 2005). Ali sees her role as facilitating multi-disciplinary,
interprofessional education with a particular emphasis on addressing the negative
attitudes of the medical students towards being ‘taught’ by a midwife. Ali (2005) and
Fraser (2006) also found, as I have done that unless the midwife approaches labouring
women personally compared with the student making the approach, they are less likely
to accept a medical student observer (Ali, 2005; Fraser, 2006). In the model of IPE that
I have developed, students and in particular male medical students, are more likely to

be accepted” by women as ‘the midwife’s helper’.

During my mentorship role I have become aware of a level of apprehension, and in

: Caseload in this instance means the provision of intrapartum care for one or two women during an eight to ten hour
shift in labour ward. This is not to be confused with the caseload model of care where a midwife provides care for an
individual woman from the beginning of pregnancy, throughout labour and birth and up to six weeks post partum.

2 Women are asked if they will agree to have a medical student participate in their care in order for the student to
gain clinical experience of childbirth



some medical students, fear of coming to labour ward. This appears to be for two main
reasons. Firstly the labour ward is a high stress environment and secondly because
midwives have a reputation of being "the women from hell" according to a relatively
recent study by two UK researchers (Lemmp & Seale, 2004). It would appear from the
medical student perspective that they are treated poorly with some reporting they are
either ignored or shouted at for ‘being in the way’. I would like to know more about the
students’ expectations and experiences of their time on labour ward in order to better
inform the particular model of IPE we have developed and to explore whether this style

of IPE can break down barriers and enhance interprofessional communication.

Writers in this field appear to assume that IPE can successfully break down barriers and
enhance interprofessional communication (Freeth, Hammick, Reeves, Koppel, & Barr,
2005). There is also an assumption that IPE will ultimately enhance the quality of
patient care and improve safety (Humphris, 2004; McPherson, Headrick, & Moss,
2001). However the effectiveness of IPE is yet to be established despite some studies
having used the most robust research design of the randomised controlled trial

(Thompson, Kinmonth & Stevens et al. 2000 in Barr et al. 2005).

A further assumption concerns the ‘hidden curriculum’ in operation during the medical
student’s participation in a woman’s experience of normal birth. This means “the set of
influences that function at the level of orgnisational structure and culture including, for
example, implicit rules to survive the institution such as customs, rituals and taken for
granted aspects” (Lemmp & Seale, 2004, p770). This exposure, it is thought, will not
only provide a learning experience about how normal labour unfolds, but may also
inspire students to consider a future career in maternity care and to learn how to
communicate and collaborate with another group of health professionals (Brown &
Vause, 2006; Hamilton, 2006; Higham, 2006; Quinliven, Black, Petersen, & Kornman,
2003; Turner, Lambert, Goldacre, & Barlow, 2006).

1.1 Justification for this study

This research is important to undertake for three main reasons that I will discuss below.
The first concerns the establishment of an effective and safe learning environment for

the student. Broadly the other two reasons encompass the (assumed) contribution of
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IPE to patient safety through improved communication, collaboration, teamwork and
trust amongst health professionals; and secondly that IPE may positively influence
workforce issues in obstetrics. The scope of my study is however limited to the first

issue of establishing effective and safe learning environments for students.

1.1.1 Establishing effective learning environments

Effective learning environments include the provision of diverse learning experiences.
An interesting descriptive paper by Leggat (2000) contains a broad definition by
Jayawickramarajah (1987) in which learning experiences are described as both
“planned teaching, learning and communication methods or institutional strategies” and
“incidental experiences encountered” (Leggat, 2000, p288) by the student, in a range of
placements, for example, university, hospital or community. Any teaching and learning
incident that smooths the way for the student to attain specific learning outcomes by
meeting the learning objectives, is a learning experience. Leggat explains this is a
broad definition and includes, as well as the more traditional institutional strategies
such as problem based tutorials, lectures, projects and assignments, more recent
developments such as interactive computer programmes, (e.g., the K2° programme
focusing on fetal wellbeing and interpretation of cardiotocographs) telemedicine and
virtual reality teaching/learning formats. Of note is the finding that Leggat (2000)
makes no mention that the learning experiences can be taught or facilitated by persons
other than doctors. It would appear that in the year 2000, the idea of multi-disciplinary
or interprofessional education had not yet reached the prominence that it now appears

to enjoy.

Midwifery studies examining aspects of IPE include that of Loveridge and Fiander
(2007) who described a UK survey to determine the level of midwives’ involvement in
medical education and how other midwives had approached this. They surveyed the
academic heads of 30 UK medical schools to discover whether midwives were formally
employed to deliver either undergraduate or postgraduate medical education. The
survey had a 90% response rate with 20 schools reporting that they employed midwives

in classroom based undergraduate medical education, with 13 reporting this also

3 Online fetal monitoring training system, University of Plymouth, UK



included postgraduate courses for senior house officers and obstetric consultants. A
second survey was sent to the midwives employed in medical education roles to further
investigate the extent of their role. Twenty-three midwives with an average of 19 years
clinical experience and ranging from a Professor of Midwifery to H and G* grade
midwives with a variety of role titles responded. The midwives reported that they
delivered education in the classroom as well as in clinical settings such as labour
wards. Most saw their role as fostering IPE and teamwork and enabling medical
students to appreciate the role of the midwife and to experience the ‘other side of
obstetrics” where birth was most often ‘normal’. Loveridge (a midwife) and Fiander
(an obstetrician) concluded that their study provided a baseline of the situation in the
UK, reassured Loveridge that she was not alone in her role in a medical school, and
suggested further research was needed in teaching and learning across healthcare

disciplines (Loveridge & Fiander, 2007).

In an ethnographic study of learning in six hospital labour suites in the UK, Fraser
(2006) concurred with Hamilton (2006) in asserting that midwives were the gate
keepers who determined whether or not any student, but in particular, male medical
students gained access to labouring women. Fraser further developed Hamilton’s
understanding by revealing that the ward manager is the role model and leads staff in
supporting — or not- the learning opportunities for students in the unit. Three recurring
themes were revealed in Fraser’s study; role models, positive ward cultures and
positive attitudes, facilitated others to support learning opportunities for students. If the
ward manager set up systems to facilitate learning then staff members were more likely
to support student involvement. Fraser observed that students (midwifery or medical)
were sometimes not welcomed formally, were sometimes not even shown to the tea
room or oriented to the unit and students were left wondering what was acceptable
behaviour in terms of taking breaks, having access to tea or coffee or even whether or
not they were permitted to put their lunch bag in the unit’s refrigerator. On two
occasions, students experienced interprofessional conflict occurring in front of the
labouring woman and, without appropriate support, were left feeling uncomfortable.
Leadership was critical. If the labour ward co-ordinator was respected professionally

and personally, midwives were well supported “...to keep labour normal where

* These grades indicate the experience, responsibilities and salary rates of UK midwives.



possible and medics and midwives worked more like a team and less like a hierarchical
structure” (Fraser, 2006, p200). In these settings students were well supported and were
more likely to use their initiative “...as they were not made to feel silly if they got it

wrong” (Fraser, 2006, p202).

Quinliven (2003), an Australian doctor, acknowledged the work of midwives teaching
medical students in a study involving both parties. Her paper was one of the first to
state that midwives have always been involved in the education of medical students,
and that this work has been to a large extent, unrecognised. Quinliven surveyed
midwives and medical students to determine the extent of midwives’ knowledge of the
medical student learning objectives when on labour ward and discovered they knew
very little. She also reported that despite very few midwives having formal
qualifications in teaching or adult education they were key teachers of medical
students. Clearly, according to Quinliven, midwives are involved in providing IPE in

their work with medical students.

IPE recognises the need for the development of competencies for collaboration and
communication (including teaching/learning skills and strategies) between midwives,
nurses and doctors (Armitage, Pitt, & Jinks, 2008; Crofts, et al., 2007; Jung, Salvatori,
& Martin, 2006; Reeves, Goldman, & Oandasan, 2007). It has however, been
recognised that the teaching style of some doctors and midwives needs to be improved
(Lemmp & Seale, 2004). The most complained about and feared teaching style was that
of the medical consultant who adopted techniques of humiliation; a major source of

stress in medical students (Firth, 1986).

One early UK study reported that levels of stress, skills and sensibilities of both nurses
and medical students were improved when they were brought together in structured
learning groups in a minor surgery skills course (Nestel, Kneebone, & Martin, 2004).
Both groups gained an improved understanding of the others professional role and
reported enjoying the experience, with a subsequent reduction in their anxiety around

learning.



Mixed medical and midwifery teaching was also well received in a Scottish study about
care of women in labour (Mires, Williams, Harden, et al., 1999). All 3m year medical
students and 1* year midwifery students participated in a structured two week program
which included joint lectures, problem based learning sessions, clinical skills training
and a two hour integrated teaching/learning session that encouraged students to interact
around clinical problems and professional issues. The course was taught jointly by
medical and midwifery tutors. The majority of students rated the program as “ ...the
same or [a] more useful learning activity than other learning programs in their curricula
[and] 91% of midwifery students and 81% of medical students felt that multi-
professional teaching should be introduced in other parts of their course” (Mires,

Williams, Harden, et al., 1999, p284).

These studies provide evidence that developing effective learning environments is a
key aspect of improving learning experiences and reducing student anxiety.
Interprofessional education strategies are one way of addressing this issue. My
proposed study is therefore justified as it will make a contribution to this body of
knowledge. The next section examines a further important component of my study that
adds further weight to this justification, that is the issue of the relationship between

collaborative practice and safety.

1.1.2 Safety of clinical practice

Over three decades ago in the UK, the death of a young girl from abuse and neglect
identified the need for vigorous pursuit of greater collaboration between health care
workers (Barr, 2002). Health visitors, social workers, community nurses and their
colleagues discovered a plethora of professionals had been involved in the care of
seven year old Maria Colwell. They found communication between them was either
non existent or so poor that her death prompted the call for a national public inquiry.
One of the consequences of the inquiry was the identification of the lack of co-
operation and communication between professional groups, and this was an important
factor in bringing about the call for what came to be termed Interprofessional
Education (IPE) and Interdisciplinary Collaboration. It was proposed that providing
joint education programs for diverse professional groups would enhance their

understanding of each other’s scope of practice, improve appreciation for each other’s
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expertise and enhance collaborative relationships and communication between the
professions. The result was anticipated to be increased safety for those accessing our

health care systems.

Safety is an issue of great concern in maternity care where essentially well women are
undergoing a normal life process. Medical and midwifery professionals aim to ensure
that women and their babies are safely supported through this life process and that
women come through it enabled to carry out the challenges of new motherhood. There
is a wealth of evidence that current teamwork and collaboration among health
professionals working in maternity care is often not achieved and arguably, women and

their infants suffer (Douglas, Robinson, & Fahy, 2001; Lewis & Drife, 2001).

Emphasising collaboration between health professionals is a comparatively new
approach to improving safety in health care that has gained worldwide prominence in
health policy (Meads & Ashcroft, 2005; Whitehead, 2007). However it has taken a
considerable length of time to come of age, during which certain catastrophic events
have occurred in developed countries as a result of the failure of health agencies to
have in place systems that enable professionals to collaborate (Conway, 2008; Rice
Simpson, James & Knox, 2006; Joint Commission on Accreditation of Healthcare

Organizations 2004).

In Australia, the Final Report of the Special Commission of Inquiry: Acute Care
Services in NSW Public Hospitals (Garling, 2008)-known as the Garling Inquiry, came
about in response in particular, to the death in 2008, of Vanessa Anderson, a 16 year
old girl admitted to hospital following a head injury from a golf ball. In the case of
Vanessa Anderson the coroner observed, “...there is little doubt that the New South
Wales health system, while certainly staffed by dedicated professionals, is labouring
under increased demands and expectations from the general public - unfortunately, the
same issues are invariably identified: not enough doctors, not enough nurses,
inexperienced staff, poor communication poor record keeping and poor management”
(Garling, 2008, p48). The coroner noted that these were systemic problems that have
existed for a number of years and that “It is almost impossible to avoid comment on the

unfortunate repetition of the same systemic problems that continue to surface (Garling,



2008, p6). The tide however is turning. These tragic cases may not have happened in
vain. Collaboration is now seen as a must in all areas of health to avert tragedies such
as the one mentioned above. If collaboration is the ‘forest floor’ from which all else
grows, education is always there coming along with its own ‘seeds’ for sowing.
Interprofessional education therefore potentially provides a way of improving

collaboration.

In a recently published qualitative study in which she reports on (amongst other things)
research aimed at finding ways to promote more effective interprofessional interaction
from the perspective of doctors and midwives, Hastie (Hastie 2008) alludes to the ‘turf
war’ (Hastie, 2008 p1) which continues between doctors and midwives, and advances
the theory that these two groups of health care professionals view collaboration very
differently. This finding concurs with Krogstad and colleagues (Krogstad, Hofoss, &
Hjortdahl, 2004) who found that doctor’s ideas of cooperation meant nurses assist and
carry out orders without fuss. On the other hand, nurses feel that collaboration occurs
when they are listened to respectfully and are active participants in the decision-making

and treatment planning for patients (Zwarenstein & Bryant, 2004 ).

One way to approach collaboration and teamwork is through models of education
where students learn about teamwork in the classroom, but this ‘uni-professional’
model of education has been criticized as inadequate (Freeth, et al., 2005). A more
preferable approach is to engage students in a collaborative education model where
professionals from different groups work together in education and practice settings in
what is known now as interprofessional education (Barr, 2002; Freeth, et al., 2005;

Jung, et al., 2006; Nestel, et al., 2004; Reeves, et al., 2007).

Centuries of animosity between midwives and obstetricians (articulated in many
historical reviews of childbirth and revealed in more recent national and international
studies of birthing services) have led to an underlying current of lack of trust between
the two professional groups (Donnison, 1976; Douglas, et al., 2001; Ehrenreich &
English, 1979; Hastie 2008; Lewis & Drife, 2001; Australian Maternity Services
Review, 2009). Lack of trust leads to impaired communication between two

professional groups charged with the responsibility for the delivery of safe maternity



care, thus placing mothers and babies at risk. This has been articulated in North
American literature that points to the death of mothers and babies as a result of
communication breakdown between doctors and nurses (Rice Simpson, James, &
Knox, 2006; Rice Simpson & Knox, 2001). In the UK, the numerous confidential
enquiries into maternal deaths also cite the lack of teamwork and communication and
boundaries between midwives and doctors as factors that increase risk for the wellbeing
of mothers (Cullen, Fraser, & Symonds, 2003; Lewis & Drife, 2001). In Western
Australia, an inquiry into the safety and quality of maternity services at King Edward
Hospital also revealed a lack of communication, teamwork and trust between midwives
and obstetricians as key factors in increasing risk for women and babies (Douglas, et

al., 2001).

Strategies need to be explored that will overcome the lack of trust between the two
professions and enhance communication and thereby safety for mothers and babies.

A range of research evidence suggests that IPE is one way to improve communication
and trust (Barr, 2002). One innovative educational practice established in some centres
around the world is to have midwives involved in the education of medical students.
This has taken the form of conjoint classroom education in some instances (Cullen, et
al., 2003) and in others involves the midwifery mentorship of medical students during

their clinical placements in labour wards (Quinliven, et al., 2003).

There has been little research undertaken to date to examine whether the midwifery
mentored clinical experience improves communication and enhances trust between the
two groups and according to Brodie, trust is ‘the defining element’ in any human
relationship, (Brodie, 2003). The study undertaken in this thesis will add new
information to address that gap in knowledge and therefore ultimately contribute to
increasing our understanding of the contribution of IPE to patient safety (Krogstad, et

al., 2004). The next section explores the final element of the justification for my study.

1.1.3 Workforce planning issues

The final element that contributes to the justification for my study is that of workforce
planning. There is concern expressed by the colleges of obstetrics and gynaecology in

several countries regarding the decreasing numbers of medical graduates choosing to
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work in maternity care (Brown & Vause, 2006; Higham, 2006). Numbers of reasons
have been cited such as unsociable hours, litigation and bullying but some include
medical students’ ratings of their clinical experiences in maternity care as unsupportive
and anxiety provoking (Hamilton, 2006). With literature citing only 0.2% (Hamilton,
2006, p112) of newly qualified doctors choosing obstetrics as a career, it is timely that
more attention was paid to this issue and strategies such as effective IPE and increasing
the role of midwives in the educational preparation of doctors, were explored to inspire

medical students to consider obstetrics as a desirable career (Hamilton, 2006).

1.2 Summary

This opening chapter has revealed the background to my study that arose out of my role
as a midwife mentor to medical students in labour ward and the identification of their
levels of anxiety. In addition, the chapter has revealed some of the many reasons why
exploring the issue of IPE in the education of maternity care professionals is an
important topic to pursue. Improving safety in maternity care through addressing the
issue of poor communication and trust between professionals involved in women’s care
is an issue faced by every health service in Australia, as elsewhere. Focusing on the
educational experience of medical students studying childbirth can add new knowledge
and understanding to the complex interrelated picture of maternity care. Anxious
medical students who are fearful of midwives and fearful of their labour ward clinical
placement may not enjoy learning about childbirth and may develop an attitude of
mistrust of a group of health professionals that they may carry with them for the rest of
their medical career. There is some emerging research evidence that the issue of trust
between professional groups is key to safe maternity care. Interprofessional education
offers some hope that there are techniques available that will address the issue of
mistrust through improving communication and collaboration between professional
groups. We also need to develop an enthusiastic workforce of skilled medical,
obstetrically trained professionals who have a clear understanding of and respect for the
complementary roles of midwives and doctors in the care of childbearing women.
Well-supported medical students who enjoy their educational experience in maternity

care are more likely to emerge with a positive regard for pursuing obstetrics as a career.
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1.3 Structure of the thesis

In Chapter two I explore the large body of research literature on the topic of
interprofessional education. The three key findings emerging from this review are that
there is increasing evidence that IPE is an effective educational model for health care
professionals; that IPE is a growing global movement, but also that the implementation
and dissemination of IPE is challenging. The chapter also provides an examination of
the relationship between learning and anxiety which reveals why I have focussed on

anxiety as the primary outcome measure in my study of IPE and medical students.

Chapter three outlines the design of the study, the data collection tools, the ethical
issues | have considered and the method of data analysis. It also provides a detailed
discussion of the piloting of the survey administration process, the data entry and the
analysis. While a randomised controlled trial of the IPE intervention was the preferred
study design, 1 provide an explanation of why this was not possible and a quasi-

experimental design was ultimately undertaken.

The results of the study are presented in Chapter four which reveals that the IPE
intervention was able to significantly reduce medical student anxiety. Additional
findings reveal the expectations of this group of medical students when about to

undertake their clinical rotation to a labour ward.

Chapter five provides a discussion of the results of the study and the implications for
education and practice; explores the limitations of this study design and proposes
further research that needs to be undertaken in this area. The study is concluded in this
chapter with an examination of the current and often reluctant role of midwives in the
education of all students, but of medical students in particular. This chapter challenges
midwives to reconsider the potential changes to maternity service outcomes that could
occur if a well supported, skilled and wise midwifery workforce enthusiastically

embraced the education of all healthcare students.
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Chapter 2: Interprofessional Education and Student Anxiety

2.0 Introduction

This chapter is divided into two sections. In the first section I examine the way that the
effectiveness of models of Interprofessional Education has been researched. I have used
this examination of the research to inform the design of my own study by taking notice
of the critique and recommendations from various studies and systematic reviews. The
seminal work of Professor Hugh Barr and his colleagues features largely in this part of
the chapter since this group is widely considered to be most responsible for the
promotion of the concept of IPE (Barr, 2002; Barr, et al., 2005; Freeth, et al., 2005;
Meads & Ashcroft, 2005). The chapter considers the hypothesised link between the
preparation of undergraduate health professionals using an IPE approach and improved
patient outcomes. The second section of the chapter considers what it is about
undergraduate IPE that might make a difference to future health professional practice
by examining the relationship between learning and anxiety. This section provides the

rationale for selecting student anxiety as the primary outcome in this study.

2.1 SECTION 1

2.1.1 Interprofessional education — a global movement

IPE is now a global movement in health as relationships between healthcare providers
have been identified as the key to improving patient safety and community wellbeing.
Successful patient care has become redefined as the sum of professional collaborations
in which governance (hospital or institution) mechanisms seek to harness the
complexity of different contributions made by a range of doctors, nurses, midwives and
other health professionals (Meads, 2006). In developing countries, the workforce is
now perceived as ‘teams of people’ rather than ‘professional tribes’ and this is clearly

also an IPE goal for the resource-rich, developed world (Meads, 2006).

13



Since Interprofessional Education was first mooted 30 years ago, it has gained
momentum concerning itself with primary care’ (Meads, 2006) and primary health
care® although it should be acknowledged that there is some confusion between the two
approaches.” Primary health care is more aptly the home of IPE since it involves
multidisciplinary teams (Brodie, 2003). IPE exists in many names and guises, with
nomenclature including collaboration, cooperation; communication; partnerships,
interprofessional teamwork; interdisciplinary and multidisciplinary, to name a few
examples. The proponents of IPE are professional groups such as social workers
(Meads & Ashcroft, 2005) nurses, doctors and midwives who want to make

collaboration work for the improved wellbeing of ‘the patient’.

In a book that romps across six continents, visiting 33 countries in 34 months, Meads
(2006) tells a thrilling story using qualitative research that brings cohesion and clarity
to his clarion call for IPE. Meads uses primary health care in all its guises to provide
the foundation upon which to proselytise about the potential utility of IPE. Many
aspects of interprofessional education and collaboration are outside of the scope of this
chapter; suffice to say that from the World Bank, the World Health Organization and
United Nations Educational and Scientific and Cultural Organisation (UNESCO) down,
there exists a strong and growing movement in health, calling for practices exemplified
by ‘inter-professionalism’ with its agenda of breaking down hierarchies. All of the
countries Meads visits recognise that health improvement calls for partnership, and the
partnerships are usually made up of three components: policy: made and mandated by
government - usually in response to economic and social trends; practice: consisting of
nurses, midwives, doctors and other health providers, and education: which not only

responds, but also initiates change and acts as a change agent in its own right. For the

*Primary care is often used interchangeably with primary medical care as its focus is on clinical services provided
predominantly by GPs, as well as by practice nurses, primary/community health care nurses, early childhood nurses
and community pharmacists (retrieved 24/10/09 from www.phcconnect.edu.au/defining_primary_health_care.htm).

¢ Primary health care incorporates primary care, but has a broader focus through providing a comprehensive range
of generalist services by multidisciplinary teams that include not only GPs and nurses but also allied health
professionals other health workers and families, PHC services also operate at the level of communities (retrieved
24/10/09 from www.phcconnect.edu.aw/defining_primary_health _care.htm).

7 The significance of this debate lies in the possible confusion between these two approaches; different people may
mean vastly different kinds of health care and yet both are known as primary health care. In addition, the actual
services provided by selective or comprehensive PHC may not differ greatly in practice; it is therefore important to
identify the underlying values of any primary health care service as it is these which will determine the nature and
overall aims of the service (retrieved 24/10/09 from www.phcconnect.edu.au/defining_primary health_care.htm).
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purposes of my research study, I will focus on the idea that education can initiate
change towards preparing health professionals who have an improved understanding of
the diverse benefits of inter-professional practice for both the recipients and providers

of healthcare.

IPE activities are also an integral part of the Australian health education landscape. An
Australian midwifery leader, Brodie (2003) who is a strong advocate of IPE, has
recently led a successful collaboration between the obstetric and midwifery
professional colleges in Australia to establish a conjoint national conference called
‘Breathing New Life Into Maternity Care® which aims to promote and improve
interprofessional collaboration including IPE. Brodie is also engaged in current IPE
research with an interprofessional team of health and education academics from a range
of disciplines under the acronym of L-TIPP; Learning and Teaching for
Interprofessional Practice (L-TIPP, 2008). L-Tipp is a national development and
scoping project that aims to increase the capacity of the higher education sector to
graduate health professionals who have acquired well developed interprofessional
learning and interprofessional practice capabilities. Interprofessional practice
capabilities have been identified as essential for effective, safe and sustainable

healthcare (L-TIPP, 2008).

2.1.2 The link between undergraduate IPE and health outcomes

A whole industry has arisen around IPE in health with the raison d’étre, the patient, at
the forefront of all endeavours. An example of this is revealed in a recent paper by
Canadians, D’Amour and Oandason (2005), in putting forward what they regard as
their new concept called "...Interprofessional Education for Collaborative Patient -
centred Practice” (p10). The key point made in this and a subsequent paper is that it is
“...necessary to make a distinction between educational initiatives to enhance learner
outcomes and collaborative practice to enhance patient outcomes” (D'Amour &
Oandason, 2005, p11; Oandason & Reeves, 2005). This also describes the two related

but distinct aspects of IPE research endeavours. There are in fact two bodies of

8 Retrieved on 17" Jan 2010 from http://www.breathingnewlife.remark.com.au
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literature and most i1s focused on whether IPE activities with already registered and
practising health professionals achieves enhanced patient outcomes. Far less recent
research considers whether IPE enhances learner outcomes and even less considers
how IPE for undergraduates might ultimately influence health outcomes in patients.
This is an important issue to consider. My study will not be able to assess patient
outcomes as it focuses on IPE in the undergraduate education of one group of future
health professionals who are part of the healthcare team. To assess the impact of
undergraduate education programmes that take an IPE approach, on patients, would
require longitudinal studies that have not yet been attempted in the IPE research field
and are certainly beyond the scope of a Masters (Honours) research project. The link
between IPE approaches to undergraduate education and improved patient outcomes
must remain a hypothetical link for the time being. My study sits within a framework of
research in this area that will begin to increase our understanding of the impact of IPE
on undergraduate learners. Once this has been established then future research will be
able to explore the hypothesised link between enhanced undergraduate learner

outcomes on patient outcomes.

These concepts of IPE and learner outcomes as well as IPE and patient outcomes

informed my search of the literature.

2.1.3 Searching the literature

Interdisciplinary, multidisciplinary, intercollaborative, interprofessional, cross-
disciplinary, transdisciplinary; all address a similar concept. This provides a challenge
for the student of research endeavoring to undertake a literature search, since the search
terms must include many alternatives. Therefore my literature search was undertaken
using the search terms; “midwives and medical students’, “medical students and
midwives”, “collaboration between nurses and doctors”, “interprofessional education”,
“interdisciplinary education”, IPE and learning outcomes, and patient/client outcomes;
and the databases of CINAHL, Pubmed, Medline, MIDIRS, OVID, Psychlit, and the
Cochrane Database of Systematic Reviews. Initially by only using the narrow terms
“midwives and medical students” and their reverse, I located 80 relevant references, but

in subsequent searches using the broader terms “interprofessional education” or

“interdisciplinary education” I located many further studies. My initial focus was on
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