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Abstract

Students in diverse health programs taught separately from each other with a focus
RQ SURIHVVLRQ MPVSHFLILFY FRQWHQW UDWKHU WKDQ FR
promotes dimited understandingf and respect forhe collaborativerole of different
health professionals whemdertakingreatment planning angatientcentred carerhis
may result in oral health graduates educated within a uniprofessional context becoming
ill -prepared to manage patients with complex conditions that require collaboration with
different oral health professionals (OHPs) through a tbased patientented
approach.

As the potential value of interprofessional education (iBEjrongly advocated in
the literature, the Griffith University School of Dentistry and Oral Health (DOH)
introducedhe interprofessionaéamsbased treatment planning (TBTP) pess in 2009
to address these educational challenges and facilitate IPE. The TBTP process
incorporated student practice teams and an expansion of peer learning through
collaborationbetween students enrolledtimree different oral health programs, namely
dentistry, dental technology and oral health thertipyas perceivethat shared learning,
understanding of complementary knowledge, collaborative participation in managing
SDWLHQW FDUH DQG KDYLQJ NQRZOH @drelallhbtesSaryFW IRU H'
to improve communication and teamwork skills in aguealification contexin readiness
for cdlaborativeoral healthpractice

However, a systematic evaluation of the TBTP process, its contribution to student
clinical learning and experiencesd whether those experiences contributed to advancing
interprofessional competencies and capabildateBOH has not been conducted siitse
commencementThis thesis documents an evaluation that researthedattitudes,
perceptions and experiences of students, clinical teaching staff, patients and newly

graduated OHPs involved with the TBTP process at @tdeen 2012 and 2015he



evaludion framework proposed in this researchasug¢ KH ILUVW WKUHH OHYHOV R
expanded typology of learner outcomes for educational interventisns feedback
processThe levels includstudent reaction to the learning experience suaxcasinge
in attitude towards interprofessional practiceguaisition of knowledge/skillsvhich
incorporatesollaborative oral health learning experienaes behavioural change

This study employed a med methodology primarily quantitative supplemented
by a qualitative approacithere data were collected prospectively and annually at similar
points in time between 2012 and r#815.The first phasef this studydeveloged,and
pilot tesed instrumentdo collectrelevant information from the cohorts included in the
study and conducted @sychometric evaluatioonf the student survey testablishits
validity and reliability. The second phase prospectively cobectdata utilising
instruments specific foeach of these cohorts. Quantitative and qualitative analyses of
collected data and an interpretation of the results were then employed to #mswer
researchquestion: MVhat is the impact ohierprofessional student tedmased processes
based on best practice principles, on attitudes, perceptions and experiences of students,
clinical teaching staff, patients andwly graduated OHPs affiliated with DOM

A triangulation of dataletermined the amount of convergence i study results
therebyenhaning confidence in the findings and the research methodasdpeingvell
developed, comprehensive and robugte results suggeshat students had positive
attitudes towards shared learning as indicated by their willingness to share tidorma
about patients with students in other oral health programs and engage in collaborative
discussions to arrive at mutually agreed decisions about treatment plans within a team
environment. The TBTP process was identified as a supportive environmerg wher
interprofessional clinical learning and experience was gained. It was perceived that
effective supervision in this context facilitated collaborative treatment planning and

teamwork skills, positive opinions of other OHPs, enhanced communication with



colleagues and an improved understanding of clinical problems where students engaged
in patientcentred collaborative care. New graduates noted that their behaviour became
more respectful towards other OHPs as indicated through improved communication and
by efIHFWLYHO\ FRQWULEXWLQJ DV SDUWhaRddbartS DWLHQW TV 1
Interprofessional shared learning alone had a large predictive effect and correlated
VWURQJO\ DQG VLJQLILFDQWO\ ZLWK VWXGHQWVY LQW
experiaces. The effect that chance, selection bias, measurement bias and confounding
may have had on findings were considered and outcomes attributed to students were
found to possess internal validity. Findings from clinical teaching staff were deemed valid
andreliable within DOH, and information collected from other cohorts was considered
innovative and provided meaning to help answer the research question. Through the
TBTP process students acquired several interprofessional competencies and capabilities
thatincluded an understanding obles and interprofessional valyesterprofessional
communicatiorincluding collaborative decisiomakingandan ability to recognise and
resolve conflict, andeamworkabilities relevant towards providirtgambasedpatient
centredcare.
This research provides valuable information for accrediting authorities and oral
health educational providers seeking to incorporate interprofessionabtesed clinical
oral health education within their curricula to improve program outso®@ategies to
guide a more efficient and effective interprofessional model of clirocal health
educationat DOH have been proposed in this thesscdtnmendations have also been
made for further research opportunitibeth nationally and internationallyg improve
an understandin@f the educationaheedsof oral health studentand graduates to better
equp HGXFDWLRQDO |DFL O L WihterpolasSortal Sitidallaarhing/aNd G H Q W V

experienceeflective of best practice clinical oral health education.
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Glossary of Terms

Capability: s not just about skills and knowledge. Taking effective and appropriate
action within unfamiliar and changing circumstances involves judgments, valusslfthe
confidence to take risks and a commitment to learn from the expefien&WHSKHQVRQ
1992, p. 3)

Course: A unit of studyor whatwas previouslytermed uV XEMH FW Vffcodseg HU L HV
makesup aprogramof study.

Curriculum: Overarting termfor all thoseaspectf educaton that contributdo the
experiencef learning;aims, content, modef delivery,assessent, and so ofFreethet
a. 2005,p. 40).

Competency: This encompasses the ongoing development of an integrated set of
knowledge, skills, attitudes, and judgments enabling one to effectively perform the
activities required in a given occupation or function to the standards expected in knowing
how to be in vaous and complex environments and situations (McNair 200d&sh et

al. 2009.

Dental assistant: Non-registered health practitioner whsupports the provision of
clinical dental care by preparing patients and assisting dentists, dental specialists, denta
hygienists, therapists and oral health therapists in providing care and treatment. They may
also carry out reception and administration and, with additional traiaregalso able to

take xrays and provide oral health education

Dental hygienist: Regstered health practitioner who educates the community in the
principles of preventive dentistry and motivates individuals to take responsibility for their
own oral health; performs a restricted range of clinical services and works under the
direction of adentist, who is responsible for patient diagnosis and prescribes the treatment
to be carried out by the hygienist

Dental prosthetist: Registered health practitioner who is responsible for construction and
fitting of dentures and sporting mouthguards;intens, repairs and relines dentures
either by direct consultation with a patient or by referral from a dentist.

Dental technician: Non-registered health practitioner who constructs and repairs
dentures and other dental appliances, workiongely with a dentist or dental prosthetist
and usually having limited patient contact (except for shade taking)

Dental therapist: Registered health practitioner who undertakes promotion of oral health
and dental health education; performs a restrictadge of clinical services,
predominantly on scho@ged children.

Dentist: Registered health practitioner who provides a range of preventive, diagnostic
and restorative dental services.

Evaluation: s used to describe the processes of systematic gajleerd interpretation
of evidence, enabling judgement of effectiveness and value, and promoting improvement.
Many evaluations have both formative and summative stifRcesethetal. 2005,p. xiv).

Formative assessment:pf learning takes place during the educational initiative and its
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main purpose is to provide feedback to the learner of their profjfesethetal. 2005,
p. Xiv).

Interprofe ssionality: fhe development of a cohesive practice betwgeriessionals

from different disciplines. It is the process by which professionals reflect on and develop
ways of pracsing that provides an integrated and cohesive answer to the needs of the
client/family/populatiorf{D'Amour & Oandasan 2005, 8).

Int erprofessional education: those occasions when two or more professions learn with,
from and about each other to improve collaboration and the quality of Itésean
initiative to secure interprofessional learning and promote gains through interadessi
collaboration in professional practifi&reethetal. 2005,p. xv).

Interprofe ssional learning: pLVY OHDUQLQJ DULVLQJ IURP LQWHUDFWL
studentspf two or more professions. This may be a produnttefprofessional education

or may happen spontaneously in the workplace or in education séffngsthet al.

2005,p. xv).

Interprofe ssional practice: Refers toa collaborative practice which occurs when
healthcare providers work with people framithin their own profession, with people
outside their profession and with patients and their fam{lamadian Institute Health
Collaborative 2010)

Intraprofessional educatiorn In this thesis this termefers to education that occurs when

two or more disciplines within the same profession are engaged in learning together and
subsequently collaborate in the workplace. Within the Australianadenbfession,
disciplines include general dentists and 13tde specialties who are all registered
dentists.

Mutiprofessional education: s when members (or student$¥wo or more professions
learn alongside one another: in other words, parallel rather than interactive |€arning
(Freethetal. 2005,p. xv).

Oral health: Refers toa state of being free from chronic mouth and facial pain, oral and

throat cancer, oral infection and sores, periodontal (gum) disease, tooth decay, tooth loss,
DQG RWKHU GLVHDVHY DQG GLVRUG iU Yiting,kecbewin@ LPLW DQ
smiling, speaking, and psychosocial wellbgiRgtersen & WHO Oral Health Programme

2003)

Oral Health Professionals:In Australia the collaborative ordlealthteam comprises
severaprofessionals who arequired to be registered to practise and some not required
to be registered. Registered professiomatiide ental therapist, dental hygienist oral
health therapists, dental prosthetists, and specialist dentistsrifgoglontists) Non-registered
professionals include dental technicians and dental assigastslian Dental Council 2016a;
Australian Dental Council 2016b; Australian Dental Council 2016c; Willis, Reynolds & Keleher
2016)

Patient-centred care: fo display cultural and sociaV HQVLWLYLW\ UHVSHFW IR
differences and autonomy, to diagnose, relieve pain and suffering in an empathic and kind
manner, to coordinate continuous care, advocate disease prevention and promote a
healthy lifestyle in a holistic approach to thdiindual patient as well as the commurfity

(Australian Dental Council 20164, p. 7; Australian Dental Council 2016b, p. 7; Australian
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Dental Council 2016c, p. 7)

Program: Thistermis known inthisthesisas aprogramof study, for exanple: Bachelor
of OralHealthin Dental TechnologyA programof studyis madeup of aserieof courses.

Referral: jnvolves one practitioner sending a patient or client to obtain an opinion or
treatment from another practitioner. Referral usuadlyolves the transfer (in part) of
responsibility for the care of the patient or client, usually for a defined time and a
SDUWLFXODU SXUSRVH VXFK DV FDUH WKDW LV RXWVLGHI
scope of practic§(Australian Dental Cournic2016a, p. 7; Australian Dental Council

2016b, p. 7; Australian Dental Council 2016c, p. 7)

Stakeholders:In thisresearch stakeholdarglude:government and funding agencies,
educatiorproviders professionabssociations, accreditiragithorities Griffith University
teaching staffparticularly DOH clinical teaching staff§riffith University alumni, oral
health studentandgraduatesandthoseinterestedin programdevelopnent.

Summative assessment:pf learning takes place #te end of the educational initiative

and its main purpose is to provide evidence, often for award purposes, of the changes in
the knowledge and skills of the learner as a result of the initi§ffveethetal. 2005,p.

XVi).

Teamwork: s the process kereby a group of people, with a common goal, work
together, often, but not necessarily, to increase the efficiency of the task iff Freesdth
etal. 2005,p. xvi).

Triangulation: s a technique for checking the integrity awgbhistication of evaluation
findings by examining data and interpretations from more than one vantage point. This
may mean using more than one: evaluator, data collection method, data source, theoretical
perspective, time point, or a combination of thégere trustworthy, comprehensive and
complex insights should resdlt ) U EtEIVRAO5,p. xvii).

Uniprofessional education: i members (or students) of a single profession learning
together(Freethetal. 2005,p. xvii).
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ANOVA
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BEME
CAIPE
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Chapter 1

Background and Thesis Structure

1.1 Background

Health professionals engaged in interprofessional practice ifie&)patient needs
better by reducing fragmentation of health services that improves health outcomes in both
acute and primary health care settifgeeeth 2001; Zwarenstein, Goldman & Reeves
2009; Health Force Ontario 2010; World Health Organization 2Bfifiges et al. 2011,
Reeves et al. 2013; van Dongen et al. 201®erprofessional practice refers to the
collaboration of health professionals from different disciplines working in teams in both
clinical and norclinical settings. Each discipline makesmplementary contributions to
patientcentred care by cooperatively and collaboratively managing complex practice
situations from a different perspectifteeathard 1994; World Health Organization 2006;
World Health Organization 2010; The Interprofessi@iairiculum Renewal Consortium
Australia 2013)Patientcentred careefers tocarethat is respectful and responsive to the
needs, preferences and valuepatients(Australian Commission on Safety and Quality
in Healthcare 2010@nd is considered, in msl instances, to require more than the
competencies contained within the scope of practice of any one prof@éssitiute of
Medicine 2001; D'Amour & Oandasan 2005; Gilbert 2005a; Herpert 2005)

Interprofessional education (IPE) within health disciplines has been proposed to
advance patiententred caréFreeth et al. 2005; Barr & Ross 2006; Boyce et al. 2009;
Wilhelmsson et al. 2009; World Health Organization 2010; Rogers 2011; Gilbert 2014;
Pateno & OpinaTan 2014; Anderson, Smith & Hammick 2016; Grymonpre 20A6)
there are anumber ofdefinitions of IPE,this thesis will adopt the widelgccepted

definition from the Centre for the Advancement of Interprofessional Education (CAIPE)



to ensure larity, namely those occasions when two or more professions learn with, from
and about each other to improve collaboration and the quality of(&e et al. 2005,
p. xvii; Freeth et al. 2005, p. xv)

In Australia, oral health professionals (OHPSs) ulie dentists, dental technicians
(DTs), dental prosthetists (DPs), dental therapists, dental hygienists and oral health
therapists (OHTs). As members of the oral health care team these professionals
collaborate and engage in direct or indirect patientamiro improve access to care,
provide safe delivery of orahealth care,optimise patient outcomes andnprove
SURYLGHUVY MRE VDWLYVIDFWAwaréns2i@, GoldiRdn N:.| Régwesi U H W H C
2009; Health Force Ontario 2010; Reeves et al. 2BW8tralian Dental Council 2016a;
Australian Dental Council 2016b; Australian Dental Council 2018part from DTs, all
other members of the oral health care team undertake clinical education before being
eligible to register for professional practice. Tdés an expectation from Australian
accrediting authorities that newly graduated OHRwlerstand the importance of
interprofessional approaches to health em@ competendj;Australian Dental Council
2016¢c; Australian Dental Council 2016a; Australiannf2é Council 2016b) It is
contended that teatmased IPE, embedded within clinical oral health education curricula,
promotes collaborative experiences when providing oral health care and contributes
towards advancing interprofessional competencies, cépebdnd patiententred care.

This thesis explores how tedmased IPE processes impact perceptionfs
interprofessional oral health learning and practice, and whether these experiences

contribute to advancing interprofessional competencies and cagabiliti

1.2 Thesis Structure
This thesis commences with a brief background of the structure, as well as a short
overview of each chapter.

The relevant literature defimy and discudgag the conduct of IPE and clinical
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education is examined in Chapter 2. Enalded barriers impacting on both concepts are
identified and the elements comprising best practice clinical education, particularly from
the IPE perspective, are explored. The chapter conclwitbsa brief outline ofthe
different oral health professionia Australia, their education requirements and how
collaboration occurs in oral health to help deliver optimal health outcomes.

A framework to evaluate teatvased IPE embedded within university clinical oral
healtheducationcurricula is proposed in Chapter 3. The framework identifies enablers
that are both within and outside the control of universities that impact on both ugiversi
teambased IPE and clinical oral health education. The rationale for educational reform
is discussed and the educational curricula atzh#fith University School of Dentistry
and Oral HealthkDOH) explained A full description of ateambasedmodel d IPE
introduced at DOH and the rationale for evaluatiig model is discussed. In conclusion,
the research question, study objectives and significance of the evaluation study are
disclosed.

The methodology employed to answer the research questiortigddsn Chapter
4. An overview of evaluation models precedes a discourse on the study design which
includes a description of the setting, study population, recruitment of subjects and ethical
implications. The development of valid and reliable instrushemtollect data is outlined
and the different methods by which data were collected from several study cohorts are
discussedThe statistical analysis of both quantitative and qualitative data to address each
of the study objectives is then explained.

The results chapter follows by describing outcomes from the statistical analyses. An
overview of the representativeness and participation rate for each of the cohorts at DOH
is presented. Next, results are systematically reported according to each ofdthe stu
objectives. The attitudes/perceptions/experiences from all cohorts are reported in relation

to teambased IPE and are presented in both quantitative and qualitative format according



to the method of data collection. Factors extracted from a publisheghqusetric
evaluation of the student survégtorrs et al. 2015see Appendix A) form the basis of a
hierarchical multiple regression to determine relationships and the predictive effect of
perceptions aboueantbasedPE on student clinical learning amkperiences, including
attainment of competencies/capabilities, that are indicativestf practice clinical oral
health educatiomt DOH. Where relationships are identifiedth crude and adjusted
correlation analyseascertain the strength arsignificance of those associations. A
similar correlation analysis of data from the clinical teaching survey is reported and
together they complement other findings reported in this chapter

A detailed discussion of the study results in relation to thie&tan framework and
modifications to the teathased IPE model over time is then provided in Chapter 6. The
impact of study limitations with respectttoe validity and reliability of study resulése
examined andesults are compared with the literatuketriangulation of data collected
from several sources through different methedsresented to enhance confidence in the
study outcomes and answer the research question

The final chapter makes recommendations that are both within and outside the
control of the university and describe opportunities for further research to improve and

facilitate an effective and efficient model of IPEcimical oral health education.



Chapter 2

Literature Review

2.1 Approach to the Literature Review

A systamatic literaturereviewwasconduded toidentify peerreviewedpapersand
grey literaturefrom several sourcesTheseincluded but were not limited toacademic
institutions, government health  services professional associations and
accreditatiofregulation authorities; in addition to monographs discussiiRE,
interprofessional learning (IPL), IR#hd clinical education. THeeraturesearchwas not
restrictedto the field of oral healthand was ongoing from 201Lintil this thesis was
completedm 2010.

Health, social science and education databésatsjust those focussing on oral
health, medicine and nursing disciplines) suchedline, CINAHL, Informit, ProQuest,
Dentistry andOral Sciences and Web of Science were used to search key terms and
combinations of the following key words: professionalism, dentistry, dental technology,
oral health therapy, oral therapist, hygienist, dental technician, dentist, prosthetist, dental,
shaed learning, students, interprofessional, education/learning/training,
multiprofesional education/traning, interdisciplinary learning/teaching, curriculon,
evaluation,models,measures, scalestean, teamwork,collaboration,interdisciplinary,
clinical education, clinical competence, educational qualidgst practiceclinical
education and clinicabral healtheducation.The pZ Lé&@r®& function was used to
effectively search for differentword endings.in addition,the mostrecent Cochrane
Collaborationreview (Reeves et al. 2013)nd both the 2007 and2013 BestEvidence
MedicalEvaluationgBEME) (Hammick et al. 2007; Birden et al. 20¥3re includedThe

search continued to identify all relevant papers and documentslétat to research and



evaluation of IPE in a designated education proguawil information saturation was
achieved(.e., replication ofinformation deemed pertingnOnly literatue published in
English was retrieved and evaluated by first examitiregabstract/executive sumnyar
followed by ananalyss of the fullpaper/document. Authors and topics pertaining to each
paper/document were indexed and categorised in a personalsgataizhtables were

compiled to summarise the current status of the literature and any identified research gaps.

2.2 Interprofessional Education

2.2.1 Adoption of Interprofessional Education

Communication and understanding of the roles and responsibilities of bagdth
professionad enhancegatient safety and health outconfBepartment of Health 2001a;
Garling 2008; Thistlethwaite 2012nterprofessional practices regarded as a more
efficient and flexible method towards meeting the multifaceted needs of tpatied
carers and a more sustainable approach in managing service delivery with a limited
workforce compared to uniprofessional practice where members of the same health
profession provide care togeth@reeth et al. 2005; Productivity Commission 2005;
Canadian Health Services Research Foundation 2006; Zwarenstein, Goldman & Reeves
2009; World Health Organization 2010)

Reported health outcome improvements, through the management of patients by
collaborative health care teamsadk levels of carginclude improved access to, and
coordination of, health services; decreased anxiety amongst caregivers; appropriate use
of specialists; effective management of complex technological advances; reduced
mortality/morbidity associated with chronic diseasepiioved safety and patient care;
greater collegiality between health professionals; and reduced burden on both hospitals
(e.g. fewer complications and length of stay) and community mental health settings as
shown partly through greater acceptance of treatrand satisfaction by both patients

and carergHughes et al. 1992; Janssonc, Isacsson & Lindholm 1992; Institute of

6



Medicine 2001; Simmonds et al. 2001; Morey et al. 2002; McAlister et al. 2004; Naylor,
Griffiths & Fernandez 2004; Holland et al. 2005ckan 2005; Canadian Health Services
Research Foundation 2006; LemieDkarles & McGuire 2006; West et al. 2006; Malone
et al. 2009) The World Health Organization (WHO) also identifiedmmunication
across professional boundaries, improved respect bethasdth workers in different
professions, improved working environments and enhanceebeielly and satisfaction
amongst health workers in the workplg®®orld Health Organization 2010ffective
collaboration and cordination amongst health care workprefessionals results from
improved communication where there is a common agreed patistred goal across
the team when managing caidakaram 1995; Headrick, Wilcock & Batalden 1998;
Borrill et al. 2000; Davies 2000; Borrill et al. 2001; Onyett 2088nderson & Alexander
2011; Luetsch & Rowett 2016)

The literature indicates that healphofessionalanust first learn with, from and
about each other before being able to effectively collaborate when managing patient care
(Institute of Medicine 1999; Ba&k et al. 2008; World Health Organization 2Q1Bach
health care profession possesses particular values, whielhéen defined aghe ideas
that influence the way we workgliefs about the ay that we shouldupport or caréor
othersf(Sussex 2008,.178). Values guidehe approachhealth professionals may adopt
and underpinoptimal patient caréSussex 2008 Q DGGLWLRQ WR SDWLHQWYV
values of allcollaboratinghealth professionals must be recogniaed considered when
providinginterprdessional patiertentred careRespectful discussions are needed when
differences exis{Glen 1999; Hall 2005)It has also been asserted that health care
professionalseducatedn isolation from each other are not equipped to practice in a
collaborativeenvironment(Institute of Medicine 1999; Baker et al. 2008; World Health
Organization 2010)it is recommendedhat collaborativeeducationfor diverse health

professionals be undertaken while they are still studeptsprior to being registered to



practise) Interprofessional practicés regarded as a skill best learnddough an
educational design whelBL is embedded within educational curricufzarticularlyas

part of clinical casenanagementvhere students atearning to treat patien{sleadrick

et al. 1995; Singleton & Greddernandez 1998; Laming 2003; Barr et al. 2005; Freeth
et al. 2005; Quinney 2006; Morison et al. 2008; Evans, Henderson & Johnson 2012;
Thistlethwaite 2012; Reeves et al. 2013)

Over fourdecades, copious national and international policy documents/reports
have promoted IPE/IPL as a vehicle to improve collaboration, communication, service
delivery and patient ca®epartment of Health and Social Security 1974; Third Report
of the Pew Hedlt Professions Commission 1995; Association of American Medical
Colleges 1998; World Health Organization 1998; United States Department of Health and
Human Services 2000; Department of Health 2001b; Batalden et al. 2002; Health Canada
2003; Institute of Meitine 2004; Australian Government 2008; Wilder et al. 2008;
Australian Government 2009; Delunas & Rouse 201HMdwever, IPE must be
distinguished from the terms multiprofessional or interdisciplinary education, which refer
WR pZKHQ PHPEHUVWRR RWPEBHEWWJRRHVVLRQV OHDUQ DO
(Barr et al. 2005, p. xvii; Freeth et al. 2005, p..xese terms refer to parallel learning,
as opposed to IPE where an interactive learning process exists aiming to improve the
quality of health car service delivery and patient outconfBarr et al. 2005; Freeth et
al. 2005; Hammick et al. 2007; Margalit et al. 2009; Olenick, Allen & Smego 2010;
Thistlethwaite et al. 2014)-urthermore, both Barr et al. (2005) and Freeth et al. (2005)
indicate thatlPE is an initiative designed to acquire IPL and improve health outcomes
through interprofessional collaboration in the workplace. Interprofessional learning may
result from IPE or occur spontaneously, either in professional practice or an educational
setLQJ DQG LV GHILQHG DV pOHDUQLQJ DULVLQJ IURP L

VWXGHQWY RI WZR RBarrRRalU BDOS,p R/ HFveth Bt@lV2005, p. xv)



Despite a number of policy documents endorsing IPE to facilitate the transition
from being a student to a graduate professional employing (\WBrld Health
Organization 1988; Australian Council for Safety and Quality in Health Care 2005;
Productivity Commission 2005; Bradley et al. 2008; Dunston et al. 2009; World Health
Organization 201Q)a causal relationship betwestudent IPE activities/programs and
IPP outcomesis yet to be establishg@arr et al. 1999)Nonethelessin Australia, a
number of health profession accreditation organisations expect confirmation of
interprofessional inveement as a student prior to becoming registered to practice
(Australian Medical Council Limited 2012; Australian Nursing & Midwifery
Accreditation Council 2012; Australian Pharmacy Council Ltd 2012; Australian Dental
Council 2016a; Australian Dental Coulr2016b; Australian Dental Council 2016dhe

challenge is therefore to establish evidence.

2.2.2 Effectiveness of Interprofessional Education
2.2.2.1 Measures of Effectiveness

A review of the literature was performeddeekevidencefor the effectiveness of
IPE. Bar et al(2005) used and developed a typology of educational outcomes originally
described as basis to define and assess IPE outdiimgsatrick 1967) .LUNSDWULFNTV
original typology consisted of four levels (learner reaction, acquisition of learning,
behavioural change, and changes in organisation practice) however, Barr et al. (2005)
expanded the typology to six levels to capture all reported outcomes from educational
initiatives. The expandedypology, known asthe Joint Evaluation Tean{JET)
classification consisted of level 1+ Reactionto the learning experiencéevel 2a-
Modification of attitudes/perceptions; level 2Bcquisition of knowledge/skills; level 3
- Behavioural change; level 4&€hange in orgnisational practicendlevel 4b- Benefits

to patients/clients.



2.2.2.2 Effectiveness Study Outcomes

A Cochrane review of the effect of IPE on professional practice and {ueaéh
RXWFRPHV FRQGXFWHG LQ WKH ODWH TV GLG QRW Il
inclusion criterig(Barr et al. 1999)Another Cochrane review using the JET classificati
with more inclusive criterifound six studies that could be includ@&keves et al. 2008)

In a further update reviewing studies from 2006 to 2@irie new studies were included

to totall5 studiegeight randomised controlled trials, figentrolledbeforeandafter and

two interrupted time series studig®eeves et al. 2013l of these studies measured
the effectiveness of IPE interventions compared to a control group receiving no
educationalintervention, and the reviews were rest&tttto studies measuring patient
outcomes or healthcare processes.

Seven of these studies showed positive outcomes in the clinical workplace with
UHJDUG WR .LUNSDWULFNYVY OHYHOV D DQG E DQG UHOI
processes or bothobr of the studies reported mixed outcomes (positive and no impact)
and the remaining four studies stated that IPE interventions had no effect on either
professional practice or patient céiReeves et al. 2008; Zwarenstein, Goldman & Reeves
2009; Reeves et.@2013) However the reviews could not make inferences about the key
components of IPE and its effectiveness due to the small number of studies considered
and differences in their designs, reported outcome measures, settings (e.g. hospitals,
nursing homesprimary care clinics to mention a few) and participant profiles (medical
specialists, nurses, allied health professionals).

Apart from the Cochrane reviewegeral other reviewscorporated literature on
both prequalification (educational context) armbstqualification (practice context)
evaluations Evidencefrom the reviewsndicatal that IPE is wellaccepted, improves
interaction and assists in developing knowledge and skills for IPP, including an

appreciation of the various roles and responsibilities of professi@@adgper et al. 2001,
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Reeves 2001; Barr et al. 2005; Remington, Foulk & Williams 2B@énmick et al. 2007;
Reeves et al. 2008)n Australia, a study with new graduate nurses, doctors and
pharmacists indicated there was little understanding of the roles of different health
professions after implementing an IPE intervention. Howeverjsnrktance it was also
reported that the IPE intervention was considered low priority being implemented
intermittently and as an optional evéBbert et al. 2014)

A variety of programs have reported positive outcomes related to. hdthN SDW ULFN §V
level 1 and 2 outcomg€urran et al. 2010; Gillan et al. 2011) particular, a number of
studies reported an improvementattitudes towards interprofessional team processes
after individuals participated in an IPE education interventiehn, Northcraft &eale
1999; Parsell & Bligh 1999; Van den Bossche et al. 2006; McFadyen, Maclaren &
Webster 2007; Stalmeijer et al. 200HYHUDO VWXGLHYV KDYH UHSRUWHC(
improvement in interprofessional experienfeNair et al. 2001; Pollard et al. 2006
and positive expectations and attitu¢fearsell, Spalding & Bligh 1998; Mires et al. 2001;
Hind et al. 2003; Mandy, Milton & Mandy 2004; Hean et al. 20@&)ards IPL when
comparing perceptions both before and after IPE initiatives, and from the inggoin
professional education to the final year of st@Bsllsberg & Wijma 1999; Horsburgh,
Lamdin & Williamson 2001; Hind et al. 2003; TunstRédoe, Rink & Hilton 2003;
Ponzer et al. 2004; Pollard et al. 20088pwever, less evidence was found indiogt
that IPE affected attitudes about team members in other health profé€sioper et al.
2001; Remington, Foulk & Williams 20064 study at a Canadian university, examining
WKH HIITHFWV RI DQ ,3( FXUULFXOXP RQ KHIBs@WaHID QG KXPI
IPE and interprofessional teamwork, found that there was little change to student attitudes
as a result of the interprofessional curricul{®urran et al. 20105hort term benefits to
VWXGHQWVY XQ G Fopevaiiob ( Gpealisd @Gidys fRilton et al. 2003;

Hayward et al. 2005have been reported. However, effectiveness of IPE in the longer
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term, particularly as it relates to communication and collaboration in the clinical setting,
is yet to be establishdtlenderson & Alexander 2Q)L
2.2.2.3 Effectiveness Study Limitations and Future Research

Limitations relating to differences in study design, varied contexts in which IPE
interventions occurred and the small number of studies reviewed have been noted, and
therefore caution must be obseatvie generalising reported findingBarr et al. 2005;
Reeves et al. 2013 particularnone of the studies examined were related to oral health
care (Wilder et al. 2008) There is insufficient evidence demonstrating that
interdisciplinary teams improve patient outcométh more recent accounssiggeshg
that studies investigatirthe impact of IPE lacked methodological rig¢ziwarenstein &
Reeves 2000; Zwarenstein et al. 2008)wever a more recestudy investigting factors
influencing IPE implementation in health care programs in the USA indicated that IPE
contributes towards incorporating a team approach in health care for the improvement of
patient outcome@lenick et al. 2019)This indicates a need for theerrigorousresearch
that aimsto investigaterelationships between learning outcomes and contexts/types of
IPE interventions.

It has been argued that faculty development is necessary to enable effective delivery
of IPE and that the focus for evaluatistudies involving preualification participants
should be on learner outcomes (with referendeitigpatrick 1V O H-3) ldOoy@posed to
improved outcomes that relate to practising health professi¢Bals et al. 1999;
Hammick et al. 2007)Despite a pucity of robustiPE evaluations citing changes to
student behavioufKirkpatrick vV O H fHdr@mick et al. 2007)several studies have
UHSRUWHG VWXGHQWVY RYHUDOO LPSURWNEGrtQW LQ LQW
2001; Pollard et al2006a; Thistlethwaite et al. 2018hd positive expectations and
attitudes(Parsell, Spalding & Bligh 1998; Mires et al. 2001; Hind et al. 2003; Mandy,

Milton & Mandy 2004; Hean et al. 200&wards IPL when comparing perceptions both
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before and after IPkitiatives, and from the beginning of professional education to the

final year of studyFallsberg & Wijma 1999; Horsburgh, Lamdin & Williamson 2001;

Hind et al. 2003; TunstalPedoe, Rink & Hilton 2003; Ponzer et al. 2004; Pollard et al.

2006Db) It has een suggested that an evaluatioiKwkpatrick{fV OHYHO ZRXOG EH F
appropriate in the practice setting after students gradGaség, Hall & Phillips 2016)

However, qualitative measures focussing on behaviour change in learners in-the pre
qualificaion context have been reportéiarnes, Carpenter & Dickinson 2006; Hunter

et al. 2008; Furness, Armitage & Pitt 201Hespite it being difficult to establish
relationships between educational programs and behavioural practice within university

based curcula (Craig, Hall & Phillips 2016)

2.2.3 Collaborative Competencies and Capabilities

IPE aims to develop collaborative competence, consisting of appropriate teamwork
knowledge, attitudes and skills, with the implicit assumption that professionals will be
bette equipped to engage in collaborative, patiegntred care and help attain the health
outcome improvements previously documer(fBuaistlethwaite & Moran 2010)

Barr et al (2005) identified three aspects of collaborative competence, namely: (1)
common corpetencies which relate to the required knowledge and skills commonly
adopted by all professions; (2) complementary competencies which refer to those
knowledge and skills specific to a particular profession; and (3) collaborative
competencies, denoting tle&nowledge and skills necessary to work effectively with
other professions. Freeth et al (2005) suggested a number of knowledge, attitude and skill
outcomes as a basis to develop a-qualification interprofessional curriculum to
improve collaborative @ctice. Table 1 is adapted from Freeth et al (2005) and illustrates

those proposed learning outcomes.
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Table 1. Knowledge, Attitudes and SkillsRequired for Collaboration in a Pre-
qualification Context: a Basis for Interprofessional Learning
Outcomes(FromFreeth, D, Hammick, M, Reeves, S, Koppel, | & Barr, H
2005, Effective interprofessional education: development, delivery and
evaluation Blackwell Publishing, Oxfordlable 5.1, p.77. Copyright 2020
by John Wiley& Sons Limited Publishers. Adapted with permis$ion

Learning Indicators

Outcome

Knowledge x Understand the roles of other professionals and begin to id¢
how each professional role interrelates

X Recognise the range of skills and knowledge of o
professionals

Attitudes X Appreciate the value of interprofessional collaboration
X $FNQRZOHGJH RWKHU SURIHVVLRQI
Skills x Communicate with learners from other professions
x Identify situations in care where collaboration is helpful

essential

,Q D GHHSHU H[SORUDWLRQ WKH VLPSOLFLW\ RI WKH |
referred to individuals only being assessed on their ability to perform a task in terms of
their knowledge, attitudes and skills and not how to integrate these into moéss
practice(Heron & Murray 2004) :DOVK HW DO FRQFOXGHG WKDW
criteria were used alone they would inhibit an understanding of the learning requirements
QHHGHG IRU DQ LQWHUSURIHVVLRQDO ZRUNHU 7KH\ SURSES
UHSODFHG E\ pZIKEPELWKWLIBWHWILQHG DV pLQWHJIJUDWHG D
where the student or practitioner can adapt to change, develop new behaviours and
FRQWLQXH WR LPS VRakiHetSaH 200B, . P2BAPHsH§sertion supported
HDUOLHU VXJBBSWERQMWKBW LQFRUSRUDWLQJ pFRPSHW
order cognitive abilities, would better describe the attributes necessary for effective
practice in a contemporary healthcare set{frgser & Greenhalgh 200Q13cott (2016)
suggested that abemporary professional practitioners need both-spkecific skills and
knowledge as competencies that can be performed in predictable circumstances and a
mutually reinforced set of personal, interpersonal and cognitive capabilities to address

unexpectedaituations with creative responses. He proposed and validated a professional
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and graduate capability framework that included personal, interpersonal and cognitive
capabilities and both generic and ksf@ecific competencies.

7TDEOH L O O XV W utbripotary G&nkewibw fwhich Rlisplays the
competencies required for current practice and the reinforcing capabilities needed to
address change and uncertainty both upon graduation and in the future.

Table 2: A Contemporary Professiond and Graduate Capability Framework
(From Scott, G 2016 Transforming graduate capabilities and
achievement standards for a sustainable future. Ako Aotearoa (National
Centre for Tertiary Teaching Excellendable 1, p.8. Copyright 20 by
Geoff Scott. Reprinted with permissijon

Component Dimension Subscale

Capability Personal Self awareness & regulation

Decisiveness

Commitment

Interpersonal Influencing
Empathising

Cognitive Diagnosis
Strategy

Flexibility & responsiveness

Competence Generic Transferable skills &
knowledge

Role or discipline specific Skills & knowledge necessal
for effective role practice in th
specific discipline of
profession

Effective IPE is dependent upon curricula that connect IPL activities with expected
learning outcomes and assessment criteria that evaluate what has been learned to develop
productive learning(Gilbert 2005b) Well-designed IPL outcomes should reflect
collaborative competen¢Barr 1998)and interprofessional capabilifwalsh et al. 2005)
through different IPL domain@-reeth et al. 2005; Applegate, D'Onofrio & Holtzwerth

Munroe 2009; World Health Organization 201Qutcomes related to health alRE
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include entrusihg students to perform professional activitfesn Cate, Snell & Carraccio
2010)and attaining botl list of threshold (minimum) learning outcomesated to IPP
(Rogers 2011and human performance patterns in a clinical environifiemie 2012)
In 2004 a framework of capabilities, underpinning effective interprofessional working for
students, was developed in the United Kingdom (UK) to include four domains which
incorporated 16 capabilities. The four domains included (1) ethical pra¢gge
knowledge in practice; (3) interprofessional working; and (4) refled@alsh et al.
2005) The WHO listed six IPL domains that included (1) teamwork; (2) roles and
responsibilities; (3) communication; (4) learning and critical reflection; (S)ioakhip
with and recognising needs of the patient; and (6) ethical pra@field Health
Organization 2010)In 2011 Curtin University, Australia, developed five domains
namely (1) communication; (2) team function; (3) role clarification: (4) conflict
resolution; and (5) reflection to underpin client centred service, client safety and
collaborative practicéCurtin University 2013)

Table 3 illustrates four international interprofessional competency and capability
frameworks, including the UK and Austiah capability frameworks previously

described, as published in Thistlethwaite et al. (2014).
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Table 3:

Four Published Interprofessional Competencyand Capability Frameworks (Thistlethwaite et al. 2014)

As copyright permission to reproduce ttablewas not obtained please referTable 2on page873in
Thistlethwaite, JE, Forman, D, Matthews, LR, Rogers, GD, Steketee, C & Yassine, T 2014, 'Compete

and frameworks in interprofessional education: a comparative anaysigemic Medicinevol. 89, no. 6,
pp. 869875




An examination of each of the interprofessional frameworks indicates a
commonality of suggested capabilities and/or competencies related to IPE learning
outcomesnamely communication, team functioning, role clarification, patentred
care, ethical mctice and both interpersonal and cognitive capabilities such as
empathising, flexibility and responsivenes§The Combined Universities
Interprofessional Learning Unit 2004; Canadian Interprofessional Health Collaborative
2010; World Health Organization 20; Interprofessional Education Collaborative
Expert Panel 2011; Curtin University 2013; Thistlethwaite et al. 2014; Scott.2016)

Whilst there may be limitations associated with frameworks, they can provide
interprofessional educators with a plan from vishic guide student learning, so that the
attributes required to becoming effective interprofessional health team members can be
acquired(Thistlethwaite et al. 2014Yable 4 documents a list of eight IPL competencies
endorsed by the Health Professions Ac GLWDWLRQ &RXQFLOVY JRUXP
a guide to accredit health profession programs. The table also links these to six key
thematic areas proposed by Rogers et al. (2017), which summarised broad areas contained
within the aforementioned intemgfessional frameworks, as a basis to formulate learning
outcomes for IPL programs. The thematic areas included (1) role understanding; (2)
interprofessional communication; (3) interprofessional values; (4) coordination and

collaborative decisiomaking; 6) reflexivity; and (6) teamwork.
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Table 4:

Endorsed Interprofessional Learning Competencies linked to Key

Themes Summarised from Interprofessional Competency and

Capability Frameworks (Health ProfessionsSsFFUHGLWDWLRQ &RXC

Forum 2015; Rogers et al. 2017)

Australian Health Professions Accreditation
&RXQFLOVY JRUXP
Endorsed IPL Competencies

Key Themes Summarised
from Interprofessional
Competency and
Capability Frameworks

Explain IPP to patients, clients, families and oth
professionals

X Interprofessional
communication

Describe the areas of practice of other he
professions

X Role understanding

Express  professional  opinions  competen
confidently, and respectfully avoiding discipline
specific language

X Interprofessional values
X Interprofessional
communication

Plan patient/client care goals and priorities W x Coordination ang

involvement of other health professionals collaborative decision
making

Identify opportunities to enhance the care | x Coordination anc

patients/clients through the involvement of other he  collaborative decision

professionals making

X Role understanding
x Teamwork

Recognise and resolve disagreements in relatiof x Coordination anc
patient care that ae from different disciplinary collaborative decision
perspectives making

x Teamwork
Critically evaluate protocols and practices in relatio] x Reflexivity

IPP

Give timely, sensitive, instructive feedback
colleagues from otherprofessions, and respol

X Interprofessional
communication

respectfully to feedback from these colleagues.

Table 5 summarises the relative importance of mandatory interprofessional
competencies and capabilities that a number of international and natrahdlealth
accrediting authorities have documented for various oral health profegaimesican
Dental Education Association 2008; American Dental Education Association 2011,
General Dental Council 2013; European Dental Hygienists Federation 2015; Australian
Dental Council 2016a; Australian Dental Council 2016b; Australian Dental Council

2016c¢; Field, DeLap & Manzanares Cespedes 2017; Field et al. 2017; Gallagher & Field
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2017; McLoughlin et al. 2017)This indicates there is a global consensus, albeit at
different levels, for OHPs to possess mandatory interprofessional clinical competencies
and capabilities upon graduation to practice.

Table 5: Proportion of Mandatory Interprofessional Clinical Education
Competencies/Capabilities documented by International and National
Oral Health Accrediting Authorities by Oral Health Profession
(American Dental Education Association 2008; American Dental
Education Association 2011; General Dental Council 2013; European
Dental Hygienists Federation 2015; Australian Dental Council 2016a;
Australian Dental Council 2016Bwustralian Dental Council 2016c; Field,

DelLap & Manzanares Cespedes 2017; Field et al. 2017; Gallagher & Field

2017; McLoughlin et al. 2017)

Accrediting Authorities
Association | American
for Dental Dental Australian | General
Education in| Education Dental Dental

Competencies and Capabilities documented Europe Association| Council Council
by Accrediting Authorities (ADEE) (ADEA) (ADC) (GDC)
Number of Competencies & Capabilitierewly
graduated Dentists 159 39 59 150
Number and Proportion of Interprofessional
Competencies & Capabilitiesewly graduated 26 4 32
Dentists (16.4%) 12 (30.8%) (6.8%) (21.3%)
Number of Competencies & Capabilitieeewly
graduated Oral Health Therapists na* na 56 na
Number andProportion of Interprofessional
Competencies & Capabilitiesewly graduated 5
Oral Health Therapists na na (8.9%) na
Number of Competencies & Capabilitieeewly
graduated Dental Hygienists 38 na 53 109
Number and Proportion dfterprofessional
Competencies & Capabilitiesewly graduated 1 5 29
Dental Hygienists (2.6%) na (9.4%) (26.6%)
Number of Competencies & Capabilitieeewly
graduated Dental Therapists na na 56 116
Number and Proportion dfterprofessional
Competencies & Capabilitiesewly graduated 5 30
Dental Therapists na na (8.9%) (25.9%)
Number of Competencies & Capabilitierewly
graduated Prosthetists na na 50 115
Number and Proportion of Interprofessional
Competencies & Capabilitiesewly graduated 4 30
Prosthetists na na (8.0%) (26.1%)

*na xnot available
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2.2.4 Teamwork and Interprofessional Education
An audit of the delivery and development of graalification IPE in Australia
strongly identified teamwork, also referred to as interprofessional working, as a dominant
domain(Walsh et al. 2005; University of Western Australia 2010; Dunston 2Q123s
been suggested that teamwork is the manner in which people work together cooperatively
and effectively and is linked to team members having a shared purpose, common
performance goals, complementary and overlapping skills, a common approach to work
and beng mutually responsible for team outconflenion, Lorimer & Leander 1996)
A literature review of teamwork reported that role sharing, role coordination and
communication were often cited as factors underpinning successful tea(vakllin
2001)
Teamwork in health care has been defined as:
a dynamic process involving two or more health professionals with
complementary backgrounds and skills, sharing common health goals and
exercising concerted physical and mental effort in assessing, planning, or
evalating patient care. This is accomplished through interdependent
collaboration, open communication and shared decisiaking (Xyrichis &
Ream 2008, p. 238)

This definition cites four aspects of teamwork necessary for effective IPP which are
likely to be gained through IPE namely (1) sharing common health goals; (2)
interdependent collaborati¢ne. where two or more people have a mutual reliance when
collabaating); (3)open communicatiarand (4) shareddecisionmaking In particular,
open communication (e.g. through team meetings) would provide opportunities to
improve interprofessional relationships, as communication would facilitate discussion of
team valiles and a shared approach to managing healti{Maf&ure 1984; Bond et al.
1987; Wilmot 1995)Sharing knowledge about IPP would be integral to this process. This
ZRXOG LQFOXGH DQ XQGHUVWDQGLQJ RI HDFK SURIHVVLR
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to practice; an understanding of health team structures and effective team functioning; an
appreciation of the roles of each health professional in the team; and understanding the
necessity to be nejudgemental or ardiliscriminatory to effectively participaie care
management decisior(8Valsh et al. 2005; University of Western Australia 2010)
number of studies focussing on student collaboration, mainly involving medical, nursing
and other allied health students, demonstrated positive outcomes suclpraw/iing
seamless collaborative care through careful, detailed plaiba®pla et al. 1997)2)
construction of highly developed communication sk{lBradley, Cooper & Duncan
2009; Baghcheghi, Koohestani & Rezaei 20%d)d (3) opportunities for studsnto
engage in patient care autonomously whilst appreciating the importance of
interprofessional teamwoilReeves & Freeth 2002; Bradley, Cooper & Duncan 2009)

Other aspects of teamwork gained through effective IPE include adoption of
leadership roles; gssessing positive student attitudes; resolving conflict and having
collegial, or mutually respectful team relationshi®§ood et al. 2004; Clark 2006;
Dunston 2012; Mullins 2016)

A metaanalysis on the relationship between conflict and team perfornfamce
that conflict had a strong negative association with team perform@edreu &
Weingart 2003)In particulara study by Stalmeijer et al. (200@xamining relationships
between team diversity, team processes and course qumlityo medical schals,
reportednegative correlations betwedraving conflict within the team and learning
behaviour It has been reported thatimy conflicts arise because of the diverse nature of
team membership; e.g., differences in age, gender and professionthatndhe
effectiveness of a team is a reflection of the relationships amongst its individual team
members(Fowler, Gudmundsson & Whicker 2011As conflict adversely affects
teamwork(Beattie 1995)management of such conflict is vital. These challenges require

team members to interact and develop communication and collaboration skills that focus
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on learning from and about each other so they become engaged and maximise learning
opportunities(Russell & Hymans 1999; Henderson & Alexander 20IR¢solving
conflictsand problem solving begins with being in a setting where individuality is not
stifled. Within such a supportive environment, feelings and disagreements may be
explored and the reasons for different positions expla{Sedtt 2016) Clark (2006)
states thalPE needs to challenge participants to understand the perspective of other
professions and by doing ,soonsider health managemedifficulties and potential
solutions through thetandpoinf other healthcare professions

Learning how to workogether as professiondl.,how to respect and understand
the contribution from separate team mempiranimportant aspeadf IPE (Wenger &
Snyder 200Q)Collegial team relationships, within IPE, begin with students in a particular
health program haring uniprofessional knowledge (i.e., recognising, describing and
understanding their own discrete roles and responsibilities) with the health care team, and
then increasing their knowledge and understanding of other health professions within
their team(Barr 1998; Walsh et al. 2005; University of Western Australia 20taQhis
instance, student teams who collaboratively assess, plan and deliver health care under
supervision would learn to appreciate the significance of interpersonal skills and other
prRIHVVLRQVY UROHYV (Ra@kentie-e/ab ROQA Riggin® Miél Gdhsultants
2012; Peterson, Brommelsiek & Amelung 20Mhen learning about the provision of
best practice health careate effectiveness depends upon the understanding ofedkefin
individual roles(Pearson & Spencer 1995; Finch 2080y an understanding and respect
for how, when and where those roles/responsibilities best interact to facilitate collegial
team relationship@arr 1998; Finch 2000Y he importance of understandiQHTV RZQ
and other professional roles and particular limitations of those roles in interprofessional
clinical practicewas found inastudyby Evans et al. (2015) thebmpaedinternational

dental technology pragms Another study involving pharmacyh@ medical students
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investigating the change in student perceptions after a clinical IPE interyeeporned
astatisticallysignificant increase in students understanding of both their own role and the
roles of other professionals within a health care té2onek et al. 2014)

2.2.5 Learning Theories Underpinning Interprofessional Education

It is essential thatducatorsand reseahers underpin thdesign of IPE programs
with sound theoreticaframeworksto justify the development, implementation and
evaluation of their IPE initiative¥arious concepts and learning theories have been used
to develop and evaluate IRBigge & Sherns 1999; Armitage et al. 200@nd aseach
provide a different perspective and are not all mutually exclusive, they may be used in
tandem where they concutdence, prudence indicates thedtucators and researchers
should make informed decisions prior tapting particular learning theories to underpin
IPE initiatives.

Several papers discussing theoretical approaches to different aspects of IPE
identified a recurrent emphasis on experiential, collaborative and social ledDiEon
2005; Oandasan & Reeve805; Clark 2006)With respect to the IPE program evaluated
within this thesis, the theoretical learning perspective chosen was directed by the research
objectives (detailed in Chapter 3) and emphasised learning as a social process in a
collaborative cotext where changes in interprofessional competence (knowledge,
attitudes and skills) and capability were explored over time. The IPE intervention required
students, enrolled in different oral health programs, to interact and work together in
interprofessinal teams as a shared exercise, when planning and managing oral health
care for patients within a dental school clinic and laboratory.

The following theories underpin the IPE initiative evaluated in this thesis.

2.2.5.1 Constructivist Theories
Constructivism considers the processes behind learning and encompasses both the

cognitive and soci@onstructivist approached’he cognitive approach examines the
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process to attain higher order skills such as problem solving, development of insights and
sdf-direction % XU QV +HDQ &UDGGRFN Piag2tfs+meor& UD Q
constructivist learningroposed that cognitive development was staged, progressing from
basic functioning to learning more affective or motivational trgiaget 1973)In this
regard,knowledge is not conveyed to a studdnitt the student constructs formsnew
knowledge from their experienc@Riaget 1973; von Wright 1996)

Adult learning theories have underpinned numerous IPE programs, many of which
originated fromcongructivism Where a learner has some control over the timing and
education content, rather than being tead®fined, and where the learning topic is
professionally relevant, then adult learning theory suggests that learning is more likely to
become estaltished (Knowles 1975; Brookfield 1995; Knowles & Holton 2005)
Learning that has been described, for example, asdisetited (Kaufman 2003)
experiential(Moon 2004) problembased(Wood 2003)and transformativéMezirow
2000) all refer to adult learning within the cognitivanstructivistcontext (Hean,
&UDGGREFEN 219+DOORUDQ

In selfdirected learning, students chopsmnage, and evaluate their ol@arning
activities. Eperiential learningis where studenteearnby UHIOHFWLQJ RQ pHGRLQ
performing a specific taskn relation to experiential learning, Clark (2006) describes IPL
as a process where students acquire experience in working together within a genuine
collaborative setting (e.g. a clinical environment)h&N students are encouraged to
reflect on collaborative experiences and interprofessional issues, both individually and as
a group through IPL, social and/or collaborative experiences are transformed into
interprofessional competence and capabiBigrr @ al. 2005; D'Amour et al. 2005; D'Eon
2005; Oandasan & Reeves 2005; Walsh et al. 2005; Clark.2006)

Problembased learnings experiential, as the student learns by applying both

knowledge and reflective strategies to solve expamsmaems Transformative learning
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emphasises reflection as a key component of learning, including prbblesd learning,
where, after being exysed to conflicting viewpoints, the student uses intuitive and
rational reasoning processes to transform their individual assumptions, beliefs and
perspectivegMezirow 2000; Kaufman 2003; Wood 2003; Moon 2004)

Social constructivismbelieves that individual learning isfacilitated by the
environment and calls attention to the influence that social encounters have on learner
understanding 9\JRWVNL % &ROH +HDQ &UDG B&¢dN 279+DC
upon WKH pZLWK [TURP D Qdb IHEERKAVY. ZD65| E@ditet & Q005)
sociccultural learningrefers tosocial interaction as a vital element in the ability to
acquire knowledge ani@ crucial towards understanding IPIO\JRWV NL + &ROH
+HDQ &UDGGRFN 219+DOORUDQ

2.2.5.2 Communities of Practice

7 KH W Hrhiunijii€s of practicghas been defined agetworks of people who
share the same professional practice and who come together as a community to create
shared knowledge, to develop individual members' capabilities, amdrkotogether to
solve problems of the practi§®cCauley et al. 2006, p. 642k requiresa group of
people workng togetheron a mutually recognised activity who share common resources
to achieve a common go@Wenger 1998) Through working together am sharing
knowledgeand resourcesan enhancedearning experiencean resultas studentsare
exposed to new ways of thinking and problem solvitarch individuaktudent brings to
the teamtheir particularcollection of skills and knowledge, and through consultation,
discussion and general interaction with one anotir@vide a substantiakservoirof
knowledge and skillthat all can shar@Hean et al. 2006)

Communitiesof practice can provide safe learning enronment from which
students can become awanf, and experience professionaksylyield or assume control

within a team setting, and absorb knowledge learned from peers in other professions
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thereby develojnterprofessionatompetencies and capabiliti@dcCauleyet al.2006).
Within a team environmenstudens interact with students in other health programs and
in this context individual beliefs and perspectives become challenged. As a result of this
conflict, students redict on different viewpoints and can arrive at new perspectives
(Mezirow 2000)

2.2.6 Situating Interprofessional Education in Health Program s

Both globally and in Australia IPE learning activities may be offered as (1)
educational projects with practising professionals learning together in the workplace to
effect changéFowler, Hannigan & Northway 2000; Wilcock, CampiSmith & Elston
2003; Heon & Reason 2008)2) intensive onelay seminars that engage practitioners
interactively(Carpenter 1995; Low & Stone 20093) singular courses for professionals
extending over several montkiBarnes, Carpenter & Dickinson 2000¥%) seminars
within aneducational institutiofGilbert et al. 200Q)(5) within undergraduate courses
(Pollard et al. 2006b; Bridges et al. 201and as (6) clinibased shared learning
(Fallsberg & Hammar 2000; Williams et al. 2012; Maldonado et al. 2@a&e studies
basedupon good learning principles discussed previously and simulations (role play) are
further innovative approaches for implementing (W#orld Health Organization 1988;
Kilminster et al. 2004; Cooperrider & Whitney 2005; Higgs & Jones 2008; Robertson &
Bandai 2008; Dahlgren 2009; Rouse et al. 2010; Bridges et al. 2011; Dematteo & Reeves
2011) E-learning, when blended with face to face learning usinglobQH pPYLUWXDC
FRPPXQLWLHVY GHVLJQH @eii& appvdacth hddalkdb@erDsu§dested H Q W
as amode of deliveryBromage et al. 2010; Solomon et al. 2010; Barr & Brewer 2012)
However, evidence indicates that IPE conducted in a classroom setting has minimal
impact on clinical education as effective IPE in this context requires practical methods
tha promote teamworkLeaviss 2000; Reeves 2000; Frenk et al. 2@i@) those that

encourage students to be interactive, reflective and pageted(Barr & Low 2013)
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The necessity to connect IPE to a clinibaked approach has been documented
(Hilton & Morris 2001; Morison et al. 2003nd was best emphasised®@grpenter and
Hewstone (1996 KR VWDWHG WKDW pWKH EHVW ZD\ RI OHDUQLGC
L \(Crpenter & Hewstone 1996, p. 240 a clinicbased shared learning modality,
studens from different health professions work together in teams to provide patients with
best practice care. As a learning objective in this setting, students should develop sound
knowledge and understanding about their professional role and the role of other
collaborative professions, and how they may best contribute to the continuum of care for
patients; thereby improving their interprofessional teamwork capabi(Mi&ghlstrom,
Sandén & Hammar 1997; Wahlstrom & Sanden 1998; Fallsberg & Wijma 1999; Freeth
et d. 2001; Ponzer et al. 2004; Peterson, Brommelsiek & Amelung 2@&1ghared
learning intervention in the UK, involving dental and dental technology students who
collaborated in the clinic to construct dentures, found that collaborative learning
facilitated respect between the programs. Both cohorts of students learned to appreciate

the value of technicians both within the dental team and in providing advice to patients

and considered communication fundamental to successful patierfResmson, Walker
Gleaves & Jepson 20135tudies assessing the impact of an IPE curriculum at DOH,
involving both dentistry and dental technology students, found both cohorts agreeing that
shared learning increased their understanding of clinical problems; helped improve
communication skills and cooperation within the dental team; and assisted their becoming
more effective team members, particularly when prokdetring complex casggvans,
Henderson & Johnson 2012; Evans, Henderson & Johnson.2013)

The clinicbased IPE appeaxh focuses on the student as a-ge#cted, active
learner, working jointly and under close professional supervision with students from other

health programs. Through students beindpoated and collaborating on the same patient

management platheyaremorelikely to beexposedo R Q H D Q prafeksibhbi rdles
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andestalish relationships basash sharednterestsand outcanes (Morison et al. 2003;
Morison et al. 2008)Interaction and the exchange of perspectives are encouraged,
opportunities to perform relevant tasks and duties with an increasing degree of
independence should occur, and reflection both upon the interprofessional experience
gained and theoretical issuedated to the interprofessional collaboration experienced,
should take place regularlpWahlstrom, Sandén & Hammar 1997; Nolan 1998;
Wahlstrom & Sanden 1998; L6fmark, Carlsson & Wikblad 2001; Léfmark & Wikblad
2001; Ponzer et al. 2004; Ehrenberg & HaggbRO07)

As a result, students take responsibility for the treatment planning and management
of their patients, including professi@pecific duties, and acquire a better understanding
of their role in providing collaborative care for patients. A number of stediasiating
interprofessional clinibased settings indicated that students had high expectations and
optimistic attitudes which resulted in valued learning experiences and positive learning
outcomegFallsberg & Wijma 1999; Reeves & Freeth 2002; Ker, MbRradley 2003;

Ponzer et al. 2004; Mackenzie et al. 2007)

2.2.7 Barriers and Enabling Strategies for Interprofessional
Education
Tables 6, 7 and 8 identify barriers and enablers associated with IPE in higher
learning institutions, including those pertainingprequalification clinicbased settings.
Table 6 relates to those identified external to the university, Table 7 pertains to university
decisionmakers and Table 8 to both university decigioakers and educators. The left
column in each table representsallenges to effective implementation of IPE whereas

the right column nominates enabling strategies to address those challenges.
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Table 6: Barriers and Enablers Identified External to the University assoated with Interprofessional Education including
those pertaining toPre-Qualification Clinic -based Settings

Barriers

Enabling Strategies

x Failure of pofessional accreditation authoritiesrtmndatePE as a|
standard desnot provide justification for universities to include IF
within their curricula(Matthews et al. 2011; The Interprofessiol
Curriculum Renewal Consortium Australia 2013)

xLack of a national approach and purpose to support the adoptio
sustainability of IPE initiatives in higher education institutinsrid
Health Organization 2010; Matthews et al. 2011)

x Provision of gantsto financerobust, high quality longitudial studies designed to provig
empiricalevidence establisiig causative links between IPE and beneficial health effe
service delivery and education systerhiswould provide justificatiorfor regulating
authorities to develop policies that manddue inclusion of IPE in health education &
scope of professional practi¢@unston et al. 2009; Gilbert 2010; Matthews et al. 20

xInclusion of IPL standards in health professional accreditation and association regy
(Nisbet et al. 2011; Austriain Dental Council 2016a; Australian Dental Council 201
Australian Dental Council 2016c¢)

xImplementing anational approach to the distribution, embedding and sustainabil
IPE throughout higher education facilitieBhisis imperative to expedite FPacceptance
and curricula reform and should be underpinned by an agreed vision and purpose
across all relevant progran(iglorey et al. 2002; Cooke et al. 2003; Tucker et al. 2(
TunstallPedoe, Rink & Hilton 2003; Department of Health with CAIEID7; Canadial
Interprofessional Health Collaborative 2008; World Health Organization 2010; Matt
et al. 2011)
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Table 7:

Barriers and Enablers associatedwith Interprofessional Education including those pertaining to Pre-Qualification

Clinic-based Settingghat may be addressed by University DecisicMakers

Barriers

Enabling Strategies

x Lack ofstrong leadershipmongstenioruniversity decisiormakers to
embed innovative IPE programs, provide direction and sche
appropriate initiatives within existing health prograi¢ithout IPE
HFKDP SLRiggvay alD lveI& within educational institutions
ensure the development, implementation and evaluatiapmbpriate
IPE programs, progression of IPE in foyealifying programs is at ris|
(Dunston et al. 2009; The Interprofessional Curriculum Ren¢
Consortium Australia 2013)

x Provision of institutional support showingrang leadership, managerial commitmhe
and supportive policies within higher education facilitiegritical to ensure that a
persons involved with adopty IPE are motivated, prepared and dedicated toward
change process in curricula reform. Processes designed to sustain IPEemisétded
LQ FXUULFXOD VR WKDW WKH GHSDUWXUH RI
susceptiblgCarpenter & Hewstone 1996; Stone 2007; Dunston et al. 2009; Matt
etal. 2011)

x Establish management committees to plan, monitor and evaluate IPE npsotyy
demonstrate value and secure sustainable resd{lreedorczuk et al. 2016)

xDeeming IPE as a low priority and a lack of respecshown from
professional colleagues may lead to reinforcing negative attitude:
obstruction of IPE progressigiieadrick, Wilcock & Batalden 199¢
Harris et al. 2003; Buring et al. 2009; The Interprofessional Currict
Renewal Consortium Australia 2013)

XRecognition from educational institutions for educators who develop, deliver
evaluate IPE collaborativelyith those in other health programs would generate reg
and raise the priority given to IPEThe Interprofessional Curriculum Renew
Consortium Australia 2013)

xLack of supervisors with IPE experience and differing supervi
arrangements across hdéalprograms will negatively impact IP
(Reeves & Freeth 2002; Ponzer et al. 2004; Henderson & Alexe
2011)

xAppoint an IPE facilitator across health programs to ensure that supervision prq
effective engagement of studeiftéenderson & Alexander 20)1Clinical supervisors
should possesgollaborative experiencéo facilitate the interprofessional stude
learning experiencfReeves & Freeth 2002; Ponzer et al. 2004)

xLack of faculty training and professional development addrgdbe
meaning of PE, relevant pedagogical methodand negative staff
attitudestowards deliverindPE (Headrick, Wilcock & Batalden 199¢
Hall & Weaver 2001; Harris et al. 2003; Nisbet & Thistlethwaite 2C
Pollard 2008; MurrayDavis, Marshall & Gordon 2012; Th
Interprofessional Curriculum Renewal Consortium Australia 20
Kahaleh et al. 2015)

xImplementation of aff development coursdscusing on IPHacilitation skillsmustbe
conducted as early as possiblénis wouldhelp empowelPE educatordo develop,
implement and evaluate IPE programs that promote collaboration amongst studer
differenthealth programg§Reeves 2000; Ponzer et al. 2004; Freeth et al. 2005; St
2005; Hammick et al. 2007; Smith et al. 2008; Henderson et al. 2011a)

xThreaterdallocation of funds thealth programs where IPE is includ
andtrust issuegoncerning who is most appropriateciducate student
(Kennard 2002; Harris 2006; Davidson et al. 2008; Rouse et al.
Swisher et al. 2010; The Interprofessd Curriculum Renewa

Consortium Australia 2013)

XAllocate cedicated funding for implement and evaluatig IPE initiatives, including
staffing and administrative suppgot provice compensation for delivering IREensure
that IPE attracts high prioritand skilled educatorsvithin educational institutions
(Harris 2006; Hammick et al. 20Q7)
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Table 8:

Barriers and Enablers associatd with Interprofessional Education including those pertaining to Pre-Qualification

Clinic-based Settingghat may be addressed by University DecisicMakers and Educators

Barriers

Enabling Strategies

x Differing opiniors concerning the purpose of IPield amongst differeni
health professional groupsThis is likely to haveresuled from poor
communicationand alack of confidence to facilitate IPE prograr
involving studentsn different health programg¢Henderson et al. 2011;
The Interprofessional @tculum Renewal Consortium Australia 2013)

xldentify commonalities amongst established health educational curricula
accreditation standards) and empirical evidence demansgtbhancedstudent
learning through IPERecognitiorthat IPEis an integal part of health profession
HGXFDWLRQ DV RSSRVHG WR (BirisQ00 Qilbpid 201
would form the basis for planning the integration of IPE into health profess
education curriculgKrathwohl 2002)

x Resistance fronfraculty towards modifying or enhancing uniprofessio
educationis likely to be associated with a perceived loss of professi
identityy, ZHDNHQLQJ RI D SURIHVYVLR QfofectioriS
attitudes towards role boundariesereotyping other professions, lack
professional respect and being comfortable with a curriculum that ma
D IDFXOW\fV SUHIHUUHG WHDFKLQJ PRG
would take place in a silo (segregated programs) ensuring lir
communicationbetween oral health programs to discuss collaborative
and critical reasoning skills within an oral health t§@aPaola & Slavkin
2004; Glen & Reeves 2004; Ginsburg & Tregunno 2005; Orchard, Cj
& Kabene 2005; Arndt et al. 2009; Camerenal. 2009; Howell 2009
Haden et al. 2010; Henderson & Alexander 2011; Olenick et al. 2019

x Conduct open communication and discussion frequently amongst educators
different health programs to arrive at a shared understanding and definition ¢
The importance of IPE and the collaborative role of each health profess
providing safe and effective patient care should be reflected through a comm
to sharing resources, continued implementation and evaluation of IPE acfiMitie
Interprdessional Curriculum Renewal Consortium Australia 2013; Teodorcz
al. 2016) An IPE activity should engage students from different programs w
they collaborate and are not in sildtenderson & Alexander 2011)

xIntroduce elevant IPE initiativeprogressively and customise to specific situatig
(i.e. relevant to each program). They musfléeible and creative so IPE is merg
with existing uniprofessional approaches so students are required to learn wit
and about each othéDienst & Byl 1B1; Nash & Hoy 1993; Tucker et al. 200
Kilminster et al. 2004; Gilbert 2010; The Interprofessional Curriculum Ren
Consortium Australia 2013; Gilbert 2014). Consequently formation of po
attitudes towards IPL will help facilitate collaborativellsk{Ruebling et al. 2014
Lefebvre, Wellmon & Ferry 2015)

x Restrictions in itmetabling or scheduling may prevent IPE from be
includedand affect equitable student access to actiiBesing et al. 2009
Henderson & Alexander 2011; The InterprofeagioCurriculum Renewa
Consortium Australia 2013; Teodorczuk et al. 2016; Olenick et al. 20!

x Lack of sufficient facilities to accommodate students in othealth
programs(including clinical sites for interprofessional placements) anc
extra time rguired to teach additional IPE courses across progl
(Henderson & Alexander 2011; Jacob et al. 2012; The Interprofess

Curriculum Renewal Consortium Australia 2013; Teodorczuk et al. 2|

x Commitments from university decisianakers endorsing collabative planning
that includes administrative support/structu®ommon commitmentrom IPE
supervisors/educatoegross health programs would facilitate a flexible approag
scheduling and creation of available physical space for teachioduding
appropriate placement sites that incorporate IPE and suitably tr
supervisors/educatots promote an interprofessional cultufieavin et al. 2001;
Morey et al. 2002; Reeves & Freeth 2002; Dalton et al. 2003; Morison et al.
Tucker et al. 2003; Kininster et al. 2004; White et al. 2004; Nisbet, O'Keefé
Henderson 2016)
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Table 8

Barriers and Enablers associated withinterprofessional Education including those pertaining to Pre-Qualification

Clinic-based Settingghat may be addressed by University DecisiciMakers and Educators (continued)

Barriers

Enabling Strategies

x Opposition from educatorwith an already overloaded curriculuto
include new IPE material (Wilder et al. 2008; Buring et al. 200!
Henderson & Aéxander 2011)

x Provision of additional human resources (including clinical and administr
support). Additional educators facilitated through sustainable funding for
ZLWK DQ pPRYHUORD@ENGersénX & U Alexdraes P J011; Th
InterprofessioniaCurriculum Renewal Consortium Australia 2013)

x Disparity innumbers of students in eabbalth prograninvolved with an
IPE initiative; the differing level of knowledge and understanding al
IPE (.e., readiness) possessed by the mix of students involved; ar
geographical separation of students involved with a particular IPE ac
across large uwmersities would all negatively impact the adoption of IF
(Tucker et al. 2003; Kilminster et al. 2004; Harris 2006; Davidson ¢
2008; Rouse et al. 2010; Swisher et al. 2010; Henderson & Alexg
2011; The Interprofessional Curriculum Renewal CongortiAustralia
2013; Kahaleh et al. 2015)

x Introduce IPE into a curriculum when students in diffeheratith programare at a
similar level of cognitive and professional developmentlRir to occur(Harris
2006; Hean et al. 2006; Dunston et al. 206Bhert 2010; Thistlethwaite 2012\
common clinic should be identified where all health programs can condug
activities. Those activities should focus on teamwork where students from diff
health programs are allocated to a team to facilitataelmmiation rather than focy
on equal pairings of studentdenderson & Alexander 2011%tudents enrolled ir
IPE programs with a longer duratidrave reported more positive perceptio
concerning IPEMu et al. 2004)

x Lack of content and delivery modeathengages students in collaborat
learning and assessment of IPE programs that enabled students t
(Morison et al. 2003; The Interprofessional Curriculum Reng
Consortium Australia 2013)

X Ensure that content is relevant to each hgaitigram ad that it is customised t
focus on teamwork, relates theory to practice, provides ongoing feedbg
students in a safe learning environment and allows sufficient timenfigoing
student reflectiomnd evaluatiofiMorey et al. 2002; Reeves & Freeth 200doke
et al. 2003; Crutcher et al. 2004; Kilminster et al. 2004; Mu et al. 2004; Pon
al. 2004; Hammick et al. 2007; Jacob, Vijayakumar & Jayakaran 2008; Sh
2008; Thistlethwaite 2012; The Interprofessional Curriculum Renewal Conso
Austraia 2013)




The WHO documenEramework for Action on Interprofessional Education and
Collaborative Practicenominated a number of mechanisms to shape or enable IPE at the
practice level (including educational faciliti€8yorld Health Organization 2010)igure
1 is adapted from the WHO document and reflects the barriers and enablers previously
identified. It displays enabling factors emanating from two sources, those pertaining to
educators (e.g. supervisors, lecturers, facilitatworking within an educational system)

and to curricula within an educational institutidorld Health Organization 2010)

Figure 1 Mechanisms that Enable IPE at the Practice Levdfrom World Health
Organization 2010Framework for action on interprofessional education
and collaborative practiceWorld Health Organization, GenewEigure 7,
p.23. Copyright 220 by theWorld Health OrganizatianReprinted with
permission

Appendix B alsatemises specific institutional enablers and barriers identified in
Tables 6, 7 and 8 as proposed in the docurnmeatprofessional Education: a National

Audit (The Interprofessional Curriculum Renewal Consortium Australia 2013)

34



2.3 Clinical Education
2.3.1 Best Practice Clinical Education
Universities are required to provide sufficient clinical education, particularly for
those students who will be treating patients after graduation, to ensure they are competent
to practic Rodger et al. 2008; Courtndratt et al. 2012Y0Ongoing evaluatio of clinical
education is an essential part of quality assurance in education to ensure that quality is
monitored, maintained and continuously develog@&arrow & McKimm 2010)
+RZHYHU GHILQLQJ WKH FRQFHSW puTXDOLMbigmatQ KLIKHU
as it has been portrayed in different ways by various stakeh¢®idrmdler et al. 2015)

as expressed by Harvey and Green (1993) in Figure 2.

As copyright permission to reproduce this figure was not obtained please
to Figure 1 on page 224 Barrow, DM & McKimm, DJ 2010, 'Assuring and
maintaining quality in clinical educatioyitish Journal of Hospital Medicine

vol. 71, no. 4, pp. 22228

Figure 2: Defining Quality from Harvey and Green, 1993(Barrow & McKimm
2010).

Quality is therefore a relative concept meaning separate things to different higher
education stakeholders. Those stakeholders include government and funding agencies,
employers, accrediting bodies, professional associations, educational institutions,
edua@tors/supervisors (clinical and nahnical) and students. Indeed, quality may be
conceptualised differently by the same stakeholder at different times or in different
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contexts(Harvey & Green 1993)Quality, with regards to clinical education, has been

referred to as education that provides students the best possible learning experience as
determined by their evaluation of what has been learned, and the attributes pertaining to

clinical educatorgMelender, Jonsén & Hilli 2014However, there is a lack of empirical

evidence pertaining to how student learning is assessed in a clinical environment, or

values relating to clinical educators involved with assessing stufé¢ateogue, Brown

& Foster 2001) 7KHUHIRUH DV WKH FRQFHSW pTXDOLW\Y FDQQR
and as the literature has reported several elements comprising high level clinical
HGXFDWLRQ WKLV WKHVLV ZLOO XVH WKH WHUP pPEHVW S|

andassess health student clinical education.

2.3.2 Elements Comprising Best Practice Clinical Oral Health
Education

A considerable amount of the clinical education literature relates to the nursing and
medical professions. Many of the elemesamprisingbest praticeclinical educationin
these professions, also relate to the various oral health professions. Students from all oral
health professions are required to possess the knowledge, attitudes and skills to be
competent and capable autonomous practitionergraduation. In particular, it is
imperative that oral health students acquire highly developed motor skills prior to
graduation through treating patients from the migaiars of their oral health education
(Manogue, Brown & Foster 2001; Chambers, Geiggire& Leknius 2004; Gerzina
2007; Anderson, Rich & Seymour 2011)

Best practiceslinical oral health education is dependent upon several elements. A
supportive learning environment that embraces strong leadership and effective
management and, where remu, robust partnerships with clinical facilities outside
university has been identified by students as essential in determining the success of their

learning experiencéSenge 1990; Leach 2001; Cannon et al. 2008; Henderson et al.
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2011b) 'R QD E H G lcep@§l Vram&nQrk for examining health care quality reflects
the main elements comprising best practice clinical education within a supportive
learning environment(Donabedian 2005; Jette et al. 2Ql14jigure 3 presents
'RQDEHGLDQTV FRQFH &t ZabD 2014p &H mmRithtés a progression
LQYROYLQJ WKUHH VWDJHV WKDW HQFDSVXODWHY ZKDW
education.

As copyright permission to reproduce this figure was not obtained please refg

the figure on page in Jette, DU, Nelson, L, Palaima, M & Wetherbee, E 2014,
'How do we improve quality in clinical education? Examination of structures,

processes, and oames' Journal of Physical Therapy Educatiorol. 28, no. S1,
pp. 612

Figure 3: 'R QD EH G Cancefitval Framework for Examining Quality in
Clinical Education (Jette et al.2014).

Within this framework, structures relate to the physical and organisational
characteristics within clinical education settings that provide the necessary resources and
procedures to process effective clinical educational programs. Best practice clinical
education for the most part may be measured in terms of student clinical performance
outcomes, but also considers satisfaction levels of dtigéver education stakeholders
(such as accrediting bodies, university decigitakers, health workforce and pat®nt
and a cost/benefit analysis in providing clinical education to studéette et al. 2014;
ReckerHughes et al. 2014)

As discussed in section 2.2.4, a telbased IPE intervention is a critical component
in student preparation for clinical practiceherl following best practice principles,
LGHQWLILHG WKURXJK 'RQDEHGLDQYV IUDPHZHR4etN DSSHDL
clinical experiences. Further discussion about the best practice principles also identified

as IPE enablers ipre-qualificationclinic-based sttings(Tables 6, 7 and 8) is provided
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2.3.2.1 Effective Supervision and Clinical Education

A supportive learning environment has a culture where effective clinical
supervision is fundamental towards encouraging the integration and inclusion of students
(Philibert et al. 2010; Anderson, Rich & Seymour 2011; Weiss, Bagian & Nasca 2013)

It has be]d UHSRUWHG WKDW D VWXGHQWIV FOLQLFDO OHD!
character of the clinical environment and nature of the clinical teaching provided
(Henderson et al. 2011&) study investigatingnedical, nursing, occupational therapy

and physitherapy VW XGH QW V { S H U F htsripfdféesSovialRrRiadng khldlpitad J

education wardsindicated that the quality of supervision was an important factor
associated with students being satisfied with their(fRihzer et al. 2004)

Many clinical educators in oral health are recruited from private practice to
reinforce clinical academic sfafo that a critical number of supervisors are attained to
provide safe and effective clinical educati@dmderson, Rich & Seymour 2011)Vhile
those recruited are highly experienced clinical practitioners, regular staff development
initiatives are requir to foster collegial relationships and deliver a consistent teaching
approach(Biehn 1976; Singh et al. 201@here practitioners develop into respected role
models for students within a supportive environmgigher et al. 1999; Rose & Best
2005; Davidsa, Elliott & Daly 2006; Henderson, Fox & Malkdyhan 2006; Steinert et
al. 2006; Pereira 2008; Health Workforce Australia 2010; Martin et al. 2011; Recker
Hughes et al. 2014)n a study concerning oral health education, individual indicators
measuring supfUYLVRUVY VXLWDEOH H[SHULHQFHstud®#sHLU ZLOO
their capability to respond to and understatadent needs and their willingness to
provide constructive feedback were all associated with creating a supportive clinical
education rvironment(Anderson, Rich & Seymour 2011 has been further proposed
thatclinical educator training programs need to focus on interprofessional pedagogy and

modes of IPE deliverfNisbet et al. 2007; Rodger et al. 2008)
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While the meaning of effectessupervision may vary according to the samitiural
context, learning process or desired learning outcomes, there is general acceptance about
the cognitive and nenognitive attributes that constitute effective clinical supervision
(Lizzio, Wilson & Sinmons 2002; Sutkin et al. 200&}ognitive aspects include possessing
expert knowledge about dental content and teaching/learning principles; possessing
technical competence; possessing a commitment to successfully teach students; able to
HY D O X D W HecuudutXuadeetivdiip; able to communicate clearly and explain
FRPSOH[ LGHDV FOHDUO\ DFFRUGLQJ WR VWXGHQWVT
FRQVWUXFWLYH IHHGEDFN DEOH WR H[WHQG VWXGHQW
reflection and promotion of a oomunity of practice to progress togetlieby 1994; Irby
1995; Lepper, Drake & O'Donnelbhnson 1997; Epstein et al. 1998; De Grave, Dolmans
& Van Der Vleuten 1999; Benbassat et al. 2005; Henzi et al. 2006; Carnell 2007; Martin
et al. 2011) In particula, two studies found that critical reflection resulted in students
becoming more knowledgeable, perceptive and camangl over time developed an
appreciation for sharing decisions in managing patient ¢aoémlund, Lindgren &
Athlin 2010; Haugan, Sgrens& Hanssen 2012)

Non-cognitive skills are those that can influence the behaviour of a student and
commence with the clinical supervisor adopting a studentred teaching ethic. It has
been documented that constructive feedback from students can salfmwisors to
reflect on those supervisory capabilities not related to acquiring know{Edgenster
& Jolly 2000; Chianese & Channon 2002; Dolmans et al. 2004; Ramani & Leinster 2008)
Particular aspects include having emotional maturity, being agipeibbe and interacting
positively with students, showing empathy and respect to students, being sensitive
WRZDUGV D VWXGHQWYTV FXOWXUH UHOLJLRQ JHQGHU L
enthusiasm for teaching, encouraging students to learn fromnistakes, motivating

students to have the confidence to attempt new tasks, and possessing a sense of humour
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whilst interacting with student¥ictoroff & Hogan 2006; Carnell 2007; McCready 2007;
Bolderston et al. 2008; Divaris et al. 2008; Jahangiri & &ilnio 2008; Murphy 2011;

Herd & Moore 2012)Three studies, two of which were conducted in oral health settings,
VSHFLILFDOO\ IRXQG WKDW puSHUVRQDOLW\ UHODWHGT
distinguished effective from ineffective educat¢fang, Clou & Chiang 2005; Hand

2006; Schonwetter et al. 2006)

Students noted that effective clinical teaching related to supervisors being able to
make a clear connection between theory and clinical pra&adeh, Walker & Wimmer
2009) Theparticular attribute highly esteemed by studemtsfacilitate this connection
from the pool of cognitive and nesognitive attributes have briefly been mentioned.
These include supervisors being able to demonstrate the application of extensive
knowledge through particulargceduresthose that could support, rectify and/or advise
students appropriately whilst treating patietii®se providing specific feedback without
degrading students in front of patients during clinical sessam$ supervisors asking
probing questions so that students engage irdgeitted learning by critically reflecting
on their clinical decisions/piErmance to improve and foster confider{Egstein et al.

1998; Lofmark & Wikblad 2001; OrlanBarak & Wilhelem 2005; Henderson et al. 2010;
Anderson, Rich & Seymour 2011; Jochemsan der Leeuw et al. 2013)

Ineffective teaching from a student perspexthas been depicted as clinical
supervisors failing to provide constructive feedback and/or appropriate guidance;
showing disinterest in students; being condescending to students; lacking pertinent
NQRZOHGJH VNLOOV IDLOLQJ W rwiag\idfore lagséssivgWw X G H Q W
students; and being inconsistent in their approach to evaluating stdenesoff &

Hogan 2006; Anderson, Rich & Seymour 2Q11)
Some health professions, such as physiotherapy, require a student to supervisor

ratio of 1:1 to preuide safe and effective clinical education because of the nature of student
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involvement with the patient. However, in most Australian tertiary oral health institutions,
a student/supervisor ratio of 6:1 is an accepted model for the number of studengslengag
in clinical education to promote student learning, maximise access to supervisors,
minimise errors/mistakesand ensure the safety of both patients and students. Evidence
indicates that the supervisory model selected is dependent upon the conteguaed re
SODQQLQJ DQG SUHSDUDWLRQ Zzasvhire @ rd Qold gantiaidW X W L R C
model that provides improved student performance or supervisor productivity in all
contextyLekkas et al. 2007; Health Workforce Australia 2010; Martin €2Gil.1)

2.3.2.2 Patient Contact Time and Clinical Education

The number, duration, timing and sequencing of clinical experiences are structural
issues impacting best practice clinical education. The number and configuration (days or
weeks) of clinical hours a pigualification studentis obligatedto undertake and the
procedures that must be competently performed on patients to gain proficaeacy
usually well documented by health programs. However, the number of patients required
to be treated within those hoursdttain competency are often not documefiiette et
al. 2014)

The minimum number and types of procedures that must be competently completed
within those hours is guided by the number and type of competencies/capabilities
mandated by accrediting autitas (Jette et al. 2014)The Australian Dental Council
(ADC) accredits all national oral health education programs and the Dental Board of
Australia (DBA) defines the scope of practice for each oral health profession, which
guides the competencies/capiieis required for practice registratigpental Board of
Australia 2014; Australian Dental Council 2018)

There is no standarthdicating at what stage clinical engagement should occur

within a particular prograr@ette et al. 2014However, it is acepted that clinical contact
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with patients shoulthke placeafter adequate academic knowledge and basic oral health
clinical competencies have been obtained.
2.3.2.3 Placements and Clinical Education

2WKHU DVSHFWYV GHWDLOHG LQ 'RQDEH-Gas&I@EY PRGHO
intervention relate to clinical experiences both within academic institutions and
placement sites outside those institutions (outplacements). Clinical placements
complement istitutional clinical education by allowing students access to more
meaningful clinical supervision through a core group of clinical supervisors and contact
with a greater variety of patients/conditions whilst addressing the challenge of a limited
number ofpatients accessed through academic institufigpstein et al. 1998; Henzi et
al. 2006)

Apart from clinical skill developmenthe benefits perceived by students from
participating in clinical placements include learning by being socialised intchibedih
profession and interaction with other health professions through both cognitive and
socicconstructivist approaches. In additiexposure to different supervisors and greater
connectedness to patients helmsdge theoretical learning with clinicavorkplace
learning thereby enhancing saléflection and developing a community of practiogur
& Hirsh 2009; Kevin et al. 2010; Magobe, Beukes & Miller 2010; Anderson, Rich &
Seymour 2011; Rodger et al. 2011; Sheepway, Lincoln & Togher 2011; Sivamnala
2011)

2.3.2.4 Evaluation of Clinical Education

Consideration must be given to student competency and stakeholder satisfaction in
appraising best practice clinical education outcomes. Student evaluation is maximised
when clinical supervisors reflect oneih own supervisory practiceare subject to peer
assessmenprovide consistent feedback to students and use objective criteria against

which to assess clinical competeiidanogue, Brown & Foster 200I)hose criteria are
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reflected in documented leargirobjectives/outcomes which provide direction about
what students are expected to learn at various stages during their studies and also
competency criteria documented by international and national dental accrediting
authorities such as the American Deritdlcation Association (ADEA), Association for
Dental Education in Europe (ADEE), General Dental Council (GDC) in the UK and the
ADC (Harden 2007a; Harden 2007b; American Dental Education Association 2008;
American Dental Education Association 2011; Genebmntal Council 2013;
Cunningham, Wright & Baird 2015; Australian Dental Council 2016a; Australian Dental
Council 2016b; Australian Dental Council 2016c; Field, DeLap & Manzanares Cespedes
2017; Field et al. 2017; Gallagher & Field 2017; McLoughlin e2@1.7)

Using valid and reliable assessment strategies that refer to these criteria is one
approach to ensure equitable learning experiences between students as the provision of
identical clinical experiences in a variety of clinical education settings is nablgoss
(Cunningham, Wright & Baird 2015)s a strategy, regular feedback providing formative
assessment allows students to become aware of their strengths and we zkme $@esn
these regular discussions are documented they facilitatereflelfition and self
assessment. Direct observation permits supervisors to recognise students at risk of failing,
and implement remedial action where required, prior to issuing summative feedback and
finalisation of grades. Moreover, a number of national surveys havedeeefoped in
the UK, United States of America (USA) and Australia to assess student attitudes
concerning the learning process and degree of student engagement through teaching
(Barrow & McKimm 2010)

Regular audits of clinical education programms/olving all stakeholdersassure
both institutional and accrediting bodie$ a commitment to continuolys improve
clinical education viea comprehensive review proce$fiat process seeks evidence to

support the pursuit ofelevant goals and objectivespmpliance with documented
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standardsjmplementation of relevant evidenrbasededucatiomal approaches; use of
effective tachers, progion ofadequate studeffiaculty interaction, and prodtion of
competengraduategPrice, Hopwood & Pearce 2000; Williamsakt 2006)

All higher education stakeholders should be satisfied with the process and outcomes
of a clinical education program. As there is no universally adopted instrument to measure
stakeholder satisfaction, both formal (e.g. audits) and informal assetss(e.g. student
feedback and/or direct observation) should be reviewed. Apart from faculty being
VDWLVILHG ZLWK VWXGHQW H[SHULHQFHYVY DQG SDUWQHL
SHUFHSWLRQV RI WKHLU FOLQLFDO H[S@HEIHQUMLH DQVG HNF .
abilities would impact upon the reputation of educational instituijdetse et al. 2014)

Appendices C and D contain snapshots of the essential characteristics pertaining to
a clinical instructor (educator) and a clinical practice envirent respectively, to help

define best practice clinical educatig®eckerHughes et al. 2014)

2.4 Oral Health in Australia

2.4.1 An Overview of the Oral Health Professions in Australia

The Australian oral health workforces comprisel of registered dentaractitioners
including both general dentists and 13 dental specialist discipli®@$Ts, dental
therapists, dental hygienists anBswho work together with dental assistafid$\s) and
DTs. The latter two areot required to be registeréd/illis, Reynolds & Keleher 2016)
The ADChas documentedfessional competenciasnd capabilitiefor each othe oral
health professions required to be register@ad have recognised each as integral
components of theral health caréeeam(Health Workforce Austradi 2011; Australian
Dental Council 2016a; Australian Dental Council 2016b; Australian Dental Council
2016¢c) Upon examination, it is apparent that the interprofessional
competencies/capabilities documented for each oral health profession relate to the

interprofessional competencies and capabilities discussed previously in this chapter.
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Collaborative leadership, interprofessional communication, team functioning, role
clarification/effective role practice in a specific profession and transferable skills and
knowledge are domains/subscales that feature prominently. These interprofessional
competencies/capabilities form part of all competencies/capabilities that a newly
graduated OHP is expected to possess to be registered as a practising professional
(AustralianDental Council 2016a; Australian Dental Council 2016b; Australian Dental
Council 2016c) Therefore, attainment of interprofessional competencies/capabilities
may be regarded as an element of best practice clinical oral health education.

The term intraprofessional has been used in the literature to re@iRswho
collaborate when providing cafBrame et al. 2015; Otsuka et al. 2018pwever,n this
thesis, the term interprofessional is adopted as each ofdahbealth care professials
required to be registered are recognised by accrediting authorities in Australia as separate
professions. In this regardhterprofessional clinical oral health education within
Australian tertiary educational facilitiesfers to collaborative leaimg among different
oral health profession® facilitate interprofessional teamwor&nd improve quality of
care. Alternativelyintraprofessional education refers to education that occurs when two
or more disciplines within the same profession are engagéshrning together and
subsequently collaborate in the workplace. Within the Australianabdenbfession,
disciplines include general dentists and 13 dental specialties who are all registered
dentists.

A summarised description of the roles pertairtmgach of the OHPs in Australia,
both registered and neegistered, and how they may integrate when providing oral

health care is shown inable9 (Willis, Reynolds & Keleher 2016)
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Table 9:

Description of the Roles of Registered and Norregistered OHPs in
Australia from Health Workforce Australia 2011 and DBA 2014
(From Willis, E, Reynolds, L & Keleher, H 2018J)nderstanding the
Australian health care syster8rd edn Elsevier, Chatswood, N.S.W
Table 16.2, p.23@37. Copyright 2020 by Elsevier. Reprinted with
permission

Role

Description

Dentist

p | Dentists practise all parts of dentistry including assessment, diagnosis
treatment, management and preventive services for patients of all age

Dental
therapist

p | Dental therapists provide oral health assessment, diagnosis, treatment
management and preventive services for children, adolescents and yo
adults (and, with additional education, for adults) within a preventive
philosophy. They provide fillings and tdoremoval, additional oral care
and oral health education and promotion for individuals and communiti
Dental therapists are autonomous practitioners who work in collaborati
and referral relationships with dentists

Dental
hygienist

p | Dental hygienits provide oral health assessment, diagnosis, treatment,
management, and education for the prevention of oral disease to prom
oral health for people of all ages. They provide periodontal/gum treatm
preventive services and other oral care. Dentaigmygts are autonomous
practitioners who work in a collaborative and referral relationship with
dentists

Oral health
therapist

p | Oral health therapists are qualifiedkatha dental therapist and dental
hygienist and provide all the services of both. Like dental therapists an
hygienists, they work with dentists and specialists providing orthodonti
treatment, specialist periodontal and paediatric treatment, and dental @
for other highneeds people

Dental
prosthetist

p | Dental prosthetists provide assessment, treatment, management and
provision of removable dentures and megtlards used for sporting
activities. With additional education, and a written referral from aistent
they also provide various types of splints, sleep apnoea devices, anti
shoring devices, immediate dentures and additions to existing denture

Dental
assistant

A dental assistant supports the provision of clinical dental care by prep
patients and assisting dentists, dental specialists, dental hygienists,
therapists and oral health therapists in providing care and treatment. T|
may also carry out recepti@nd administration and, with additional
training (Certificate IV), are also able to takeays and provide oral healt
education

Dental
technician

A dental technician constructs and repairs dentures and other dental
appliances, working closely with a&ntist or dental prosthetist and usually
having limited patient contact (except for shade taking)

Specialist
areas of
dentistry

u | Registered dental specialists are dentists who have completed additior
postgraduate studies and preparation and limiir feactice to a specific
branch of dentistry, in one of the following areas; Demakillofacial

radiology, endodontics, oral and maxillofacial surgery, oral medicine, o
pathology, oral surgery, orthodontics, paediatric dentistry, periodontics
prostrodontics, public health dentistry (community dentistry), special ng
dentistry, forensic odontology

M Indicates those registered pacti® with the Australian Health Practitioner Regulation Agency
(AHPRA) through the DBA. These professions must umversity educated to attain the requisite
competencies/capabilities to become registered

Dentistsprescribe medications, administer sedation where required, and undertake

preventative, restorative and maintenance care of both hard and soft itistue®ral
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cavity and surroundingrofacial aredor patientsUntil recently dentistprovided clinical
oversight forOHTs, dental therapistand dental hygienistshowever the DBA has
recently deemed that these OHPs can work unsupervised irbtesad settings due to
their enhanced level of clinical educati@entd Board of Australia 2018)

Oral health therapistslental therapists and dental hygienmstsvide primary health
care serviceswhich include dental examinations, diagnoses, and pratraihealth
promotion servicego expand the capacity of dentigteteby permitting them to engage
in more complex card.hese practitionerare independeritealth workers who recognise
their practice boundaries, engage in collaborative models ofntirelentistsand refer
patients to dentists and/or other health ptiacers where the care required is beyond
their scope of practic&he literature indicates that services provided by these professions
are of the same standard as that provided by dentists and well accepted by (gatients
2002; Hopcraft et al. 200& alache et al. 2009; Satur et al. 2009; Health Workforce
Australia 2011; Hopcraft et al. 2011; Dooland 2014)

Dental prosthetists aksmown as clinical dental techniciangdaththe UKand New
Zealand and as edturists in Canada(Evans 201Q) They work as independent
practitionerdy assessg, managng and providingremovableoral prostheses suchfad
and/or partial dentures, mouthguards and otkeemovableappliancesthrough direct
patientcontact Howeverthey do not perform any irrexgble procedures on patients that
may be necessary to fabricate dentures sucta@saltooth preparation or extractions.
Many procedureswithin the scope of practice for DR®quire a high degree of
communicationand collaborion between the dentisi specialist dentisind prosthetist
when providing certain prostheses suchnaglant retained overdenturébhe DPmust
enter into a coordinated professional relationship with a dentist before providing such
treatmentvhere the vadus roles, specific contribution and timing of that contribution is

clearly outlined for each profession@iEvans 2010; Australian Dental Prosthetist
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Association 2016; Australian Government Australian Skills Quality Authority 2016;
Griffith University 201@; Queensland Government Department of Health 2016; Willis,
Reynolds & Keleher 2016)

Dental assistantsmay completea Certificate Il or an advance@ertificate IV
course in dental assisting throughRegistered Training Authority (RTO) (i.e. ron
universty education) although traiing is not currently mandatarfpAs are integral to
the provision oforal healthcare as they provide clinicalssistancevhile the treating
professional is engaged in procedural wirlensure safe, optimal care the patiat.
(Mossey et al. 2006; Dental Receptionists Training 2013; Health Workforce Australia
2014; Willis, Reynolds & Keleher 2016)

Dental technicianbave two education options. They can either enrol in ayeao
course through a registered Ri®gain a Dploma of Dental Technology or engage in
morecomprehensivetudy over three years an accreditedniversity to graduate with a
BachelorVdegreeA DT constructsand repairsoral and maxillofacial prostheseswvithin
a dentallaboratory accordingo a prescriptionsupplied bya DP, dentist or specialist
dentist. While a DT does ngperform procedures opatients;they may work with a
patient and dentist in the clinighen determininga denture crown or bridgegooth shade
and mould (Dental Technicians and Dental Prosthetists Board of Queensland 2010;

Evans 2010Q)

2.4.2 The Collaborative Oral Health Team in Australia

In response to a number of issues impacting on oral health care, such as legislation,
infection control, clinical governance, practice management and other professions
complementing oral health care professionals when managing care, a need for effective
and efficient collaborative dental teams has ariglossey et al. 2006; Leisnert et al.
2012) As discussed previously, teamwork competencies for the majority of oral health

care professionals have been documented as mandatory by accrediting authorities
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(American Dental Education Association 2008; General Dental Council 2009; American
Dental Education Association 2011; Australian Dental Council 2016a; Australian Dental
Council 2016b; Australian Dental Council 2016c; Field, DeLap & Manzanares Cespedes
2017; Fidd et al. 2017; Gallagher & Field 2017; McLoughlin et al. 20THe aspects of
teamwork deemed fundamental towards establishing an effective collaborative dental
team include strong leadership, open communication, trust, respect, motivation and
cooperatio so that continuity of care through a safe, comprehensive high standard of
service provision may be delivergEdmondson, Bohmer & Pisano 2001; Miller,
Freeman & Ross 2001; Meads et al. 2005; Tyler, Kossen & Ryan 2005; Mossey et al.
2006; Rafter et al. Z; Hoffman & Harnish 2007; Hancocks 2008; Hutchinson et al.
2010; Reeson, Walkégsleaves & Jepson 2013)

Each member of a collaborative oral health team in Australia, including both
registered and neregistered practitioners, contribute different corepetes towards
achieving optimal dental care for patients. In contemporary dental practice the need to
address complex oral health challenges is the norm and, as such, collaborative oral health
teams within the primary health care setting are requiredtherebest manage these
SUREOHPV RU LGHQWLI\ SDWLHQWY ZKR VKRXOG EH UHII
relationship occurred with dentists having autonomous power where they oversaw all
activities performed by other OHPs in a subsidiary riteeidon 1986; Evans,
Henderson & Johnson 20120his type of relationship does not facilitate IPP and is
contrary to principles relating to professional practice advocated both internationally and
in Australia (National Health and Medical Research Council 1988alloner 2002;
Morison et al. 2008; Sanz et al. 2008; Field, DeLap & Manzanares Cespedes 2017; Field
et al. 2017; Gallagher & Field 2017; McLoughlin et al. 2017)

A contemporary oral health team where patient care requires collaboration between

all OHPsinvolved, has the dentist assuming responsibility and providing leadership for
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overall patient care through planning, guiding, and motivating via open communication.
Clear communication between dentists, DTs BR$has been cited as a crucial element
towards establishing interprofessional relationskigpsans, Henderson & Johnson 2013;
Parry, Evans & Cameron 2014n understanding of the various roles, and respect for
the contribution brought by all team members permits the dentist to conduct an
approprate analysis of tasks (procedures) to be undertaken in implementing a treatment
plan; the appropriate delegation of those tasks amongst OHPs; when those OHPs should
best contribute towards the treatment plan; and monitoring of oral health outcomes. In
thisrespect, collaborative experience within a team can facilitate high morale and mutual
respect between interprofessional team members. Consequently, productive collaboration
and enhanced teamwork leads to safe and effective oral health care, indicating the
necessity to include IPE within popialification oral health progranjReeves et al. 2002;

Mossey et al. 2006; Evans, Henderson & Johnson 2012; Makely.2012)

2.5 Summary

This chapterdescribed the need for and implementation of IPE andtthibutes
of best practice clinical education, particularly as they apply to oral health education. The
roles and responsibilities of the different OHPs in Australia were identified and the
different modes of collaboration between oral health profesgionanaging patient care
explored. he underpinning literatre highlighted the importance of interprofessional
teambased clinical oral healtBducation,both when planning and managing patient
care to prepare graduates for contemporary dental practice.

The next chapter proposes a framework where best practice clinical oral health
education is evaluated in terms of reactions to IPP, learning experiences and
consequent professional behaviour within an oral health curriculum. The rationale for
and descriptin of an innovative student teabased interprofessional clinical

education program developed at DOH is discussed, thus providing the context in which
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the problem statement, research question and study objeatiges
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Chapter 3

Framework for Progressing and Eva luating an Interprofessional
Team-Based Clinical Education Approach

3.1 Introduction

It has been asserted that IPL promotes collaborative professional p{actieth et
al. 2005) However,improved health outcomefsom IPE activities in undergraduate
programs that lead to IPL and IPP upon gradudtambeen challenged due to a lack of
robust evidencelemonstratingausation(Zwarenstein & Reeves 2000; Zwarenstein et
al. 2003) This thesigpropossthatIPL can be effectivgl progressed through drawing on
best practicelinical education.

This chapter describes the oral health curricula and best practice interprofessional
teambased treatment planninG& TP) processintroduced at DOH in response to clinical
educational ch&nges in 2009The approach adopted in this thesis seeking evidence of
the contribution of clinical IPE in undergraduate oral health programs is then outlined.
.LUNSDWULFNTV H[S&aM& bluiokvesIdr elRchtioRal interventi(Ber
et al.2005; Freeth et al. 2008) described as part of the framework to evaluate the TBTP
process and as a feedback process to help inform revisions to clinical IPE activities.

The chapter concludes by describing the study aimemmpirically assessg
associationbetweerthe TBTP processndperceptions of IPL and practice at DOH and
determining if these experiences contributed towards advancing interprofessional

competencies and capabilities
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3.2 Interprofessional Learning Opportunities and Experiences for Oral

Health Professionals at  Griffith University

3.2.1 Educational Reform Drivers

3.2.1.1 Need to Improve Quality and Safety of Oral Health Care
Provision

Adverse patient outcomes as a result of safety issues and quality of care provided
have been linked to misund&sdings and communication breakdown between health
professionals both nationally and internationéDepartment of Health 2001a; Walshe
& Offen 2001; Laming 2003; Meads et al. 2005; Wong, Yee & Turner 2008; Koppel
2013) This relates to a lack of undeasting about professional similarities and
differenceqFreeth et al. 2005; Dunston 20H2)d also the language used between health
and nonhealth related professions when managing health(Baire et al. 2005)

It has been widely reported that effectteamwork is integral towards improving
both the quality and safety of health care provigiostitute of Medicine 1999; Reeves
& Freeth 2002; Institute of Medicine 2003; World Health Organization 2010; Matthews
et al. 2011; Thistlethwaite 2012; Eberaét2014) Interprofessional teatbbased clinical
education involving oral health students would improve communication, planning and
coordination of treatment with oral health students in different programs and patients to
result in better safety and qugliof patient caréDunston et al. 2009; Evans, Henderson
& Johnson 2012)With effective interprofessional supervision, reduced adverse events
and delays in providing care, and/or duplication and omission of oral health treatment
would be avoided in thewdent clinic(Anderson, Rich & Seymour 201 Brofessor Peter
Reher (Deputy Head of School, Clinical Education, DOH, Griffith University) in a
personal communication on 27 January 2016 indicated that such action would prove to

be costeffective for patiers encouraging them to return for continuing ¢&eher 2016)
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3.2.1.2 Need for Collaborative Care

The call to reform oral health education in the early twdingy century emphasised
the need to educate oral health students collaborat{itedyitute of Medicine 2001,
Health Resources and Services Administration et al. 20kers for this reformelated
to several global issues emanating from the traditional uniprofessional fragmented
approach to providing clinical oral health education. A lackaafess to a wide variety of
patient cases involving collaboration with other oral heagiltbfessionsand limited
understanding of the roles of thgsmfessionsn both the treatment planning and oral
healthmanagement of those patients were ndiedddition, the literature indicated that
practical realities such as an increasing lack of adequate pati@tiers could limit the
actual student exposure to the necessary diversity of clinical cases requiring collaboration
between oral healtbrofessiongField 1995; DePaola & Slavkin 2004; Allen 2005; Fugill
2005; Gerzina, McLean & Fairley 2005; Ling & Fu®Q Eriksen, Bergdahl & Bergdahl
2008)

It has been proposed that sufficient patient numbers and a variety of cases requiring
collaborative care will be facilitated through maintaining a pool of patients for clinical
oral health education. The educatioeaVironment created will help students in the oral
health team become aware of the knowledge, skills and contribution that each member
can offer when providing collaborative care. A nurturing of respect for other OHPs would
derive a more satisfied, expares view of clinical care(Caldwell & Atwal 2003;
Australian Commission on Safety and Quality in Healthcare 2005; Hoffman & Harnish
2007; Davidson et al. 2008; Manser 2009; Health Resources and Services Administration
et al. 2011; Evans, Henderson & Johm2013; Jonsén, Melender & Hilli 2013)

Each of the health professions educated through uniprofessional programs was
XVXDOO\ VHSDUDWHG SK\VLFDOO\ IURP HDFK RWKHU DQ

content that concentrated on procedural competencyerrdiiian comprehensive
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collaborative patient ca&mith 1993; Reeves et al. 2008; Cameron et al. 2009; General
Dental Council 2009; Health Resources and Services Administration et al. 2011; Evans,
Henderson & Johnson 2013)ral health graduates educateithim a uniprofessional
context were therefore ifpfrepared to manage patients with complex chronic conditions
which required collaboration amongst oral health team members and shared decision
making with patients and their carékéargalit et al. 2009; Hath Resources and Services
Administration et al. 2011)Moreover, it was documented that shared learning,
understanding of complementary knowledge, collaborative participation in managing
patient care, and having knowledge/respect for each complementb®IpHVVLRQVY URO
were all necessary to improve communication and teamwork skills inquphdication
context to produce oral health practitioners ready for contemporary dental practice
(Gallagher & Wright 2003; Morison et al. 2008; Gallagher & Wilso@90
3.2.1.3 Need for Patient -centred Learning

Poorly integrated dental curricula delivered over a short period of time through
didactic lectures also contributed towards the need for educational reform. Through this
teachercentred approach, clinical reasoningdaproblemsolving skills were not
facilitated as students found it difficult to link theory, technical proficiency and patient
care in the clini¢Tedesco 1995; Alfano 2004; Pyle et al. 2006; DePaola 2008)

Chapter 2 alluded to patienéntred care beinigtegral towards improving health
outcomes and the safety and efficiency of health service delivery. Padi@néd learning
as an educational reform can only be facilitated through adopting abtsed
interprofessional approach in pgealification clnical oral health educatiofRyder &
Morio 2011) In this context peer teaching, through the unique contribution from students
in each oral health program comprising a collaborative team, facilitates effective problem
solving skills to address complex otadalth conditiongHealth Resources and Services

Administration et al. 2011)
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The emphasis on interaction also encourages students to develop critical reasoning
skills and take responsibility for sdffarning evidenced through engaging in continuing
professional development pegtaduation. It is unlikely that this would be achieved
through a didactic teacheentred approac{DePaola & Slavkin 2004; Manogue et al.
2011; Ryder & Morio 2011)A recent report on the accreditation of health professional
programs in Australia recommended that accreditation standards should require education
providers to demonstrate that curricula promote patientred car€¢Australian Health
Ministers' Advisory Council 2017)

3.2.2 Overview of the Interprofessional Curricula  at Griffith University

3.2.2.1 Griffith Health IPL Framework

The Griffith Health IPL Framework assists in guiding the timing of when to deliver
an IPE initiative within a curriculum so that Griffith University graduates will be
competento engage ireffective collaboative interprofessional practi¢@ll Together
Better Health 5 International Conference participants 2010; World Health Organization
2010; Rogers 2011)The framework underpinned by a set of six threshold learning
outcomedor all Australian healthcare sitiplines at professional entkyvel (O'Keefe,
Henderson & Pitt 20119uggests three phases to introduce IPL into the curriculum of all
health program@Rogers 2011)Phase one introduces the student to the health professions
early on in the curriculum; phase two simulates the professional team experience in the
middle years; and phase three the real world professional team experience in the latter
stages of the progm(Rogers 2011)

Prior to implementing the Griffith Health IPL Framework, an audit of three studies
in Australia focussing on the development and delivery ofgpedification IPE
initiatives, noted few programs being delivered at stage one. The methdels/ery at
this stage included lectures, group work and discussion. The majority of programs were

delivered in phases two and three. This is despite assertions that IPL should occur early
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in the curriculum, before students begin to engage in pradidalities, to avoid
acquiring negative stereotyping or a sense of insular uniprofessional loyalty known as
MWULE ([@esry R987; Gilbert 2010) and to better facilitate interprofessional
collaboration and the learning experience (Headrick et al. 198&drick et al. 1998;
Horak, O'Leary & Carlson 1998 phase two, simulations, role play, group work and
discussion were employed to progress learning from a cognitive to a more phastck
focus. The third phase included practicums, group work asulisisions. Cadeased and
problembased learning featured in all three phases with experiential learning occurring
in phases two and thréBunston 2012)It should be noted thabrparticular method is
all encompassingndeed, proficieninterprofessionaeducatorsalter the mode of IPE
delivery appropriatelyas student needs evojvend to maintairinterest(Barr & Low
2013)
3.2.2.2 DOH Interprofessional Learning Curricula

The Griffith University School of Dentistry and Oral Heattlinic was established
in 2004 with a suite ahree fulttime programg1) the combined Bachelor of Oral Health
(BOH) in DentalScience program (first three years)/Graduate Diploma of Dentistry (final
two years) (DSc) program; (2) BOH in Oral Health Therapy (PHgram; and (3)
BOH in Dental TechnologyDT) program(Evans, Henderson & Johnson 201The
Master of Dental Technology in Prosthetics (MDT) prog@mmenced ir2005 This
program provides dental technicians with advanced oral health educationuatgrad
dental prosthetists.

The program based oral health curricula at DOH was founded upon IPE as DSc,
OHT, DT and MDT students learnt with, from, and about each divans, Henderson
and Johnson (2010) provided a detailed overview of the oral heaftbuta at DOH for
the first three years of study in the DSc, OHT and DT prograpygendix E provides an

overview of the operational issues pertaining to each of these programs including those
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pertaining to the interprofessional learning curricula at DOH

Seventy per cent of the DOH curricula incorporated(itEside a clinical context)
and/or collaborative teafimased components (mainly within a clinical context) from 2012
to 2014 (Table 10)Whilst the proportion of IPE and/or tedmsed components within
the curricula seemed to decrease in the latter years of the OHT and DT programs, the
amount of time involving collaboration in the clinic between students at this time actually
increased. Me courses/units taught in the latter years of each program supported
increased clinical contact time between the programs where many year five DSc students
collaborated with DT and OHT students on outplacement (i.e. outside the confines of
DOH). Within DOH, DSc students collaborated with OHT, DT and MDT students.
Appendix E alludes to the number of clinical contact hours increasing in the latter part of
the DSc, OHT and MDT programs, which attests to the increased opportunities for

collaboration.
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Table 10: Overview of the DOH Curricula and the Proportion of IPE and Team-based Collaborations within the Curricula during 2012,
2013 and 2014

Proportion of
Number Courses/Urits with
of Courses/Units | Courses/Units with | IPE and/or Team-
Courses/ | with an IPE a Teambased based omponents
Programs Units component component (%)
Dentistry (5 years)
Bachelor of Oral Health in Dental Sciengearl) 9 8 0 88.9
Bachelor of Oral Health in Dental Sciengear?2) 6 3 0 50.0
Bachelor of Oral Health in Dental Sciengear3) 9 4 2 66.7
Graduate Diploma of Dentistyear4) 7 0 3 42.9
Graduate Diploma of Dentistyear5) 5 0 4 80.0
Oral Health Therapy (3 years)”
Bachelor of Oral Health in Oral Health Thergygarl) 7 0 100.0
Bachelor of Oral Health in Oral Health Thergygar2) 10 10 0 100.0
Bachelor of Oral Health in Oral Health Thergygar3) 11 8 2 90.9
Dental Technology (3 years)
Bachelor of Oral Health in Dental Technolo@garl) 7 5 0 71.4
Bachelor of Oral Health in Dental Technolo@gar?2) 10 5 0 50.0
Bachelor of Oral Health in Dental Technologar3) 7 2 2 57.1
Master of Dental Technologyin Prosthetics(1year) #
Master of Dental Technology Prosthetics 6 0 1 16.7
TOTAL 94 52 14 70.2

* Source: Office of Planning and Financial Services, Griffith University, 2012, 2013 and@€ffth University Office of Planning and Financial
Services 2015).

# The CHT program was withdrawn at the entd2013.The MDT programcommenced integration with other oral health progrem2914



Whilst a greater proportion of course learning outcomes in the DT and MDT
programs relate to IPE, all courses offered for year three, four and five DSc students, year
three OHT, year three DT students and MDT students have included IPE in their
curricula. Almost half of the graduate attributes in all programs have been attained
through IPE and may be mapped to documented ADC competencies or the Australian
Qualifications Framework (AQF) standards which attests to the priority DOH places on
IPE (Table 11)(Australian Dental Council 2016a; Australian Dental Council 2016b;
Australian Dental Council 2016c; Griffith University 2 &riffith University 2018a;

Griffith University 2018b; Griffith University 2019a; Griffith University 2019b)

As the ADC does not document competencies for newly graduated DTs, Griffith
8QLYHUVLW\ DGRSWHG WKH OHYHO %DFKHORUfV GHJU
objectives from the Australian Qualificaties Framework (AQF) as standaf@ésistralian
Qualifications Framework Council 2013Jhe AQF KDV EHHQ G Hhé RadicreHG DV
policy for regulated qualifications in Australian education d@raining f(Australian
Qualifications Framework Council 2013,1). Appendix E also contains the year 3 OHT

program course profile for 2012 as this is no longer accessidireon
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Table 11: Interprofessional Learning Outcomes andGraduate Attributes Documented in DOH CourseProfiles that are Mapped to ADC
Competenciesor the Australian Qualifications Framework Standards (Australian Qualifications Framework Council 2013;
Australian Dental Council 2086Australian Dental Council 20b6Australian Dental Council 20E6Griffith Univergty 2016a; Griffith
University 2018; Griffith University 201®; Griffith University 2019a; Griffith University 2019b)

Number and % of Number and % of
Learning Outcomes Graduate Attributes
Number of | related to IPE and Number of related to IPE and
Learning mapped to ADC Graduate mapped to ADC
Course Profiles # Outcomes Competencies Attributes Competencies
Dentistry
Bachelor of Oral Health in Dental Sciengear3) 11 2 (18.2%) 19 9 (47.4%)
3030DOH (2016)
Graduate Diploma of Dentistyear4) 15 1 (6.7%) 19 9 (47.4%)
7440DOH (2019)
Graduate Diploma of Dentistyear5) 22 3 (13.6%) 19 9 (47.4%)

7540DOH (2019)
Oral Health Therapy
Bachelor of Oral Health in Oral Health Thergpgar3) 34 2 (5.8%) 19 9 (47.4%)
3017DOH (2012)
Dental Technology
Bachelor of Oral Health in Dental Technolo@gar3) 16 6 (37.5%) 19 9 (47.4%)
3029DOH (2018)

Master of Dental Technologyin Prosthetics
Master of Dental Technology Prosthetics 10 4  (40%) 19 9 (47.4%)
3050DOH (2018)
# Most course profiles from 201£22014 are no longer accessibltie Course profiles documented in this table contain the same Learning Outcomes
and Graduate Attributes that were documented in the course profiles fromt2012. Most course profiles shown in this table may be accessed
on-line. The course profile for 30171H is documented in Appendix E.




3.2.3 The Team-Based Treatment Planning Concept

3.2.3.1 Commencement

In 2008 feedbackconcerning student learning and experienceshan clinical
program was sought from final yeddSc students at DOHComments from several
studentsreferred to receiving d@ragmented professional and treatment planning
education, aslemonstrated by havinglack of access to a wide variety of patient cases
andan inadequatenderstanding of the roles ather OHPsvhenboth treatment planning
andmanaging patients. When interviewed on 27 January 2016, Associate Professor Evans
indicaed tis led to a perception of not being competeniengage in collaborative
practice upon graduatidivans 2016)

In response to these educational challenges DOH introduceatéhgrofessional
teambased treatment planning del of IPE in 2009i.e. TBTP), in light of a number of
international and national dental schools adopting promising practicebi@sed models
(Kassebaum et al. 2004; University of Kentucky College of Dentistry 2012; University
of Minnesota 2012; University of Missotiansas City2012; University of Pennsylvania
2012) Treatment planning is an essential element of clinical oral health education, as it
formulates rational sequencing of treatment processes and guides the ordering of
successive patient visits. It is at this stage tiedlaboration between students in the oral
health team, their clinical supervisor and the patients/carers under their care, is necessary
to understand the role and timing of the contribution of each team member and provide
relevant information to the pant along with acquiring informed consdiitook et al.

2002; Hobson 2009)n this instance IPL is facilitated through tsidents collaboratively
managing patients through a continuum of care and effectively communicating to acquire
an increased understand of all OHProles and responsibilitiggett 2008; McKimm et

al. 2010; Masters, Baker & Jodon 2013)

The TBTPmodelaimedtoGHYHORS DQ DSSUHFLDWLRQ RI VWXGHC
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role andfacilitate IPE best practice clinical oral health educatiard dPL prior to

graduation through emphasising the importance of teamwork, peer learning and

appropriate assessment strategies. It also aimed to facilitate more efficient patient

distribution amongst students and ensure that care was prapgedpriatelythrough

referring to a studerih a particular program or year leweith the necessary expertise. It

was envisaged thdhe TBTPprocessand best practice clinical oral health education

would be facilitatedhrough positive perceptiorisom patients, chical supervisors and

oral healthstudents collaborating as aral health team when providing patient care.
3.2.3.2 Composition of Teams

Under the TBTP concept, studemisre allocated randomly by program and year
level into clinical teams. In 2012aehteam comprisgof at leasseverstudentsifleally
oneyear threetwo year four, andwo year fiveDSc studers, one yeathreeOHT and
oneyear threeDT student) A year four DSc student was appointed as team leader at
different times during the year, gear five students were on outplaceménie to the
low number of OHT and DT students enrolled, students in these programs were allocated
to a number of teams.

In 2012 and 201&here were a total of 38 and 37 teamspectively. The student
team structur was modified slightly in 2014 after the OHT program was discontinued to
also include one MDEtudentper teamBetween 2009 and 2013 MDT students were not
included withinthe TBTP procesas the short duration of the prograequired students
tofocus entirely on material taught withirettprogramandtimetablingissuesalso proved
to be a barrietHowever, during2013the MDT programrmeeded to improve patient flow
for its students which could most effectively be addressed throughténprofessional
TBTP referral processt also became apparent that MDT students would be integral to
the interprofessional TBThhitiative astreatment forpatients requiring certain dental

prostheticappliances demanded the integration of both MDT Bt studentsFor
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example, when an MDT student constructed an immediate denture, only a dentist or DSc
student could perform the irreversible aspect (i.e. extracting teeth) of immediate denture
insertion indicating that atlaboration betweerMDT and DSc dudentswas critical
(Ibbetson, Turner & Ross 2007; Australian Dental Association 2014; Dental Board of
Australia 2014) Hence it became essential iteclude MDT students as part of the
interprofessional TBTP process
3.2.3.3 The Process

At the beginning oeachacademic year a thré@urintroductory sessiofacilitated
by the TBTP coordinatorwas conducted witetudentdrom all programs involved in the
TBTP processand clinical teaching staff superiig these studentsDuring the
introductory session armverview of the TBTP structure, relevant processbe
importance of embracing collaborative patieahtred care, particularly involving
patients as part of interprofessional treatment plannany the importance of
continuously evaluating the TBTP camt to help expedite ongoirigjprovements to
interprofessionatlinical oral healtheducationwvas presentedd documenbutlining the
concept,desired learning outcomeprocessegtotocols to be adoptect.(. referral
procedures), rolesand expertiseof sudents byprogramyear level of studyand
assessment strategies riglgtto learning outcomefor the TBTP process, wasadily
accessible ofine through a dedicated Griffith University intranet sitéis outline was
availableto all enrolled oral he#h studentdreating patients ithe aboveprograms and
clinical teaching staff supervising those students. Appendix F contains a copy of the
TBTP outline available in 2014 last referred to during this study.

Patients seeking treatment in tB®H clinic, after initially being screered for
suitability by aregistereddentist employed at DOH, werallocated to a student TBTP
team. If a patientvas deemeduitablefor treatmentby studend, theywereallocated to

eithera yearthree DScstudent fobasictreament planningor a yeafour or fivestudent
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for comprehensive treatment planning, dependgadn their oral health needsftér

completion ofthe studentexamination, a humber of alternative treatment plaase

discussed with the patient aattending clinical supervisofhe VX SHUY LWRdtbfV UROH
ensure that the clinical skills and treatment provided by a particular student abwifilie

standards orampetenciesnandated by the ADC.

The clinical supervisors teaching in tB®©H clinic during 2012 2013and 2014,
and who wereognisanbf the TBTP process, composedooth ful-time academistaff
and private dentistsappointed in a clinical sessionapacity (called sessional dentists)
to oversee students at designated tn@a clinical sessiong.hese supervisors were all
registered with AHPRAONcea final comprehensivéreatment plamad beerapproved
and consent (including financial arrangemermtsdained from the patient, the student
team leader distribute patients based on treatment requiremerasjongst student
membersn their team according to tmeole and clinicabxpertiseThe dinical expertise
of each studeneammemberreflected tle knowledgeandskills they acquired through
competently performing aeninimum number of clinical procedures within a particular
year level of study

3.2.3.4 Team Roles and Responsibilities

The student teamwere organisedwith distinct esponsibilitiesallocated toeach
memberSince 2011, yedour DScstudentsvere appointed agam leaderas the more
experienced gar five DSc studentswere frequently absent from thBOH clinic on
compulsory clinical outplacements. In additiorctompehensive treatment planning and
coordinating the distribution of clinical procedures amongst student team metaaers
leaders monitoretteatment progress forapents allocated to the team. Year five DSc
students contributetowards discussions conce@iJ WKH WUHDWPHQW SODQQLQ
patient loadat monthly team meetings, howeverere not directly involved with

management of #ir team due to their absence. Year three BtBdents rotaté as
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secretaries of the team, maintaining minudkall meeings and decisiong.he DT and
OHT students contributetowards the treatment planning of patients gmdvided
collaborativecarewhere requiredaccording to their level of expertisgince 2014, team
based treatment planning included MDT students anidmger involved OHT students
as their program was withdrawn in 2013. Clib&sed integration between year four/five
DSc and MDT students within a particular team, provided further collaborative
experience and complemented laboradoaged integration wh year three DT students.
3.2.3.5 Team Collaboration

Each student teanehd regular monthly meetingss an assessment requirement to
learn with, from and about each oral health profession. Due to year five DSc students
being absent on outplacement and differimgetable schedules, most team meetings
were conducted oline. An agenda linked to documented interprofessional TBTP
learning outcomes was discussed at each monthly team meeting. The issues discussed
included (1) a reflection of team goals (developed bgestts to attain documented TBTP
learning outcomes), (2) the collaborative aspect of treatment plans discussed within the
clinic, (3) progression of treatmeand nterprofessional integration in providing patient
care and (4) efficient patient flowaé &idenced bythe timely completion of patient
treatment plangvolving collaboration bystudent team members on an ongoing basis
In this instanceeachstudent reviewd the degree of IPE received through reflecting on
what they learnt from, with and about other oral hgaitiyramswith respect to managing
their patientsi(e. students indicatétheir understanding of the roles/responsibilities of
otherOHPswhen carindgor patients and how, where and wi@HPsmay best integrate
in providing various aspects of patient management).

Other agenda items includldiscussions abowppropriate referral processesy
students who had difficulty imeeting their minimum requirementg$or completing

particular procedureshe evidence base for treatment pleglated to assigned patients;
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and areviewof pertinent patient cases impacted by either clinical oraioical factors.
Appropriate referrals signified referring or sharing a patient with a student in another oral
health program who had the requisite expertise to address a particular aspect of the
SDWLHQWTV Wiknddiovy EeehQoirnal® dv€umentedgaedings from each of
the monthly team meetings, and monthly patient logs detailed the collaborative
sequencing and completion of treatment plans by each student treating patients. Since
2014 a separate log (called the DT/MDT log) completed by all teadgneed the type
of and quality of collaboration between DSc, DT and MDT students both in the DOH
clinic and university dental laboratory.
3.2.3.6 Supervision of Teams

From 2012 onwardsah student team was assigned one of the clinical teaching
staff as arBTP tutor. Initially, a total of four registered professionatsé€ academic and
three sessional dentistsfamiliar with the TBTP process at DOkgreed tobeing
appointedas TBTP tutorsThe total number of tutors increased to six in 204B3e(
academic andive sessional dentistsAll sessioal dentistsappointedas TBTP tutors
collectively received instructiohy the TBTP coadinatorabout the TBTP process and
their particular role before participatingt this training sessionnaoutlineof the TBTP
processvasdescribed, the relevanceagenda itemdiscussed at monthly team meetings
clarified, and the criteria by which to provide consistency in s&isg student teams
explained.The sessional dentists each tetbeitherfive or six teamsaccording to their
availability, and the TBTP coordinator, a ftilne academic staff member, mentored
eight teams. Despite a more focussed mentorship model being used elgenhvernsity
of Kentucky College of Dentistry 2012; University of Minnes@@l2; University of
MissourtKansas City 2012; University of Pennsylvania 20Q1Be number of tutors
available at DOH was restricted due to budgetary issues.

TKH 7%73 W XWagtt) fuldd U tHeir clinical supervisory position by
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mentoring ad moritoring the TBTP processn this regardutorsprovided advice and
guidance concerning team dynamimysensuring thativersity amongst team members
wasused to an advantagButors also reiterated the roles of different OHPs and the timing
of their partcular contribution when providing patient care in relation to cases discussed.
Theyalso assisted student team members to resolvifiats (if required) ensued that
studentswere familiar with TBTP requirementsand thatstudentteam goals link&d to
TBTP learning outcomed.utors alsanonitoredstudentpatient flons to make sure they
were efficient and effectiveife. ensuring collaboration occurred to complete treatment
plans in a reasonable tirfimme and safeguardeddocumented referral process
between oral health programs and for both dental specialist and dental laboratory
referrals. Integral to this process was the provision of redekdback abouthe
collaborative management pérticular patient cases discussedhanthly student team
meetings.

Subsequent to each monthly student team mestéag, four studenteam leader
met with their assigned tutort these meetings the same agenda discussed at the student
team meeting waseviewed through facto-face discussion and assessmentthaf
MRXUQDOV DQG SDWLHQW ORJV VXEPLWWHG DV KDUG FRS
of team performance was basggbndocumented markingriteria reflecing eachTBTP
learning outcomeBoth formative and summative feedback provided to teaotsreanth
ensured that students could appraise their team performance and make any necessary
improvementsOnce a¢am wasssigned an overall maak the end of the academic year
the final grade awarded to each particular student team memaiseadjustedhrough
student peer review. &hy students and clinical teaching staff deemed it unfair to award
an overall poor team grade to each team member where a few team members failed to
contribute.The peer review provided by each student team member consicgaried e

R W Kikdwiflival effort, value and overall contribution to the te@idochy, Segers &
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Sluijsmans 1999; Liu & Carless 2006; Van den Berg, Admiraal & Pilot 2@0®&) was
welcomed as an amendment in 201dédter refleciparticular student contributions to
avoid unnecessary conflict and promote harma@ssessment from the TBTP process
contributel partly towardsa VW X &fith&) dlifical grade in eaclof their enrolled
programs

3.2.3.7 Modifications tothe TBTP process

A studyby Mattheos et al. (2012) investigated the impact of the TBTP process on
VWXGHQWVTY DWWLWXGHY DQG SHUFHSWLRQV DQG WKHLU
implementation at DOH. Despite recording some positive qualities pertaining to both
bein) D WHDP PHPEHU DQG D WHDP OHDGHU WKHUH ZDV
expectations/confidence in the TBTP process at the end of the first year. These findings
prompted prescribing standardised processes for the TBTP interventiether with
specfic team roles for students within each teamdalsothe allocation of tutors to each
team in subsequent years to promote interprofessional values, collaboration between oral
health studentsand favourable student attitudes towards embracing the TRdegs.

Annual modifications were implemented a year after commencing this study to
improve the TBTP process based upon feedback from several sources. Those sources
included outcomes from monthly meetings with tutors, annual student evaluations of
coursedkaching at DOH, and results from both the student and staff surveys administered
as part of the data collection process evaluating the TBTP process in this study (discussed
further in Chapter 4). Table 12 summarises the modifications/improvements niade to
TBTP process in 2013 and 2014 during the three years of data collection for this study

from 2012 to 2014.
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Table 12;

and 2014

Modifications to the Team-based TreatmentPlanning Process in 2013

Rationale for Modificatio ns |

Madification s Implemented

2013

Increase in oral health stude
enrolments since 2011 (particular
from dental students)

Size of student teams increas® a minimum of 9
studentsncludingthree yeaB DScstudents allocate
per team. This increased the scope f
interprofessional referral

The high team to tutor rati
adversely impacted the time ea
tutor could mentor/monitor eac
team under their care

The DOH budgetallowed two extra tutors to b
employed. This reduced the team totot ratio
allowing each tutor tdocusmoreon eactteam

Lack of student understanding abc
issues impacting collaborativ
management of patients

TBTP  tutors discusxl issues impacting
interprofessional treatment planninde.g. full
discussion with patients about procedures, fees
interprofessional referrafjsa standard agenda item
monthly team leader meetings

Cases discussed in student te
meetings did not necessari
incorporate interprofession:
collaboration

Students were required to include case stutheas
focussed on interprofessional treatment planran
monthly team meeting¥ earfive students deveped
case studiesrequiring collaborative careas they
engagd in IPP whilst on outplacement.

Students reported that assessm
requirements were burdensome, ¢
that summative assessment did |
adequately reflect individual effort

Duplication of paperwdk for assessment stopped
students no longer repedreferrals inbothther team
journal and patient log

An ontline peer review of student team memlifaidy
assesasdthe contribution each member madebetter
reflect individual student marks

2014

Withdrawal of the OHT program
and inclusion othe MDT program

More interprofessional collaboration occurred in

clinic betweenDSc and MDT students anih the
laboratory withDT students

Referral protocols involving these students w
updated in the TBTP guidelines

Case studies discussed in team meetings focuss
interprofessional prostheticare (e.g. dentures) ag
interprofessional  collaboration  involving  th
discipline could be applied in the clinic

Insufficient monitoring ang
evaluating collaboration in th
clinic and laboratory

Logs evidenmg the conduct and quality ¢
interprofessional collaboration in both the clinic g
laboratory by supervisors/tutorsvere included ajg
mandatory assessment task

Students reported that some
assessment requirements Wi
burdensome andthat marking
criteria werevague

Assessable  paperwork only  reflected on
interprofessional learning and experieneesudents
no longer reported oissues not related to IPE e
status ofminimal clinicalrequirements
Documented marking criteria linked to TBTP learni
outcomes wredisseminated

Lack of interprofessional learnin
experienced by year three dentis|
studentsand those in the DT an
MDT programs

Year fourand five DScstudents developing the cal
studies were requested to include pertinent ques
directed at specific year levels/programs to enha
maximum contribution anohterprofessiondearning.
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Refinements to mandatory agenda items discussed both at monthly student and
team leader/TBTP tutor meetings included deliberations abasss, sufficiency of
patient numbers and variety of cases, appropriate referral protocolsrom2013 the
discussio of cases seen by students reqiiihe input from all oral health care grams
to efficiently and effectively manage patients. Some examples irtlad#iscussion
DERXW pKRZ WR PDQDJH D SDWLH Q Weddiing kol@abbtaobh VW HQ W S
between DSc and OHT studen®U pWKH PDQDJHPHQW RI DQ HGHQWXC
LUUHJXODU UHYVR U E H&uiRM) QaammbrkcatibrubdtineenJBBSE, DT and
MDT students

Tutor mentoring include practical advice in relation to both eftive team
leadership and teanork principles.Based upon the literaturbis$ includel butwasnot
limited to the development of team gqdésam diversityclarifying expectations of team
members managing conflict promoting engagement within a safe environmeatda
generation and decision makirflylcKkenna 1981; Weber & Karman 1991; Hall et al.
1999; Andrews et al. 2006; Tucker, Nembhard & Edmondson 2007; Tregunno et al. 2009;
Helfrich et al. 2010; Walker et al. 2011; Henderson et al. 200BYP tutors ensured
they povided timely feedback each month to each of the teams under their care based
upon those deliberations and submitted team journals.

Modifications to the process also led to a more reliaskessment of individual
student effort throughnnualpeer assesnens. This was embraced by students, as was a
reduction in the duplication of paperwork submitted for assesgmenterminating the
reporting of referrals in both the journal and patient log). The amount of information that
students were required teport in the team journal was also minimised, so that only
issues relating to documented TBTP learning outcomes needed to be discussed. In support
of these modifications, a study by Henzi et al. (2006) in the USA and Canada found that

dental students idaefied excessive paperwork requirements as negatively impacting
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upon their learning experience in the clinic. Another study involving nursing supervisors
in New Zealand identified excessive administrative workloads such as needing an
inordinate amount of me to assess students, as being detrimental towards their
performancéHaggerty, Holloway & Wilson 2012)

The modifications implemented in 2013 continued into 2014. Amendments such as
increasing interprofessional collaboration in the clinic @ndviding more equitable
assessment through makingearly documented marking criteriavailable to both
students and tutors were implemented in 2014. In addition, completed DT/MDT logs
provided a summative assessment of interprofessional collaboratiortheén

clinic/laboratorywhich allowed opportunities for reflection (Table 12).

3.3 Aim

3.3.1 Problem Statement

A systematic evaluation of the interprofessional TBTP process based upon best
practice oral health education principles and its contribution to IPL andengtud
experiences at DOH has not been conducted since it commenced.in 2009

Therefore, it was not possible to collect valid and reliable data to help assess
impact that the TBTP process may haveclimical oral health experiences and learning
at DOH ard consequently to inforrfurther modifications/improvements to the TBTP
concept. As a suitable pralidated instrument to collect relevant information for this
evaluation could not be identified, a need to first develop a valid and reliable instrument
beame evident. The process in establishing this instrument has been documented in the
literature(Storrs et al. 2015)s the first phase towards collecting valid and reliable data

as part of this evaluation.
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3.3.2 Evaluation Framework: Interprofessional Educat ion and Best
Practice Clinical Education for the Oral Health Professions
Figure4 illustratesa hypothesisedontinuumdisplaying direct connections from
IPE engagement to IPP readiness to delivering optimaltbatesupportstrengthened

health serviceand improved health outcom@&/orld Health Organization 2010)

Figure 4: Continuum of Development from IPE to IPP and Improved Health
Outcomes(FromWorld Health Organization 2018ramework for action
on interprofessional education and collaborative practigéorld Health
Organization, Geneyé&igure 1, p.9. Copyright 20 by theWorld Health
Organization Reprinted with permission

This is a challenging hypothesis for two reasons. Firstly athlity to establish
caus#ion betweernPE and improved health outconmsgroblematicThis issudias been
discussed iChapter2 (sectiors2.2.1, 2.2.2.2 and 2.2.32.F%econdly, the degree to which
collaborative practice and improved health outcomeewviofiaturally from IPE is neither
guaranteed nor automatlthas been stated that

despite wellintended efforts to educate students in the principles of
interprofessional collaborative care, when students leave for practice education,

the practitioners o whom they are mentored are frequently unaware of the
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potential for understanding and working with other health care professionals
(Gilbert 2005b, p. 92)

If there isa disonnection between what is formally documented as the aims and
objectives in amnterprofessionabral health curriculum and what is observed by students
in the clinical setting, the latter will tend tct as a barrier to implementing their
collaborative learningBarnes, Carpenter & Dickinson 2006; Stark et al. 2006; Pollard
2008) As a resulf the experience gained by students in the clinic will have a stronger
influence on developing collaborative competencies/capabilities than the academic theory
acquired in a didactic settinfMurray-Davis, Marshall & Gordon 2012and as a
consequece new graduates may transfer thesapetencies/capabilitiés IPP(Murray-

Davis, Marshall & Gordon 2014)

This thesis proposeshare teambased IPE is embedded within a clinjcatal
healtheducation curriculum, as demonstrated through providing baoitaive clinical
experiencg thenresultant IPL and adoption of interprofessional behavieuhsbe
attainedas a necessary progressiorprepare oral health graduates for IPP

Figure 5 illustrates the evaluation framework proposed within this thesis. Based
uponWKH ILUVW WKUHH OHYHOV RI (BauretaD2003|Frdéti¥ét H[SDQG
al. 2005) the frameworkpurportsthatmeasures of student reactions, such as agtha
in attitude towards IPP, and collaborative oral health learning experiences, can impact
interprofessionalteambased interventionsembedded within clinical oral health
education that constitutes part of the wider university IPE curridRections and
learning can also influence behaviour as evidenced by applying IPL within-a pre
gualification clinic and/or as part of a collaborative practice ready oral health
workforce. Behaviour perceived to be influenced by attitudes, learning and experiences

can ako impact the TBTP process.
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The framework also identifies several external and internal enablers discussed in
Chapter 2 (sections 2.2.7 and 2.3.2) that may also influence the pedagogy of university
teambased IPE. External enablers are factors outsidedilect control of the
university, whereas internal enablers encompass issues able to be controlled by the
university that have a direct effect upon IPE and clinical oral health education. Figure
5 indicates which external and internal enablers impact wsityelPE curricula and
subsequently clinical oral health education. It also identifies which internal enablers
directly facilitate the interprofessional TBTP process. This framework serves as a basis
to guide the evaluation of best practice clinical drahlth education. Athe TBTP
processs a major component of clinical oral health educatiob@H the focus of this
thesis is to evaluate the TBTP process aatall components of the DOH oral health
curricula. The framework alsdentifies measures udeo collect relevant data which

are discussed further in Chapter 4.
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Figure 5. Framework: Evaluation of Best Practice Clinical Oral Health Education at DOH



3.3.3 Research Question
This study evaluated the impact of best practice interprofessional TBTP on

VWXGHQWVY JUDGXDWHVY DQG FOL QlattibeQad WHethetHU V] SH

these experiences contributed to advancing interprofessional competencies and

capabilities. This is investigated through the attitudes, perceptions and experiences of
students, clinical teaching staff, patients and newly graduateds @Hifected with

DOH. By addressingseveral objectives, this studyanswersthe following research

question:

MVhat is the impact ofnterprofessional student tedmased processebased on best

practice principles, on attitudes, perceptions and experiefisaglents, clinical teaching

staff, patients andewly graduated OHPs affiliated with DOH]

3.3.4 Research Objectives
Theresearclobjectivesareto:

1) Monitor annual changes in attitudggerceptiongnd experiences amongstl health
students andssociated clinical teaching stédfhelp guide the iterative development
of the interprofessiondIBTP processhrough online surveys;

2) Explore attitudesand perceptionsowards the adoption of interprofessio@TP
processes amongst final yead healthstudentghrough focus groups;

3) Determine associations between attitudes, perceptions and experiences related to
interprofessionabest practice TBTRrocessewvith clinical learning and experiences
including attainment of competencies/capdieti over three years amongsal health
studentsaandassociated clinical teaching staffy analysing relevant eine surveys;

4) Ascertain patient perceptions and experience concerning the oral health care received
from students involved with interpredsional best practice TBTP processes through

paperbased surveys, and

5) Identify QHZO\ JUDGXDWHG 2+3VY S HdwéartisInetprRfgsgiobaD G SUDF!
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teambased practicen the workplacethrough online surveys six months pest

graduation.

3.4 Purpose an d Significance of this Research

This study buil upon previousresearch conducted at DOfEvans 201Q)and
further pursus excellence in teaching and researtirough facilitating oral health
programgo effectivelyengage in IPE and ultimately improve patient outcomes.

This researclprojectis significant for wo reasons. Firstly, the development of a
valid, reliable and sustainable -tine instrument will enable both a relevant and
prospective evaluation of the interprofessional TBTP proeessss comparable oral
health educational settindStorrs et al. 2015)Secondly, resultsvill provide robust
evaluationof the effect of interprofessional TBTP processes and may be used as a basis
to continuously improve(1) course/program development to facilitate effective and
efficient interprofessionalTBTP learning andteaching approachesnd (2) graduate

outcomes particularly in relan to workplace interactions.

3.5 Summary

The evaluation framework proposed in this thesis indicates that best practice
clinical oral health education requires input from the reactiondesmding experiences
of those engaged in IPE which can also impact interprofessional behaviour and the
development of a collaborative practice ready oral health workforce. There is a body of
literature suggesting thaPE assists in developing knowledgedaskills for IPP(Barr et
al. 2005; Remington, Foulk & Williams 2006; Hammick et al. 2007; Reeves et al..2008)
However there is a paucity of evidence specifically focussing onlteeed IPE and best
practice oral health education that is clinically wb@&ilder et al. 2008; Thistlethwaite
2012; Evans et al. 2015)

This study has been designed to evaluate the impact of an interprofessional best

practice teanbased educational intervention on student IPL experiences and their
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contribution towards develapy interprofessional competencies/capabilities within an
educational oral health setting. It is intended that findings from this study will contribute
towards the body of knowledge concerning IPE, best practice clinical oral health
education and IPL. Chégr 4 provides irdepth detail about this study through outlining
both the theoretical foundation for and specific aspects of the methodology employed to

answer the documented research question.
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Chapter 4

Methodology

4.1 Introduction

Evaluationstudies assess thalue of health care and measure the benefits of the
care that is provide(Spiegel & Hyman 1978; St. Leger, Schnieden & Walsw&i
1992; Fink 1993; Rundall 2007vidence is also required to establish the effectiveness
of IPE programgStone 2006; Mam et al. 2012)This chapteexplains the prospective
mixed method design used to evaluate the impact of TBMeesseon attitudes,
perceptions and experiences of students, clinical teaching staff, patientseewatyd
graduated OHPs affiliated with DOH

As the worth of any program evaluation is dictated by the measures used to collect
information (Stone 2006)a description of the study setting, participants, methods to
recruit the various cohorts, and ethical implications pertaining to this study are
sunmarised.The rationale for utilising various instruments targeting different study
population cohorts and thiéfferent approaches used to collect data and the reasons for
these approaches agplained. Finally, the rationale is provided for employingtipia
statistical analyses to address each of the research objectives and the research question

documented in Chapter 3.

4.2 Evaluation Models

Evaluative studies have been described as two main types, namely reviews and
trials (Abramson & Abramson 2008Revews evaluate health services and health care
programs operating in a defined setting, which have well documented aims and are
helpful for decision makers who govern the provision of those services and/or programs
(Kane, Henson & Deniston 1974; Abramson &rAmson 2008 Reviews are descriptive

in nature and are generally not concerned with ascertaining cause and effect, as opposed
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to trials that employ more rigorous methodology to generalise validated findings to other
settings(Abramson & Abramson 2008)

Evaluation isa methodusedto replacespeculation andubjectivity to determine
the strengthand limitationsof the educationalsetting and assessethe processes
associated witlprogramsandbehaviour in that settingsreen & Lewis 1986)it has also
been suggestdtiatevaluation research determines thgactof a social intervention
(Babbie 2016)and, in particular, educational evaluat@mssesses the quality of teaching
and learning to assist educators improve educ@opham 1992; Wilkes & Bligh 1999)
Theeducational evaluation within this study sought to ascertain the impact of the
interprofessional TBTP procesas an educational interventioon the attitudes,
perceptions and experiences of several cohorts affiliated within DOH. This study was
exploratory, designed to ascertain information about the interprofessional TBTP process
over three years. It did not atet to validate causation or generalise findings by
employing an experimental methodology that would incorporate a control group.

Four broad approaches to educational evaluation have recently been documented
and these include methods that are focusseduntersts, programs, institutions and/or
stakeholderéWilkes & Bligh 1999) Whilst the evaluation in this study measured student
selfreport attitudes and perceptions, it focussed on program evaluation by exploring the
association of TBTP experiences witie tadvancement of interprofessional competencies
and capabilities. There are three phases associated with program evaluation (1)
process/formative  evaluation; (2) impact/summative evaluation; and (3)
outcome/summative evaluatigdawe, Degeling & Hall 1990

Process/formative evaluation describes what has happened in the program and
assesses if the organisation of the program and its goals were implemented as intended
(Brookfield 1986; Issel 2014)n this regard,ite TBTP coordinatomonitored delivery

of the interprofessional TBTP process regularly during each academic year through
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meeting with student team leaders and TBTP tutors and by reviewing annual student
evaluations related to the educational program. Issues that were considered within the
formative evaluation of the interprofessional TBTP process included, but were not limited
to, a review of levels of engagement between students in the different oral health
programs, approaches to learning and teaching and the demialong process in
adopting modifications to the process. The TBTP outline contained in Appendix F
describes the student engagement process, TBTP learning outcomes and
learning/teaching approaches to attain those outcomes. Modifications to the TBTP
process partly emanating from tregrhative evaluation appear in Chapter 3 (Table 12).

Impact/summative evaluation measures the immediate effect of a program, such as
students achieving the program learning objectives, and relates this to an assessment of
what changes, if any, have occuri@tookfield 1986; Hawe, Degeling & Hall 1990;
Windsor 2004; Green & Kreuter 2009)his study evaluated the immediate effect of the
LQWHUSURIHVVLRQDO 7%73 SURFHVV E\ DVVHVVLQJ VW X(
change, patient experiences, new graglyafctices and identifying associations with
student learning experiences including attainment of interprofessional
competencies/capabilities.

Outcome/summative evaluation assesses longer term effects of the program over
extended periods of time, such lashavioural changes, and usually requires control
groups to be establish¢lrookfield 1986; Hawe, Degeling & Hall 1990)s mentioned
previously, such study designs can be used to determine causative effects, which this
study could not ascertain due t@ ibature, limited duration of data collection and
exclusion of a control group.

A systematic review of evaluation approaches to IPE indicatesthiaed method
designto colled datais ideally suited tevalletive researclof IPE (Barr et al. 2005)it

KDV EHHQ VWibiwng GetidddsemgunesRluationdata are generated from
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multiple pergectives, which in turn can providex more comprehensivensightinto the
natureof interprofessional educatidiiBarr et al. 2005, p. 54 A descriptive analysis

may be promotethrough an evaluative CIP@ontext, inputsprocessand products)

model (Stufflebeam & Shinkfield 1985)This model aligns closely withthe systems

form 3P (presag@rocessproduct) model of learning and teaching that examines
education strategy development and delivery designed to promote collaborative action
(Biggs 1993; Freeth & Reeves 200Epchof thesemodelsexplores a comprehensive
range of concepts including internal andtezral contexts, teacher and learner
characteristics, approaches to learning and teaching, and programmesiteslecting
collaborative competenciggiammick et al. 2007)Whilst this study considered the
concepts alluded to in these models, its focus is on investigating interprofessional TBTP
process outames that may indicate capability to positively interact and work

collaboratively.

4.3 Study Design
4.3.1 Study Population
4.3.1.1 Oral Health Students
The first study population comprised students enrolled at Griffith University in the
DSc, OHT and DT programs who treated patients or performed dental laboratory work
for patients treated by those studentseJtudent studpopulation included all year three,
four and five DSc students, year three OHT students treating patients and year three DT
students who were enrolled at Griffith university from 2012 to 2014. With the withdrawal
of the OHTprogramat the end of 2013estudent team structuaad therefore the student
study population from 2014 onwardasgmprisel all year three, four and five DSgear
threeDT and MDT students.
4.3.1.2 Clinical Teaching Staff, Patients and New Graduates

TBTP tutors and othercademicand sessinalclinical teachingstaff, cognisanof
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the TBTP process and wlomntribued towardsstudentclinical oral healtheducation
were parts of the second cohort in this study

In 2013patients treated bgral healthstudents andn 2014, OHPsvho graduated
from Griffith University the previous year and were part of the TBTP process as a student,
were asked to provide feedback.

4.3.2 Study Design and Progression

Data were collected prospectively and annually at similar points in time between
2012 andmid-2015 from all cohorts comprising the study populatiofhis study
employed a mixednethodology primarily quantitative supplementday a qualitative
approach to provide understanding and gain eomprehensiveview of the
interprofessional BTP processind its impact.

This gudy wasconducted in two phaseBbhe first phase develedand pilot testd
instrumentsdesignedto prospectively collectelevant information from students and
staff. Oncepilotedand modifieda rigorous psychometric evaluatiofthe student survey
was conducted to establish validapd reliability (Storrs et al. 2015)A psychometric
evaluation of the staff survey could not be conducted due to this cohort having an
inadequate sample size.

Upon establishing validity and reliabititthe second phase prospectively cobelct
datafrom oral health students and associated clinical teaching staff from 2012 to 2014,
from patients being managed by an interprofessisnalenteamduring 2013 and 2014,

andnewly graduated OHR3uring 2014 and 2015.
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4.4 Setting and Participant Recruitment

4.4.1 Setting

The DOH cliniccommenced patient care 2005, despite being founded in 2004
where students were engaged only with theoretical work. In 2008y iteeof educational
programsas describeth Chapter 3 (section 3.2.2.2) provided clinical/laboratmaged
education fooral healthstudents to become practice regagfessionals of the future

The DOH clinic is administered aa private, nofprofit unit owned andnanaged
by theuniversity. It operatedMonday to Friday from 8.00 am to 7:00 pm and is open
during school holiday periods. Higjuality oral healthcare incorporating athral health
disciplinesis provided to patients of all ages for a variety of condsiBoth publicand
private patientaretreated at th®OH clinic by either registere@HPsor students, with
privatefees being discounted when a patismhanaged by student&riffith University
2016c)

The study initially commenced in September/October 2012 undi2®13 at the
inaugural54 chair cliniclocatedin Southport, Queensland, Australia, approximately five
kilometres from the GriffithUniversity Gold Coast @nmpus.From mid2013the study
seamlessly continued at the relocated clatithe Griffith Health Centren the Griffith
University Gold Coastampus, adjacent to the Gold Codsiversity Hospital( GCUH).
The new clinic incorporatedn improved gtateof-the-art 96 chairfadlity, equipped
with the latest technology and world class clinical, laboratory, and associated teaching
and research facilities.

4.4.2 Participant Recruitment

4.4.2.1 Oral Health Students

The studentstudy populationenrolled at DOH for each academic yeaas

compiled from records supplied bthe Griffith University Office of Planning and

Financial ServicegGriffith University Office of Planning and Financial Services 2015)
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At the beginning of each academic year, the TBTP coordinator conducted introductory
sessionsas described in Chapter 3 (section 3.2.3.3) with all enrolled DOH students
involved with the TBTP process. In addition to overviewing the interprofessional TBTP
process and the importance of evaluating this process, these sessions detailed both the
data collection method, namely a survey, and scheduled time when data would be
collected from students to evaluate the TBTP process.

Table 13 documents the number of students enrolled in each oral health program
by year level from 2012 to 2014. The year levels highlighted in a bold italic font represent
the student study population involved with the interprofessional TBTP prddesgsost
graduate Doctor of Clinical Dentistry in Periodontics prograas excludedfrom this
study as hese studentsbeing qualified dentistsundertaking dedicated specialist

education, did not form part ttie TBTP process
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Table 13 Enrolled Students within the Griffith Uni versity School of Dentistry
Oral Health Programs by Year Level in 2012, 2013 and 2014

(2012 (2013 (2014
Programs Enrolled Enrolled Enrolled
Students)* | Students)* | Students)*

N N N
Dentistry (5 yearsluration)”
BOH in Dental Sciencéyearl) 122 118 114
BOH in Dental Sciencéyear?2) 119 125 114
BOH in Dental Science (year 3) 70 111 107
DSc(year 4) 88 67 108
DSc(year 5) 77 88 67
Oral Health Therapy (3 years)
BOH in Oral Health Therapgyearl) 0 0 0
BOH in Oral Health Therapgyear?2) 4 0 0
BOH in Oral Health Therapy (year 3) 14 4 0
Dental Technology (3 years)
BOH in Dental Technologyyearl) 36 18 17
BOH in Dental Technologyyear?2) 26 24 19
BOH in Dental Technology (year 3) 9 16 12
Master of Dental Technology in
Prosthetics (1 year)
MDT 0 0 I

* Source: Office of Planning and Financial Services, Griffith University, 2012, 2013 and(Goitfth
University Office of Planning and Financial Services 2015)

# Successful attainment of the Bachelor of Oral Health in Dental Science program @&aisels not
permit a graduate to practiceuccessful completion of the Graduate Diploma of Dentistry program (years
4-5) permits graduates to apply for registratisragyeneral dentist.

" The Oral Health Therapy program was withdrawn at the end of 2013. The 2013 cohort comprised repeat
students completing the program.

' The Master of Dental Technology in Prosthetics program was included in the TBTP process in 2014.
The number of students in the study population increased from 258 in 2012 to 286
in 2013 and 301 in 2014 (summation of highlighted line entries for each calendar year in
Table 13). This was due to a larger cohort of DSc students entering their thiral aiodirt
fifth year of study in successive calendar years. As revealed in section 4.3.1.1, the
dynamics within the TBTP process altered with DSc, DT and MDT students comprising
the student study population from 2014 onwards.
Within any 12month period, the@mographic characteristics oetstudent cohort

remained stable due to a high ratstoidentetention. Howevelas time progressed from
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one academic year to another the demographics of students in particular year levels
changed. For example, the yetree DScstudents in 204 possessed different
demographics tyear three DSc studeniis 2013 due to student pgression repeat
studentsand withdrawals from a program each academic year. This would impact upon
the validity of any comparison betwesimilar year levelstudent cohorts in different
calendaryears necessitating thiglentification of demographic differences to make valid
comparisons.
4.4.2.2 Clinical Teaching Staff

The staff study populationwas compiled by th&BTP coordinator whdad an
intimate knowledge of thelinical education involvement gfarticularclinical teaching
staff associated with students managing patients thrahghTBTP processAt the
beginning of each academic year, the TBTP coordinator condsepedaténtroductory
sesionswith theseclinical teaching staffvhere the issues that had relevance for staff
were outlined.

This study population was similar within each of the academic years when data
were collected. Twentgne clinical teaching staff members weligible in 2012, 20 in
2013 and 21 in 2014. The demographics of clinical teaching staff varied slightly between
each academic year but did not differ greatly due to low levels of attrition and/or
recruitment of new staff.

All oral health students and dlal teaching staftomprising the tsidy population
were invited to participatim the evaluation study via emailhose electing to participate
in their respective survey for that year comprised the study sample for that cohort.

4.4.2.3 Patients

The patient stug populationwasobtained fromthe PatientManagemen8ystem

(PMS) calledTitanium from Spark Dental Technologwhich stores all pertinent oral

health and nowlinical patient data, including demographic informati@atients aged 18
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years and ovesllocated for treatment by students within an interprofessional team, and
who had received oral health care from a student, were eligible to be surveyed. In 2013,
the study population comprised of 910 patients and in 2014 this increased to 964 patients
during the dates/times scheduled for patient data collection. Those patients agreeing to
participate comprised the study sample of patients for that year.

4.4.2.4 New Graduates

The study population of newly graduated oral health students was compiled from
university records pertaining to the year when they were final year stu@@nt§th
University Office of Planning and Financial Services 208l final year oral health
students 2013 and 2014eceived an email at the end of that academic year detailing
reasos forseeking their responses. A request was maddéinfuture participation six
months posgraduation.

Those students who volunteered to participate the following year as new graduates
comprised the sampling frame (i.e. list of eligible participarte best approximated the
study population) of newly graduated OHPs for that y@&uman 2011; Bittner &
Muller 2015) The newly graduated OHPs who completed and submitted their survey

comprised the new graduate study sample for that year.

4.5 Ethical Impli cations

Ethics approvalwas initially obtained in 201ftom the Griffith University Human
ResearchEthics Committee (HREC) to proceed with an-bme survey of students
enrolled at DOH involved with patient carehis approval extended televant clinical
teaching staff from 2012 to 201&U Ref No: DOH/21/11/HREC)n 2013, additional
approval wasgrantedto supplement the student/staff surveys through surveytimer
cohors at DOH until 2015. Those cohortstarviewed includedinal year students
through focus groupsiewly graduated dentist®Ts, OHTs(until 2014)and DPs (from

2014)six months posgraduation through an dme survey;andpatients managed by
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student teamsvithin the TBTP processhrough pgperbased surveys (GU Ref No:
DOH/10/13/HREC)

All the instruments used to survey these cohorts contained informed consent
coversheets. These providessarancehat the rights and welfare of participants and
researchers in this studyowld be observed, amely issues relating to voluntary
participation, withdrawal rights, anonymity, confidentiality, data storage and
dissemination of reportés each survey was conducted anonymously and as involvement
was deemed low riskhe HREC did not requirparticiparts to sign a consent foras
submission of @ompletedsurveyby participants impliedheir consent to participate in
this research Participants were encouraged to keep a copy of the informed consent
coversheet, either by printing éine or detaching fnm a paperbased surveyas the
L Q Y HV WdodtBcivdrthil§ Were provided should any participant have conddns.
eligible students, staff and patients managed by students as part of the interprofessional
TBTP process were aged 18 years or over. Ratigounger than 18 years were not
included in the study as there was little opportunity for this cohort to be managed within
the interprofessional TBTP process particularly after the withdrawal of the OHT program.

Appendix G contains a copy of each ingtent andnformed consent coversheet

utilised in this research.

4.6 Scale Development

4.6.1 Oral Health Student and Clinical Teaching Staff Instruments

Prevalidated surveys identified in other contexts, from which items were extracted
to collect relevant data from students and staff, and the process undertaken in establishing
a valid and reliable student survey to help address the research questidbebave
discussed in the literatu¢Storrs et al. 2015)

The student and clinical teaching staff instruments were designed according to

established guidelines concerning scale develop(®ma & Fortuna 2002; Bowling &
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Ebrahim 2005; Rattray & Jones 200#g€well 2014)Each instrument initially collected
demographic information, which the literature has shown could potentially confound any
associatior{Stalmeijer et al. 2007; Arah, Heineman & Lombarts 2012)

4.6.1.1 Oral Health Student Instrument

The demographiosariables measured in the student survey included gender,
enrolled program, age and ethnicity of student (meaning, the ethnic group to which the
student most identified).

Severalindividual statements were developed in a particular order to prevent
resporse bias Respondents could express their degree of agreement/disagreement, as
expressed in a rankdnle-point Likert scalgone representing strongly disagree to five
representing strongly agreayith each statement (item) measuring constructs related to
HLWKHU pLQWHUSURIHVYVLR Q Dbést prackcalthiQaoravheditR SURFHV
HGXFDWLRQT 7KH VW X&teta) av40/idetdsywitie roRieYeneaspiihe
MLQWHUSURIHVVLRQDO VWXGHQW WHIEHHS WeSHHENWNWY T DQG
oral healthH G X F O(StdcrR € @l. 2015)T'wo openrended questions at the conclusion
soughtnformationaboutwhatwasworking and what neediimprovingin relation to the
interprofessional TBTIProcess.

Piloting of the student survey to tdemine feasibility was conducted with 30
students from the study population (258 students) in 2012. As alluded to in section 4.3.2
this has been noted in the literat(®orrs et al. 2015)

4.6.1.2 Clinical Teaching Staff Instrument

The clinical teaching stafSurvey collected demographics measuring gender,
academic level, profession, years since graduation and receipt of formal teacher. training
Years since graduation was deemed a more appropriate indicator of academic experience
compared to chronological agéthnicity was excluded due to minor ethnic variations

existing amongst the small sample of clinical teaching staff. If includedsiatistical
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analysiscontrolling for staffethnicity would yield nossignificant results.

7KH VWDII VXUYH\ FRQWDLQHG LWHPV PHDVXULQJ

SURFHVVHVY DQG MBI RW SHERRoVKILbRMEhH G X F DvaKing Q 1
up atotal of 27 itemsSimilar to the student surveyyd operended questionsoncluded
the survey seeking feedback on what was working well and what required improving.
To determinefeasibility, piloting of thestaff surveywas conducted with all 21
eligible clinical teaching staff in 2012esulting inminor modifications to improve
languageclarity and formatting
4.6.2 Patient Instrument

A literature search for use of an appropriate-yakdated surveyo identify the

OHYHO RI FKDQJH LQ SDWLHQW foral\healhtayel brievgh Re€) WRZD U

TBTP structurewas first conducted. Nauitableinstrument surveying patients was
identified that could be used to answer the research question. Consequently, items from
surveys used in other research environments, deemed relevant towards measuring
concepts hat would assist in answering the study research question, were adapted in
developing an appropriate scale. Demographic data such as age, gender, length of time
since last being treated by a student, main language spoken at home aed@oaiic

status &s measured by area of residence) wetially collected to assess eligibility and
representativenes®s these indicators were consideneotential confounderstheir

effect on any associatiomgld be controlled through the statistical analysis.

The questionnaire targeting patients waiting to see students conttingddsed
endedstatementsLQFRUSRUDWLQJ GHVFULSWRUV PHDVXULQJ
receivingoral healthcare through the TBTP proce$gespondents could express their
degree oagreement/disagreement with each statement in a rémkeubint Likertscale
This scale was like that adopted in both the studentlaridal teaching staff instruments

A preliminary search of the literature indicated that relevant constructs representing
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patient satisfaction withral healthcare included treatment received (related to receiving
an explanation of clinical treatment received, the clarity of explanatieosived,
students embracing a patiergntred philosophygonfidence in and perceived technical
competence in the studernd range of treatment able to be received); communication
(related to communicating with receptionists and students with respgesd¢aptors of
politeness and personality); facility (related to availability of the GriffittiversityDOH
clinic, ability to make a convenient appointment and waiting times to see the student);
and appearance (presentation of studg@HW Dental Staistics and Research Unit
2005; Hashim 2005; Sakalauskiene, Maciulskiene & Sertvytyte 2005; Henzi et al. 2006;
Imanaka et al. 2007; AIHW 2014%even of the 15 closeshded statements measured
WKH FRQVWUXFW pWUHDWPHQW UHFRHRFXGLF DWAR QAW O R/
UHSUHVHQWHG pIDFLOLW\YT DQG RQH PHDVXUHG pDSSHDL
overall rating of satisfaction.

The survey concluded with two opended questions asking what patients liked
and what needed improving in relatianreceiving treatment from team of student#
pilot survey was conducted with a ssémple of20 patients prior to implementation to
assess clarity and lack of ambiguity and to ensure the instrument was able to measure
relevant patient perceptiomsd eperiencesoncerningoral healthcare reeived under
the TBTP process.

4.6.3 Focus Groups

Focus groups have been identified as a technique to elicit participant perceptions
and attitudegHawe, Degeling & Hall 1990; Rubin & Rubin 200&hd as a method to
helpevaluate programs as participants can relate personal experiences and impressions to
their involvement with educational prograifiern 2001)It was believed that the group
environment would be less threatening and therefore facilitate open discusdemtify

common themegparticularly if participantsvere familiar withmembers from their own
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program angear level as part of that focus graiNieswiadomy 2012)

The main aim of the focus groups wagxplore student confidenceparticipating
with interprofessionaleambased processes in the workpla@eestions and prompisr
the final year student focus groups were based upon the main findings from the student
survey conducted in 201@efer to Apendix G) As thefocus group questionsere
deemed specific to issues raised about the TgdBesshrough the 2012 student survey,
any inclusion from similafocus group questiondentified in the literture did not seem
appropriate The same demograjghdata collected in the student survey were captured
prior to the focus group discussions, to compare the demographics of focus group
participants with the cohort of final year students that year. Issues discussed related to
having an appreciation of spgc roles, being able to collaborate with other OHPs as part
of an interprofessional oral health care team and communicating with other OHPs when
providing care to patients. Other issues discussed included perceived benefits to clinical
reasoning skills @d contributions to the viability of a practice through adopting
interprofessional TBTP processes in the workplace.

4.6.4 New-Graduate Instrument

Items contained in theewgraduate survey targetin@QHPs sixmonths post
graduationcollected the same student degrapphic data andiere based upon the same
issuesas discussed in the focus groupg$he newgraduate survey measured the

application of interprofessional team processes within the workplace

4.7 Data Collection Process

Oncethevalidity and reliability of thestudent instrumemasestablishedStorrs et
al. 2015)and participants recruiteds described previously in sectidr.2, the data
collection process began.

4.7.1 Oral Health Students

The mixed methods of data collection used with students inclsideckured on
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line surveys which yielded both quantitative (numerical) and qualitative (descriptive)
information in conjunction with less structured focus groups that produced qualitative
data.On-line instruments wereevelopedjn conjunction with the Gffith University
Research Survey Centte facilitate the collection of dat&he survey \@asprospectively
implementechear the endf the academic year during September/October in 2012, 2013
and 2014. This time was chosen to avoid clashes with exaorneatndstudent
experienceof teaching and coursesirveys tdfacilitate participation rategnvitational
emails were sent to each student in the study population explaining the purpose for
conducting the evaluation survéjhose students who participatecdthe pilot were also
invited to participate in the surveVhese emails provided access to sy through a
web-based link embeddedithin the email to the university intranet virtual Learning
Management System (LMS) callégtarning@Griffith The suvey was accessible for
one monthin which time egular email remindersere sento students recognised by
the software as neresponders, toompleteand submit by the closing dafehe online
instrumentcould be completed externalB®OH andincorporated password protection to
ensure that only thosstudentseligible to complete the survey could access the survey.
The survey software automatically downloaded data collected into the Statistical Package
for the Social Sciences (SPSS) version ZBB0 Corp. 2012)for verification, cleaning
and analysisvhen programmed to close after one month

Thefocus group interviewsvith final year oral health students in 2013 and 2014
collected n-depth contextual infonationrelated to the cordiencethese students had in
adoptinginterprofessionateambased processeafter graduation. Findings fromhis
approachassisted inunderstandindgoth the quantitativeand qualitative (opeended
guestions) data collected tlugh the orine surveys.

An invitation to participate in focus groups was emailed to final year oral health

studentsn early October 2013 and 2013tudents from the DSOHT and DTprograms
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in 2013 andDSc,DT andMDT programs m 2014were involved Those students who
accepted were allocated to a group comprising of members fromptlogiramat a
mutually convenient time given their clinical and study commitments. In order to extract
sufficient informatiorrich data, the samguestiors related to issues of interegere
discussed with siyorogramspecific focus groups, each comprising of six to eight
participants each year. The duration of each focus group was one hour and all groups
were conducted over a two week period in late Oct2b&3 and 201 private seminar

rooms at the Griffith University Gold CoaSampus.

An external facilitator guided the conduct of each focus graapording to a
orderedformat and actively encouragkall participants to express their opinioasd
contribute equally The facilitator was experienced in conducting focus groups and
analysing qualitative datalith the consent of participants, student responses were
recordedwhere the externalfacilitator took notes transcribing answers to particular
gusstions. At the end of each focus group, time was allocated for the eXtaifitdtor
to reflect on the session and record general impressions inclusive of any limitations or
variations in proceduréAs the TBTPcoordinator had a vested interestdasigning,
implementing and evaluating the interprofessional TBTP proaesss of an external
facilitator avoided interviewer bias. Througtiopting this process, the TBTP coordinator
could remain objective in interpreting all qualitative information abddld through focus
groups.

4.7.2 Clinical Teaching Staff

Despite the stafhstrumentbeing unable to undergo a psychometric evaluation due
to an inadequate sample sizeformation was still collectedrom this cohortto help
complement findingdrom studerd. On-line surveys for clinical teaching staff were
administered in the same manner ansimilar time frames and duratioas the student

surveys during 2012, 2013 and 2014. Staff taking ipatthe pilot were also invited to
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participate in the survey.

The same standardised approach to collecting data as described above for students
applied to the staff surveys. Focus groups were not conducted with staff as it was deemed
the information collected from their dime surveys would be sufficient.

4.7.3 Patients

Throughout 2013 and 201#yo final year students received standardised training
for collecting data from patients. Subsequent to this they approached patients who were
unfamiliar to them and who were waiting to see oral health students in the DOH clinic
waiting room. This occurred during October in 2013 and 2014 when the student and
clinical teaching staff surveys were accessible. THe& clinical sessioniime period
selected to collect data during particular days was chosen according to the ayadfbilit
trained studentgratients were approached at the same time period during those particular
days each week.

Patients approached were screened to assess their eligibility and those patients
deemed suitable were informed about the purpose for conduatisgrvey and
encouraged to complete a brief papased survey whilst waiting for their appointment.
Those patients agreeing to participate comprised the purposive sample of patients as they
were informatiorrich and could relate their oral health expece to being managed by
a team of oral health students. The trained students were available for assistance during
this time and afterwards collected surveys completed by patients. It was considered
problematic to implement an dime survey to facilitate grticipation amongst patients as
the availability of information technologyhardware and support to assist patients
unfamiliar with computers was not present during data collection times.

4.7.4 New Graduates

The online survey fomewly graduatedDHPswasadministered according to the

same standardised methasl described for students with respect to invitational emails,
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reminders, survey duration, password protection, automatic downloads and participation
external to DOHASs statedn section 4.4.2 Atheinvitational emails targeted graduates
who gave their permission whilst final year students to be contacted after graddation.
graduatesvere surveyed in Junef the year after graduation during 2014 and 2015.
Similar to the staff survey, neither a pegmetric evaluation, nor any focus groups were
conducted with this cohort as amjormationcollected odine from new graduates was
deemed sufficient to complement student findings.

Table14 summarises theohortssurveyed and at whatonththey weresurveyed
during each academic year from 2a&22015.

Table 14 Study Cohorts Surveyed Including Data Collection Methods and
Timelines 20122015

Data Years

Collection
Cohorts Method 2012 2013 2014 2015

DOH students | Orntline surveys| Sept/Oct| Sept/Oct | Sept/Oct

Clinical
teachingstaff

Final Year
DOH students

Patients seen b| Papefbased

Onine surveys| Sept/Oct| Sept/Oct | Sept/Oct

Focus groups Oct Oct

students surveys Oct Oct
Newly
graduated | On-line surveys June June
OHPs

4.8 Data Analysis

4.8.1 Representativeness and Participation Rates

Initially a count and demographic analysis of participants in each cohort by each of
the study academic years was performed.

Participation rates were calculated by assessing the proportion of participants to the
study population in each coholemographic data dacted within each cohowas

compared with university student/staff personnel records and Titanium records. This
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permitted an assessment of cohort differences between academic years and an appraisal
of the representativeness of each cohort surveyed lsydesimg the impact of any nen
response.

4.8.2 Psychometric Evaluation

Storrs et al. (2015) describes a psychometric analysis of the studlam sarvey.
Further to what was documentedtarnal consistencin that analysisvas measured by
&URQEDFKYVY DOSKD DQG DOVR V>Bto#@dpR R liebdityZ L WK WKF
coefficient to indicateequivalencei.e. if responses to two parts of the instrument are
essentially the saméptreiner 2003; Eisinga, Pelzer & Groteithd013) &URQEDFK{V
DOSKD . VWDW d¥Wao cdnBisiettly waHabl®sXobitdms linked to a particular
concept measudethat aspect of the concept. Alpha values rdrfgem 0 to 1, with a
YDOXH RI GHPRQVWU D WHaiQetal (PIsHABIIRID200R)De/ LV W H Q F\
SpearmasBrown split half reliability coefficient estimateull test reliability based on
split-half measures where a value of 0.8 or higher indicatkequate reliability and for
exploratory research 0.6 or higheas constered acceptabléStreiner 2003; Eisinga,
Pelzer & Grotenhuis 20123)

None of the instruments administered to staff, new graduates or patients underwent
a psychometric analysis. As a sample of between 150 to 200 participants is required to
attainsamplingadequacyn order to conduct a psychometric evaluafiomms & Greaves
2010) the student survey was the only instrument that collected data from at least 150
participants

4.8.3 Frequency Analysis

Frequenciesverereported to describe summary statistics relatedemographic
data andesponse tdemsmeasuring concepts in all surveys, including tHoading on
to particular factorsdentified through the psychometric analysis of the student survey.

Frequencies were calculated to describe batfeling(2012data) anddatacollected in
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subsequent years from all cohortspatially identify annual changes related to research

objectivesl, 2,4 and5. These objectives related to monitoring annual changes in student

and staff attitudes/perceptions/experienaascerning the TBTP process (objective 1),

attitudes towards adopting TBTP processes after graduation (objective 2), patient

perceptions about the care received by students involved with the TBTP process
REMHFWLYH DQG QHZ JUD GcidesWwrith fespadtUid- AEBEW LR Q V

processes in the workplace (objective 5).

Mean values for items analysed were used to substitute for missing values
pertaining to particular item@Allen & Bennett 2012) This enabled as much data as
possible to be included in both the psychometric evaluation and frequency distribution
calculations pertaining to all study cohorts.

4.8.4 Assessment of Change and Statistical Significance

In order to fully addressesearciobjedives 1, 4 and5 over the duration of this
study, the KruskaWallis one-way Analysis of Variance ANOVA) andbr the Mann
Whitney U test were used to evaluate significant differences in
attitudes/perceptions/practicedated to the TBTP procebstween eeh of the academic
yearsfor relevant cohortdt was appropriate to use these analyses as collected data were
categorical and ordinal in nature and not normally distributed,fensimples compared
were considered independent due to the changing congposftcohorts between each
of the academic year$he statistical significance for all analygge. probability that
chance could explain the resulasset at the 95% significance leveQ.05).

Where an ordinal dependent variable was compared lonesr or more independent
years (samples), the KrusRalallis oneeway ANOVA was utilised tadentify significant
differencesWhere significant differences were reposteulltiple pairwise comparisons
employing the ManaWhitney U test identified which paticular time intervals had

significant differences. The effect size of aignificantdifferencesi.e. magnitude of
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difference, identified from both theKruskalWallis oneway ANOVA and Mann
Whitney U test was also reportefCohen 1988; Allen 8Bennett 2012)

Apart from being applicable to objectives ladd5, statistical significance was
also calculated when addressing objectivee associatiosibetweeninterprofessional
TBTP processesand learning experiencescluding attainment ofinterprofessional
competencieandcapabilitie$.

4.8.5 Associations

Hierarchical multiple regression andreelation analyses were used to address
researclobjective3 so thatstatistically significant aspects of the TBTP process associated
with best practice clicial oral healtreducationas indicated by learning experiences and
attainment of competencies/capabilitiefiuld be identified.The research question
identified WKH LQGHSHQGHQW FRQFHSW DVEDPMHGEHY SR RHNVWL
DQG WKH GHSH Q GastpactiEdtigdallo@iedivH (6 X F DMictarRchidhl
multiple regression determines relationships based upon an assumed order where
independen factors precede dependent factgkiggins 2006; Armitage, Berry &
Matthews 2008; Allen & Bennett 2012t has been stated that multiple regression is
scientifically valuable beyond identifying correlations through providing predictive
modelling withoutthe need to deliver causal explanatig@shmueli 2010) One such
example is the study by Leite et al. (2017) that used hierarchical multiple regression to
evaluate the effects of several health and socioeconomic attributes on the accuracy of
periodontitisdevelopment prediction. Benefits such as generating new hypotheses and
assessing the gap between theory and practice have been attributed to predictive
modelling (Shmueli 2010) In this study hierarchical multiple regression analysed
relationships betweemultiple independent factors and the dependent factor extracted
from the psychometric evaluation and evaluated the predictive effect of the

interprofessional TBTP process.
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Before performing this analysiall assumptions for conducting hierarchical
multiple regression were considered and satisfieatnidlity testing wagerformed on
the factors analysed aswultiple regression assumes thiie dependenfactor is
continuous and normally distributed and the independent variables continuous or
dichotomous if ategorical.Normality for all factors was achieved througlminating
multivariate outliers identifiedn the normality tests. fle confounding variables (age,
program enrolled, gender and ethnicity) were dichotomised for the arsdylses/ could
beincluded in the hierarchical model as independent varigblagid W. Stockburger
2001; Allen & Bennett 2012As the demographic characteristics of respondents and non
respondents were similar, missing values were replaced by the variable mean and
included inthe analysisas their inclusion would not bias the resi#itlen & Bennett
2012) Output measures reportpdedictive effectand effect size and ANOVA yielded
predictiveutility (Allen & Bennett 2012)

Non-parametric testsciting thecorrelation coefficHQW 6 S HD UR)DvwefY UKR
used taneasure the strength and direction of identiissociatioabetween independent
and dependentariables/factors 9 DO XHV IRU 6 SH DdfrBrd Q W RU K R 2KIHQJIH
+1 representa perfect correlation and. aperfect inverse correlatidmetween variables.
The magnitude of strength fogmay bedefined as either very weak (6(019), weak
(0.20:0.39), moderate (0.40.59), strong (0.60.79) or very strong (0.80.0) (Statstutor
2015) Mean item values were notcluded in the correlation analyses to substitute for
missing values as this would resultattenuatingcorrelations(Little & Rubin 2002)
However, pairwise deletion was employed to remove specific missing values from the
analyses, instead ofntire cases, so that all available data were incluéedtial
correlations were conducted to statistically control day confounding effectfrom
collected demographic informatidn provide valid correlationgKirkwood & Sterne

2003; Armitage, Berry &8Matthews 2008; Allen & Bennett 2012; Webb, Bain & Page
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2017)

4.8.6 Thematic Analysis

The TBTP coordinator and external facilitator separately checked for consistency
across interpretations and meanings emanating from both theended questions in the
ortline and papebased surveys and the focus group transcriptanscripts were
manually indexed and coded according to participant perspectives independently by the
externalfacilitator. The facilitator identified content categories and logically ordered
thes into main themes according to thematic analysis prindipleain & Clarke 2006)
Central themes were established through an iterative process of organising, shaping,
summarising and searching for similarities between categories and tlielaws,
Degelirg & Hall 1990; Bogdan & Biklen 2007 Yo facilitate this process a set of related
themes from the literature were compiled to permit comparisons and also help establish
the central themes.

The transcripts related to each focus group question and céetmras emanating
from the focus group analyses were emailed to a sample of focus group parti&spants
reflective approactior comment and verification. The ensuing thematic analysis was
supported by a series of quotasithe discussioffocussed on int@reting the themes in
relation to empirical findings and asimilarity of findings between this research and the
literature(Hawe, Degeling & Hall 1990; Mertens 2003)e themati@analysigertaining
to the student focus groupddressedesearctobjective 2 and the analysis of opemded
guestions in each of the surveys assisted in addressing resbpcivesl and4.

4.8.7 Triangulation

Triangulation relates to the use of more than one approach when investigating a
research question to enhance confidence in the findings and to ensure that the research
methodology is well developed, comprehensive and rqusswell 2014; Patton 2015)

Four types of triangulatiompproachesiave been documented, namely using different
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methodsyariety ofdata sources, multiple analysts and multiple theories to examine and
interpret datdDenzin 1978; Greene & McClintock 1985; Strauss & Corbin 1990; Patton
1999; Schneider 2003; Nieswiadomy 2012; Creswell 2014)

This studyanalyseddata pertaining to five different cohorts collectedrough
different methods atariouspoints in time It also employedn external facilitatonyvho
hadno vested mterest inthis study as ananalyst, In addition to the TBTP coordinator
the external facilitatoexaminel qualitative information collected at separate points in
time Triangulationof data in this studydentified similarities/differences in the study
findings and determined the amount of convergence in those fintmgensuringthat
a comprehensive analysis anterpretatiorof collected datgrovideda complete set of

results.

4.9 Summary
This chapter outlined a study designed to explore the attjtypéeseptions and
experiences of five separate cohorts concerning the interprofessional TBTP process
implemented at DOH and its relationship with best practice clinical oral health education.
An overview of the study design including the research settimth racruitment of
participants was presented. A mixed method mode of research was described to collect
both quantitative and qualitative data over three years. The analysis of data to address
each of the research objectives was outlined and the triamguf@cess explained to
help validate study findings and establish confidence in answering the research question.
Chapter 5 provides in detail the results from each of the analyses described in this
chapter as a basis for discussion and justificationdiditéde an effective and efficient

model of IPE in clinical oral health education.
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Chapter 5

Results

5.1 Introduction

This chapter compares the demographic profile of each cohort study sample to its
study population and reports the participation rate for eachricoRimdings from
guantitative and qualitative data are presented. Investigations related to specific research
objectives requiring one or more type of analysis and sometimes involving more than one

cohort are reported to provide a comprehensvesw.

5.2 Participant Profiles

5.2.1 Oral Health Students

The gender and ageistributions were similar between the study sample (student
participants) and study population (all enrolled oral health students eligible to participate
in this research) during 2012023 and 2014. For example, in 2012 the ratio of female to
male students was approximately 60:40 for both enrolled oral health students and the
study sample. In the same year approximately 70% of both the study population and study
sample were composed bkt2125 year age stratum, whereas approximately 2% of both
were represented by the 36 years and older stratum. When comparing the program of
enrolment and year level distribution for the 2012 study sample against their study
population, year three dentigistudents were slightly oveepresented (30.4% compared
to 27.1% of enrolled students) and year four DSc students slightly-tetesented
(29.7% compared to 34.1%). In 2013 there was a smaltrepeesentation of year four
DSc students (29.1% comparto 23.4%) and commensurate urdgresentation of
year five DSc students (27.6% compared to 30.8%). In 2014 the distribution between the
study sample and study population for program of enrolment and year level strata was

similar (Table 15).
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When compang ethnic representation of the study population, there was a minor
overrepresentation of Asian students in the study sample (39.3% compared to 27.9%) and
underrepresentation of both Middle Eastern (0.6% compared to 3.1%) and North
American students (0% compared to 2.3%) in 2012. However, in both 2013 and 2014
the ethnic distribution between the student study samples and respective study

populations was approximately similar (Table 15).
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Table 15 Demographic Comparison of Oral Health Student Participantswith
Enrolled Students in 2012, 2013 and 2014

*Source: Office of Planning and Financial Services, Griffith University, 2012, 2013 and 2014.
NOTE: 1) Enrolled students comprise the study population  2) All the above columns may not equate to
100% which is due to rounding error (3) MNot Induded in the TBTP process
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5.2.2 Clinical Teaching Staff

The gender, academic level, type of profession, and years since graduation
distributions between the study populatiatinjcal teaching staff involved with the
interprofessional TBTP procgsand study sample (participating staff) in each of the three
data collection years were similar. For example, in 2013 the entire study population
participated where the most populous strata comprised of 55% males, 45%dectie
dentists and 60% who graduated 21 years or more ago (Table 16).

Table 16: Demographic Comparison of Clinical Teaching Staff Participants
with  Eligible Clinical Teaching Staff involved with the
Interprofessional TBTP Processin 2012, 2013 and 2014

*Source: TBTP Coordinator, Griffith University, 2012, 2013 and 2014.

NOTE: 1) Eligible Clinical Teaching Staff comprise the study population 2) All the above columns may
not equate to 100% which is due to rounding error
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5.2.3 Patients

It was deemed that the recording of gender and age, in both the PMS and the patient
surveys, were considered the most reliable of all demographic information and therefore
used for comparisonThe gender distribution beegn patients participating (study
sample) and patients eligible to be surveyed (study population), as recorded in the PMS,
when data were collected in the DOH clinic waiting room during the same month in 2013
and 2014 is comparable. In 2013, 51% of thdygample comprised of males compared
to 58% of males in the study population. Approximately 44% of males comprised both
the study sample and study population in 2014 (Table 17).

When comparing the study sample to their study population in 2013, the study
sample was undeepresented by persons aged3Byears (22.6% compared to 32.5%)
and 3144 years (13.7% compared to 20%) and aepresented by those aged B0
years (37.1% compared to 18%). The broad age distribution between participants and
their sudy population in 2014 was similar with the most populous strata being those aged
60-74 years (approximately 30%) and the least being persons aged 75 years or older

(approximately 10%) (Table 17).
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Table 17: Demographic Comparison ofPatients who rticipated and Patients
waiting to see Students at the same Date/Timehen collecting Data
during 2013 and 2014

2013 2014

(Study (Study
(Sample) Population)* (Sample) Population)*

Gender N % N % N % N %
Female 61  (49.2) 380 (41.8) | 80 (55.6) 533 (55.3)
Male 63 (50.8) 530  (58.2) | 64 (44.4) 431 (44.7)

Age Groups | N % N % N % N %
1830years | 28 (22.6) 296 (325) | 19 (13.2) 160  (16.6)
3l-44 years | 17 (13.7) 182  (20.0) | 22 (15.3) 198  (20.5)
4559years | 26 (21.0) 215  (236) | 33 (22.9) 225  (23.3)
60-74 years | 46 (37.1) 164 (18.0) | 53 (36.8) 283  (29.4)
Z% g?‘fs and| 7 (56) 53  (5.8) | 17 (11.8) 98  (10.2)

*Source: PMS, DOH Clinic, Griffith University, 2013 and 2014

NOTE: 1) Patients waiting to see studentthat samelata collectiormonth/year comprise
the study population
2) All the above columns may not equate to 100% which is due to rounding error

5.2.4 Final Year Focus Groups and Newly Graduated Oral Health
Professionals

Table18 compares both the demographics of final year students, who participated
in the 2013 and 2014 focus groups, and the newly graduated OHPs survdyedion
2014 and 2015 to theemographics of final year oral health students enrolled at DOH in
2013 and 2014 (the study populations for both the focus groups dimek @urveys).

The general distribution for gender, age and ethnicity was similar between focus
group participants anehnrolled final year students in 2013 with the most populous strata
being females (over 60%), persons agee?2lyears (over 60%) and namdigenous
Australians (over 65%). However, there was a dissimilarity in program distribution when
comparing focus grqu participants with their study population, where 39% of focus
group participants were year 3 BOH in DT students compared to 15% in the study
population. The broad distribution of newly graduated OHP participants in 2014

compared to their 2013 enrolleddiryear cohort was similar with respect to their enrolled
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program (14% comprised of year 3 BOH in DT students), but dissimilar particularly in
relation to age and ethnicity.

The general age distribution for both focus group participants in 2014 and new
graduate participants in 2015 was similar to that of enrolled final year students in 2014
where approximately 60% of persons were age@2Years. The program distribution
between new graduate participants in 2015 and final year students in 2014 was also
similar with twothirds comprising year 5 DSc students, but was dissimilar with respect
to focus group participants. There was an overrepresentation of both focus group and new
graduate participants compared to the 2014 final year student distribution who identified
as being Asian (39.1% and 45.2% respectively compared to 19.8%) and female (73.9%

and 77.4% respectively compared to 52.3%).
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Table 18 Demographic Comparison of Final Year Focus Group Participants
and Newly Graduated Oral Health Professionalswvith Enrolled Final
Year Oral Health Students in 2013 and 2014

*Source: Office of Planning and Financial ServicesffiBr University, 2013 and 2014.

NOTE: 1) Enrolled final year students comprise the study population  2) All the above columns may
not equate to 100% which is due to rounding error 3}Nbt Included in the TBTP process
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5.3 Participation Rates

The patrticipation rate for oral health students, clinical teaching staff and patients
seen by oral health students was approximately constant for each cohort in each of the
data collection years. The highest participation rate was redduad clinical teaching
staff (100% in 2013) followed by oral health students (66.1% in 2013) then patients
(14.9% in 2014) (Table 19).

From the 108 final year students enrolled inpatigramsn 2013 (refer taChapter
4, Table 13, 18 (16.7%) agreed tme contacted mi@014 to receive an invitational email
to be surveyed as newly graduated OHPs. Seven of the 18 (38.9%) participated in 2014.
Similarly, from the86 final year studentenrolled in 2014, 42 (48.8%ggreed to
participatein the 2015 new gradhte survey. Thirtypne of the 42 participated (73.8%) in

2015 which almost doubled the 2014 participation rate (Table 19).
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Table 19: Participation Rates by StudyPopulation Cohorts surveyed from 2012

to 2015
Study Population Cohorts
Clinical Patients Newly
DOH teaching seen by graduated
Year students staff students OHPs
Participants (N) 158 19 NS NS
2012 Study Population 258 21 NS NS
(N)*
Participation Rate % 61.20 90.50 NS NS
Participants (N) 189 20 124 NS
2013 Study Po*pulatlon 286 20 910 NS
(N)
Participation Rate % 66.10 100.00 13.60 NS
Participants (N) 197 20 144 7
Study
2014 Population/Sampling 301 21 964 18
Frame (N)*
Participation Rate % 65.40 95.20 14.90 38.90
Participants (N) NS NS NS 31
2015 Sampling Frame (N)* NS NS NS 42
Participation Rate % NS NS NS 73.80

* Source: Office of Planning and Financial Services, Griffith University, 2012, 2013 and(Goitfth
University Office of Planning and Financial Services 20T&pnium records, 2013 and 2014

#The denominator in calculating the participation ratenfawly graduate@HPswas the sampling frame.

The sampling frame related to the number of final year students from the previous year who agreed to be
contacted six months after graduation to participate in a survey. This list differed from the study population
or total numbebf final year students the previous year

NS £Not Surveyed
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Five focusgroupswere conducted with final year oral health students who elected
to be focus group participants in 2013 and four were conducted in 2dm.thel08
final year studentenrolled in 2013a total of 23 students elected to participate (21.3%).
In 2014 the participation rate increased where 23 oBéhinal year student§26.7%)
volunteered to participate. In both years, the participation rate from DSatsudas
much lower than those participating from other oral health programs (Table 20).

Table 20: Participation Rates by Program for Focus Groups involving Final
Year Oral Health Students during 2013 and 2014

Focus
: Focus Group Study
ey Pr? LN Groups Participant  Population | Participation
Cohorts (N) s (N) (N)* Rate
2013
(5 Focus Groups)
Graduate Diploma in .
Dental Science 2 10 88 11.4%
Dental Technology 2 9 16 56.3%
Oral Health Therapy 1 4 4 100.0%
2014
(4 Focus Groups)
Graduate Diploma in .
Dental Science 2 10 67 14.9%
Dental Technology 1 6 12 50.0%
Master of Dental
Technology in 1 7 7 100.0%
Prosthetics

*Source: Office of Planning and Financial Services, Griffith University, 2013 and(@3iffith University
Office of Planning and Financial Services 2015)
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5.4 Change in A ttitudes, Perceptions and Experiences towards the

Interprofessional TBTP Process (Objective 1)

5.4.1 Oral Health Students

5.4.1.1 Frequency Analysis of A ttitudes, Perceptions and
Experiences

In order to assess student attitudesl perceptiontowards the newly introduced
TBTP process and their experiences frequeng analysis of responses deemed
IDYRXUDEOH FRQFHUQLQJ WKH p L@ 527 Uikl $id8ht RQD O W |
survey), was undertakefAppendix G).This analysis included resing values that were
replaced with mean item valués increase the sample of data available and m&imi
error.

An analysis of all 23 items relating to this construct witbidH was conducted
prior to excludinga number of tems when factors were excted through he
psychometric evaluatiofyan den Bossche et al. 2006; Storrs et al. 205 favourable
response to most items was either strongly agree or agree, however certain items were
worded so that tavourable responsgould be represented bitheer strongly disagree or
disagreeifems7, 8 15, 19 and 20)

Table21ranks in descending order the percentagawaiurable responder items
measuing WKH pLQWHUSUR IH W et heaswdd athaSaline hI20AY 1H

2014. The descendirorder is based upon response recorded at baseline.

116



LTT

Table 21:

Percentage of Faourable Attitudinal/Perception/Experience Responses forltems M HD V X U L QlateNétdssignal Team

PURFHVYV $tudent BLiKveys during 2012, 2013 and 2014

Favourable Response
%
2012 2013 2014
Iltems (N=158) (N=189) (N=197)
5 Itis important to learn about the roles/responsibilities of other oral health care professionals 98.20 96.80 96.50
6 The best way téearn about the roles/responsibilities of other oral health care professionals is by learning with the 86.70 88.90 89.30
9 Student_s in my oral health care profession are willing to share information/resources with students in other oral h 83.00 83.50 81.20
professions
27 | am satisfied with the performance of our team 81.00 85.10 73.10
21 In this team, | share all relevant information and ideas that | have 79.70 87.80 84.20
26 This team has a common understanding of how to deaMBiftP tasks 76.70 78.80 73.60
25 This team has a common understanding of the TBTP tasks we have to handle 75.40 82.50 73.10
13 Shared learning through the TBTP process with oral health care students in other professions helps me to comm
. 72.20 68.80 75.20
better with my colleagues
11 Shared Iearn_lng through the TBTP process with oral health care students in other professions will improve relatio 69.60 65.70 64.90
after graduation
23 Team members draw conclusions from the ideasare discussed in the team 69.00 78.80 75.10
14 Shared learning through the TBTP process with oral health care students in other professions helps me to think
X 68.40 70.30 72.10
about other oral health care professionals
16 Within theTBTP process, | work collaboratively with students from other oral health care professions 67.70 73.50 70.50
22 7HDP PHPEHUVY HODERUDWH RQ HDFK RWKHUTV LQIRUPDWLRQ DQG L 67.10 80.90 75.60
24 If there are differences of opinion our teaddresses them directly 66.40 71.90 62.90
15 Clinical/Laboratory problem solving skills can only be learned with students from my own oral health care profess 63.30 62.40 51.80
19 There are personality conflicts evident in our team 58.90 60.30 51.20
10 Shared learning through the TBTP process with oral health care students in other professions increases my abilit
Y 55.70 67.20 74.60
understand clinical problems
17 All members of my team have similar goals concerning the TBTP process 55.70 59.70 58.90
12 Shared I_earnln_g through the TBTP process with oral health care students in other professions helps me to comm 53.80 50.80 58.30
better with patients
20 There are conflicts about ideas related to the TBTP process iaamr 53.20 59.30 49.20
18 All members of my team have strongly held beliefs about what is important concerning the TBTP process 45.60 50.20 55.90
8 The function of Oral Health Therapists/Hygienists/Dental Therapists is mainly to provide suppeEhfists 27.30 19.50 16.70
7 The function of Dental Technicians is mainly to provide support for Dentists 18.40 20.10 18.20




A large majority of response in 2012 indicated tkaidents had favourable
attitudes/perceptions concerning the importanckeafring about roles/responsibilities
of other oral health care professionail to learn from them (items 5 and &¢yceiving
or experiencing opportunities ghae information and ideaswith students enrolled in
other oral health pgrams (items 9 and 21) and experiena@ngommon understanding
of teambased taskand how to deal with them (items 25 and 26). Finally, students
experienced or perceived a sense of satisfagtiitnteam performanceatém 27). This
general trend continued in 2013 withrer 70% of the student response reporfing
moreperceptions/exgriences as favourable. Thestated tostudents thinking positively
about other OHPs when engagedliared learninthrough the TBTP process (item 14)
working collaborativey within the TBTP proces@tem 16), and addressing differences
of opinion diretly within their team (item 24). Students also perceived or experienced
WKH HODERUDWLRQ RI HDFK RWKHUfTV LQIRUPDWLRQ LGH
conclusions from ideas discussed at team meetings (iterm2X)14, the same2items
were idenfied as most favourable in addition to students experiencing that shared
learning through the TBTP process increased their ability to understand clinical problems
(item 10), and that it helped them communicate with colleagues (item 13).

Four attitudes/peeptions/experiences consistently appeared amongst the five most
favourable recorded in each of the three years. In descending order these were: perceiving
it important to learn about the roles/responsibilities of other oral health care professionals;
believing the best way to attain this is by learning with them and sharing relevant
information/resources and ideas with students in other oral health programs (items 5, 6,
21 and 9).

The least favourablattitudes/perceptions/experienéesall three yearselated to
believing that the role dDT and OHT professionalsas to provide gpport for dentists

(item 7 and 8). Another unfavorable response related to students perceiving or
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experiencing a lack of strong belief within their team about what was importan
concerning the TBTP process. In 2012, most students did not perceive or encounter team
members having strong beliefs about the importance of the TBTP process (item 18),
however perceptions/experiences concerning this issue, improved throughout the three
years.
5.4.1.2 Change in A ttitudes, Perceptions and Experiences over
Three Years

Table 22 ranks in descending order those attitudes/perceptions/experiences
pertaining to the TBTP process that displayed the greatest magnitude of change in
favourable frequency ofesponse from 2012 to 2013 and from 2013 to 2014. The
magnitude of total change was calculated by adding the amount of frequency difference
in favourable response between 2012 and 2013 to the amount of difference from 2013 to
2014, irrespective of the dédfence increasing or decreasing.

The magnitude of percentage difference in response over the three years is shown
in the righthand column. The frequencies displayed in Table 22 also indicate whether the
favourable response for each attitude/perceptigpeiéence improved or declined
between each vyear. For example, the greatest change in student
attitudes/perceptions/experiences concerning the TBTP process related to perceiving or
H[SHULHQFLQJ WKDW WHDP PHPEHUV HODE®R& D& G RQ HD
was initially a 13.8% improvement in favourable perceptions/experiences concerning this
issue between 2012 and 2013, however a 5.3% decline in favoured response occurred
between 2013 and 2014 (total 19.1% change in frequency of response for this
perception/experience over three years).

Attitudes/perceptions/experiences suchers@ving it important to learn about the
roles/responsibilities of other oral health care professionals; believing the best way to

attain this is by learning with therma sharing relevant information/resources with
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students in other oral health prografitems 5, 6 and 9), were maintained as most
favourable and showed the least change over the three years. Issues pertaining to
differences in favourable student attitugeesteptions/experiences are further discussed

in Chapter 6.
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Table 22:

Change inFavourable Attitudinal/Perception/Experience Responses foftemsM H D V X U L iterpokessignalTeamPURFHVV Y LQ

the Student Surve during 2012, 2013 and 2014

Favourable Response %

Magnitude
0,
2012 | 2013 | 2014 Dif?;rg"n e
N=1 N=1 N=197
ltems (N=158) | (N=189) | (N=197) | 50122014
22 7HDP PHPEHUV HODE R UnibwhbtioR ghdHdedsK RWKHU TV 67.10 80.90 75.60 19.10
10 Shared Iearnlng_through the TBTP process with oral health care students in other professions increases 55.70 67.20 74.60 18.90
to understand clinical problems
25 This team has a commammderstanding of the TBTP tasks we have to handle 75.40 82.50 73.10 16.50
20 There are conflicts about ideas related to the TBTP process in our team 53.20 59.30 49.20 16.20
27 | am satisfied with the performance of our team 81.00 85.10 73.10 16.10
24 If there are differences of opinion our team addresses them directly 66.40 71.90 62.90 14.50
23 Team members draw conclusions from the ideas that are discussed in the team 69.00 78.80 75.10 13.50
21 In this team, | share all relevanformation and ideas that | have 79.70 87.80 84.20 11.70
15 grllor}lecsaslglc_)ﬁboratory problem solving skills can only be learned with students from my own oral health care 63.30 62.40 51.80 11.50
8 The function of Oral Healtfiherapists/Hygienists/Dental Therapists is mainly to provide support for Dentig§ 27.30 19.50 16.70 10.60
12 Shared It_aarnlng through the_TBTP process with oral health care students in other professions helps me 53.80 50.80 58.30 10.50
communicate better with patients
19 There are personality conflicts evident in our team 58.90 60.30 51.20 10.50
18 All members of my team have strongly held beliefs about what is important concerning the TBTP proces{ 45.60 50.20 55.90 10.30
13 Sharede_arnlng through the TBTP process with oral health care students in other professions helps me td 72.20 68.80 7520 9.80
communicate better with my colleagues
16 Within the TBTP process, | work collaboratively with students from other oral healtprcdessions 67.70 73.50 70.50 8.80
26 This team has a common understanding of how to deal with TBTP tasks 76.70 78.80 73.60 7.30
17 All members of my team have similar goals concerning the TBTP process 55.70 59.70 58.90 4.80
11 Shar_ed Iegrnlnmrough the_TBTP process with oral health care students in other professions will improve 69.60 65.70 64.90 4.70
relationships after graduation
14 Sha_r_ed learning through the TBTP process Wl_th oral health care students in other professions helpskne 68.40 70.30 7210 3.70
positively about other oral health care professionals
7 The function of Dental Technicians is mainly to provide support for Dentists 18.40 20.10 18.20 3.60
9 Students in my oral_ health care profession are willinghere information/resources with students in other or 83.00 8350 81.20 280
health care professions
6 :;]k:aembest way to learn about the roles/responsibilities of other oral health care professionals is by learnin 86.70 88.90 89.30 260
5 Itis important to learn about the roles/responsibilities of other oral health care professionals 98.20 96.80 96.50 1.70




5.4.1.3 Significant Changes in Favourable A ttitudes, Perceptions
and Experiences Response over Three Years

A KruskalWallis oneway ANOVA was performed as a ratdased nofparametric
test to compare and assess the statistical significance in the difference of response with
independent samples of students leetw2012, 2013 and 2014. Appendix H tabulates the
findings and effect size from the Kruskaallis ANOVA test performed on each of the
items P HD V X U Lirgedprdtassionsieamp U R FHV V|

There was a significant change in respongh small effectfor five of the items
measuring the [nterprofessional team pURFHWW the three years
Attitudes/perceptions/experiences became significantly less favourable (p<0.05) towards
believing that ®iTs/Hygienists/Dental Therapists were more than support personnel for
dentists (item 8) and being satisfiadth team performancetém 27). Alternatively,
student #itudes/perceptions/experiences became significantly more favourable (p<0.05)
in relationto their ability to understand clinical problems through shared learning with
other oral health students (tem 1, ODERUDWLQJ RQ HDFK RWKHUYV LQI
22) and drawing conclusions from ideas discussed at team meetings (iteithZ8jhe
TBTP process

As an example, a Krusk&Vallis ANOVA indicated that there were statistically
significant differences in students experiencing an increased ability to understand clinical
problems through shared learning wstiadents in other oral health grams through the
TBTP process (item 10) between the years 2012 (mean 248K33, 2013 (mean
rank=264.42 and 2014 (mean rank€9.69, H=11.135 df=2, N=544, p=0.004. This
effect can be described as small (f=0.@dhen 1988)

Despite the effect size of the difference in response for these five
attitudes/perceptions/experiences being small, it was larger than that demonstrated for the

other attitudes/perceptions/experiences displayingsngmificant results.
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In order to identify to which pair of yemthe change in response was statistically
significant, a ManAWhitney U test was performed for each possible pairing of years,
namely between 2012 and 2013, between 2013 and 2014 and between 2012 &md 2014
items 8,10, 22, 23 and 2Appendix H also tabulates thesults and effect size from the
MannWhitney U tesperformed on each of these items.

The MannWhitney U testindicated that theattitudegperceptions/experiences
towardsthe function of ®MITs/Hygienists/Datal Therapistgitem 8) in the year 2013
(mean rank=129.59) were significantly less favourable than in 2012 (mean rank=186.04),
U=12654.5, z=2.526, p=0.012. This effect may be described as small (r=0Cbhen
1988) Conversely,tliere was a significamcrease (p<0.05), with a small sized effett,
students who favourably perceived/experienced that their elaboration of other team
PHPEHUYY LGHDY DQG WKDW FRQFOXVLRQV ZHUH GUDZQ
(items 22 and 23) between 2012 and 2013.

A significant increase (p<0.05) in favourable response with a small sized effect
occurred between 2013 and 2014 and between 2012 and 2014 in relation to experiencing
an increased ability to understand clinical problems through shared learning within the
TBTP process (item 10). A significant decrease in satisfaction with team performance
(item 27) was noted between 2013 and 2014 with a small sized effect.

5.4.1.4 Frequency of Favourable A ttitudes, Perceptions and
Experiences by Program and Year Level of Study

Appendix | tabulatesand graphically presentthe percentage of favourable
attitudes/perceptions/experiencdsR LW H P V P Hridevprotess@@dalédtip RFHV V
by each program and year level wistudents were enrolled during 2012, 2013 and 2014.

Year hree DT and OHT students recorded a higher proportion of favourable
response to 10 of the 27 items (37% of items) in 2012 and six of the 27 items (22.2%) in

2013, compared to each of the DSc year levels. In both these years, two of these
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attitudes/perceptins/experiences consistently were more favourable compared to DSc
students. These included attitudes/perceptions/experiences towards the function of
OHT4dHygienists/Dental Therapistgem 8) and perceptions/experiences of satisfaction
with team performare(item 27).

A higher percentage of yedive DSc students reorded morefavourabé
attitudes/perceptions/experiences concertimggfunction ofDTs (item 7) compared to
other cohorts in 2012whereas DTand OHT studentsndicated morefavourabé
attitudes/perceptions/experiencegbout the function of OHTYHygienists/Dental
Therapistscompared tdDSc students irthe same yeafitem 8). In 2013 and 2014 all
cohorts recorded low percentage ofdvourable response bwmth items 7 and.8n 2014
nore of the three MDT students favourgpperceivedthe fundion of eitherDTs or
OHT4Hygienists/Dental Therapisés more than just providing support for dentists.

In 2012, ear five DSc studentswere recorded as having lesavourable
attitudes/perceptiorsxperiences in relation to 11 of the 23 items (47.8&thparedo
other cohortsThese related to items 6, 11, 12, 13, 16, 19, 20, 21, 23, 25 and2&vét
by 2014 the proportion d favourable responsefor seven of these
attitudes/perceptions/experiendasreased so thdinal year DSc students exhibited a
more favourable experience compared to all other cohorts in being able to draw
conclusions from ideas discussed within a team (item 23), The remaining six items
showed a very favourable response compared to most other cohorts for sharing
information and ideas in their team (item 21); experiencing a common understanding of
TBTP tasks that have to be handled (item 25); being satisfied with team performance
(item 27); beliging the best way to learn about the roles/responsibilities of other OHPs
was to learn with them (item 6) and not experiencing conflict within their team (items 19
and 20)

Year three DTstudentdisplayed mordavourableperceptions/experiences about
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hauvng strongly held beliefeegardingvhatwasimportantin the TBTP processtém 18),
compared to other cohorts2012and 2014. Whereas year three OHT students had more
favourable perceptions/experiences concerning this issue in 2013. OHT students
indicated they had fewepersonality conflicts and conflicts about ideas related to the
TBTP proceswvithin their teamgitems19 and 20) comparet DSc studentsn 2012
However,the proportion of favourable resporteethese items decreasedwell below
thatof all ather cohorts in 2013. In 2014, MDT students experiencedctestict within
teamscompared tdT andDScstudents.

Bothyear four and five DSstudent&xperienced the poorestdersandingof what
teambased taskthar teamneeded tdvandle tem 25) and how to deal witthem(item
26) compared to other year levgisograms in 2012However, year five students had
more favourable experiences in relation to both these fre2@13and 2014.

5.4.1.5 Insights Concerning what Worked Well and Nec essary
Improvements

Over the three years, 346 qualitative responses from the 544 participants (63.6%)
were recorded fromthe opgd QGHG TXHVWLRQV DVNLQJ pZKDW DVSHF
ZRUNHG ZHOOY DQG pZKDW QHHGV LP &) R3br3eks142KH PDMF
of 346 responses, 41.3%) indicated that collaborating with other students was the main
aspect of the TBTP process that worked best. The TBTP process was recognised as a
platform where students in different oral health programs could tongeoblemsolve
various treatment options for their patients/cases and to access TBTP tutors where advice
was required. The following quote from a DSc student indicated tieating monthly
meetings especially with the dahtedhnician and OHTstudens to talk about how to
handle situations between team membeped me appreciate how each of us could
ZRUN WRIJHWKHU WR (0S4 stlRgv2SIRDWLHQWY EHWWHU Y

Forty-three like responses (12.4%) referred to having the opportunity to work
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through casetadies collaboratively with each team member as an aspect of the TBTP
process where students could generally broaden their knowledge about treatment
planning. Students indicated that they could specifically gain insight about what treatment
options shouldbe considered in different situations and where different oral health
professions could best contribute. They also revealed that this level of insight could not
be delivered through didactic lectures. The following quotation from a DT student
illustrates his point:

pharing case study discussions with team members helped to broaden our

knowledge of what to do in certain situations, even though we were not directly

involved with that patief{DT student, 2013).

Sixty-three like responses (18.2%ferred to having effective interprofessional
referral as an important aspect where students gained improved communication skills and
better understood the sequencing of their particular roles in providing best practice care.
One student commented:

having patients circulated between team members ensured that students
understood what was required of them as part of a treatment plarwarel

betterable to pefoom DVNV DFFRUGLQJ WR WE®SdstdedERSH R1 S|
2014)

Eighteen student€s.2%) supported this perception by revealitigt the timely
completion of treatment plans through appropriate referrals was facilitated by the TBTP
process and that this enhanced hmkient satisfactiomvith the level of care provided
and student clinicaldrication. The following quotes illustrate this perception:

pdierring patients to the OHTs was simple and enabled faster completion of
treatment for patient{ DSc studen2013), and
pua&ients liked being treated as part of a team. It made them feeltampasall

our team members are interested in awlare of their dental need§¢OHT
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student2012).

However 41 studentg11.8%)became frustrated when their peers retained patients
to perform all aspects of a treatment plan themselves ratheapipaopriately referring
to students in other health gmams. It was suggested that the student IPL experience
could be improved if th& BTP systenwasbetter regulatedndclearer referral protocols
made available tensure that patient needsd not stdent needsdrove the referral
process in the cliniclhis is best demonstrated through the quote:

fThe TBTP system neea®re rules to avoid student®gging patients to meet

their own assessmergquirements. Monitoring of appropriate referratsother
students is also needed to make sure treatment plans are completed quickly and
avoid patients being lost to the clifi®Sc student014).

Anabsence dack ofquality amntribution by students within the team structuees
experienced by 35 students (1%), whichresuled in poor teamgrades when being
assessed. Thigromptedstudents tosuggesta fairer method incorporatingdividual
student assessmenithin the TBTP procesd his was best reflected in the quotation

povhe students do noontribute no matter how many times you ask thsenit
would be better to mark students independentlyrdpthose students suffer and
not penalisgéhe whole tearf{fOHT student2012).

Twenty-eight like responses (8.6%) indicated that a large emphasiplaged on
XQQHFHVVDU\ SDSHUZRUN H J GRFXPHQWLQJ HDEFK
completing a treatment plan and attaining minimum procedural requirements) when
assessing student performance within the TBTP process and suggested this be revised.
Thiswas reflected in the statement:

the coordinator needs to concentrat®reon those thingshat areimportant
to our TBTP process learning rather than placing an emphasis on data entry

issues|[DSc student 2013)
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5.4.2 Clinical Teaching Staff
5.4.2.1 Frequency Analysis of A ttitudes, Perceptions and
Experiences Concerning Students and the TBTP Process

Table23 illustrates the percentage of favourahtgtudinal/perception/experience
responses resulting from a frequency analysis eaich item measuringhe
interprofessionaldamp U R F Kt®6%-18), in the clinical teachingstaff surveyfrom
2012 until 2014 (Appendix G)As discussed in section 5.4mjissing valuesn the
frequency analysis wereplaced with mean item values

Thefavourableresponséo most items was either strongly agree or agree, however
three items werdormattedso that the favourable response would be either strongly
disagree or disagreggms8, 9 and 16)

Similar to Table 21, the percentagdafourable responge each itenin Table 23

is ranked in descending order based upon data collected at baseline in 2012.
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Table 23;

Percentage of Faourable Attitudinal /Perception/Experience Rsponses forltems M HD V X U L QlateNyétdssignal Team

PURFHVYV Clihi€al Yé&ching Staff Surveys during 2012, 2013 and 2014

Favourable Response

%
2012 2013 2014
Iltems (N=19) (N=20) (N=20)
6 Itis important for students to learn about the roles/responsibilities of other oral health care profey  100.00 100.00 100.00
11 Shared learning through the TBTP process with oral health care students in other professions in 89.50 95.00 95.00
thoseVWXGHQWVY DELOLW\ WR XQGHUVWDQG FOLQLFDO SUR
12 Shared learning through the TBTP process with oral health care students in other professions wi 89.50 100.00 100.00
improve relationships after graduation
14 Shared learninghrough the TBTP process with oral health care students in other professions helf 89.50 90.00 100.00
students to communicate better with their colleagues
18 Overall, | am satisfied with the TBTP process to facilitate Interprofessional education 84.30 80.00 85.00
15 Shared learning through the TBTP process with oral health care students in other professions he 79.00 85.00 95.00
students to think positively aboather oral health care professionals
7 The best way for students to learn about the roles/responsibilities of other oral health care profes 78.90 95.00 90.00
is by learning with them
16 Clinical/Laboratory problem solvingkills can only be learned with students from their own oral hed 73.80 70.00 55.00
care profession
13 Shared learning through the TBTP process with oral health care students in other professions hd 73.70 80.00 95.00
students to communicate better withtients
17 Within the TBTP process, | have seen students in one health care profession work collaborativel 73.70 80.00 80.00
students in other oral health care professions
10 Students in a particular oral health care profession are willing to share information/resources witl 52.60 60.00 80.00
students in other oral health care professions
9 Students believe that the function of Oral Hedltterapists/Hygienists/Dental Therapists is mainly tg 10.60 10.00 10.00
provide support for Dentists
8 Students believe that the function of Dental Technicians is mainly to provide support for Dentists 5.30 5.00 15.00




All clinical teaching staff responding in 2012 perceived it important for students to
learn abouthe roles/responsibilities of other oral health care professiditai®m 6). A
major proportion gher witnessed or perceived students engaged in shaaeding
through the TBTP processith students inother oral health pgramsbenefitting in
several ways. These includadproving their understanuhg of clinical problemsg(item
11); relationships dér graduatior(item 12);communicabn with colleaguegitem 14)
andthinking positively about other oral health care professioidm 15) Over 84% of
staff weresatisfied that the TBTP process facilitated ([R&m 18) and perceived that the
best way for students to learn about the roles/responsibilities of other oral health care
professionals was by learning with them (item@yer 70% of respondents witnessed
students communicating better with patients (ite8) and working collaboratively with
students in other oral health prografitem 17)through the TBTP process. Almost 74%
of staff did not perceive thatliaical/laboratory problem solving skills could only be
learned with students in the same oral lepibgram (item 16

In 2013 the same attitudes/perceptions/experiences were reported as highly
favourable by a large majority of respondents. In 2014 the same general trend continued
with 80% of staff witnessing the willingness of students to sharennaftbon/resources
with students in other oral health programs (item 10).

Four attitudes/perceptions/experiences were consistently reported as favourable by
over 89% of respondents in each of the three years. In descending order, these included
staff perceting it important for students to learn about the roles/responsibilities of other
oral health care professionals (item 6) and perceiving or witnessing that shared learning
through the TBTP process with students in other oral health care programs improved
relationships after graduation (item 11), helped to understand clinical problems (item 12)
and enhanced communication with colleagues (item 14).

The most unfavourable perceptions throughout all three years related to staff
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sensing students believetie fundion of both DTs and OHTSHygienists/Dental
Therapistdeing no more thamainly providing sipportfor dentists(items8 and9).
5.4.2.2 Change in Attitudes, Perceptions and Experiences
Concerning Students and the TBTP Process Over Three
Years

Table 24 ranks in descending order the magnitude of change in favourable staff
attitudes/perceptions/experiences pertaining to students and the TBTP process from 2012
to 2013 and from 2013 to 201%he same explanation appearing in section 5.4.1.2 for
calculating the amount of frequency difference and interpreting data presented in the table
applies to Table 24.

The greatest change staff experienced over three years concerning students and the
TBTP process, was observing students willing to shafermation/resources with
students in other oral healgitograms(item 10). Between 2012 and 2013 there was a
small improvement in favourable response concerning this issue (52.6% to 60%).
However, in 2014his increased to 80% of staff making favourable observations.

Throughout all three yearstaff members perceived it important for students to
learn aboutthe roles/responsibilities of other oral health care professionals (item 6)
Unfavourable staff peaptions/experiencesrelated to students beliemg that
OHT4Hygienists/Dental Therapists mainly provided support for dertista 9)showed

little changethroughout the three years
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Table 24:

Change inFavourable Attitudinal/Perception/Experience Responses foftemsM H D V X U L Rtérppotessiqgnal TeamPURFHVV Y LQ

the Clinical Teaching Staff Surveys during 2012, 2013 and 2014

Favourable Response

%
Magnitude
of %
2012 2013 | 2014 | Difference
Items (N=19) (N=20) | (N=20) | 20122014
10 Students in a particular oral health care profession are willing to share information/resof 52.60 60.00 | 80.00 27.40
with students in other oral health care professions
13 Shared learning through the TBTP process with oral health care studetiteriprofessions 73.70 80.00 | 95.00 21.30
helps those students to communicate better with patients
7 The best way for students to learn about the roles/responsibilities of other oral health cg  79.00 95.00 | 90.00 21.00
professionals is by learning with them
16 Clinical/Laboratory problem solving skills can only be learned with students from their o] 73.80 70.00 | 55.00 18.80
oral health care profession
15 Shared learning through the TBTP process with oral health care students iprotessions 79.00 85.00 | 95.00 16.00
helps those students to think positively about other oral health care professionals
12 Shared learning through the TBTP process with oral health care students in other profe{ 89.50 100.00 | 100.00 10.50
will improve relationships aftegraduation
14 Shared learning through the TBTP process with oral health care students in other profe{ 89.50 90.00 | 100.00 10.50
helps those students to communicate better with their colleagues
8 Students believe that tifienction of Dental Technicians is mainly to provide support for 5.30 5.00 15.00 10.30
Dentists
18 Overall, | am satisfied with the TBTP process to facilitate Interprofessional education 84.30 80.00 | 85.00 9.30
17 Within the TBTP process, | have seen students in one health care profession work 73.70 80.00 | 80.00 6.30
collaboratively with students in other oral health ganafessions
11 Shared learning through the TBTP process with oral health care students in other profe|] 89.50 95.00 | 95.00 5.50
LQFUHDVHY WKRVH VWXGHQWVY DELOLW\ WR XQGHU
9 Students believe that tlienction of Oral Health Therapists/Hygienists/Dental Therapistsif  10.60 10.00 | 10.00 0.60
mainly to provide support for Dentists
6 Itis important for students to learn about the roles/responsibilities of other oral health cq 100.00 | 100.00 [ 100.00 0.00
professionals




5.4.2.3 Significant Changes in Favourable A ttitudes, Perceptions
and Experiences Concerning Students and the TBTP
Process Over Three Years
A KruskalWallis oneway ANOVA test was performed on each of the items
displayed in Table 24PHDVXULQJ WKH pLQW HARFUHB/IMEKINML R Q D O
significant differences in responfem 2012to 2014.Appendix J summarises the output
from that analysis. This test indicated that there was a statistically significant increase in
favourable perceptions about studeimgproving relationshipswith other OHPsafter
graduation through shared learning with students in other oral healftapre as part of
the TBTP procesfitem 12)between the years 2012 (mean rank=21.82), 2013 (mean
rank=30.689 and 2014 (mean ranB¥.10, H=10.705 df=2, N=59, p£.005 This effect
can be described as large (f=0.48Cohen 1988) None of the other 12
attitudes/perceptions/experiences from clinical teaching staff as documented in Table 24
reported significant response differences from 2012 to 2014.
Appendix J also illusates the output from a MafWhitney U test performed on
item 12 to reveal which pair of years displayed a statistically significant response
difference. Perceptions the year 2014 (mean rank4-.93 were found to be significantly
more favourableompare to 2012 (mean rank4.82, U=91.5 z=-3.207 p=0.001 This
occurred with a large sized effect (r=0.50ohen 1988) Any response difference
between the other year pairings yielded-s@mnificant results.
5.4.2.4 Frequency of Favourable A ttitudes, Perceptions a nd
Experiences Concerning Students and the TBTP Process by
Profession
Appendix Kdisplaysas tables and graphise percentage of favourable response by
the profession of each clinical teaching staff mendhaning 2012, 2013 and 2014

Throughout each of thtree years, dentists comprised at least 75% of the eligible clinical
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teaching staff with the remainder comprising DTs/prosthetists and
OHT4Hygienists/Dental Therapist$he proportion of favourable attitudes, perceptions
and experiences from the latter two OHP cohorts was equal to, or higher than that
recorded from dentists for five itemB H D V X U L iQtdrpkbf&skionateampURFHV V|
across all three years. These inlgdd responses related to believing it important for
students to learn about the roles/responsibilities of other oral health care professionals

LWHP WKDW VKDUHG OHDUQLQJ WKURXJK WKH 7%73 SU
to understand clinicgbroblems (item 11) and improves relationships with other OHPs
after graduation (item 12); observing students work collaboratively with students from
other oral health programs as part of the TBTP process (item 17) and being satisfied with
the TBTP proced® facilitate IPE (item 18). In relation to perceiving if clinical/laboratory
problem solving skills could only be learned with students in the same oral health program
(item 16), the percentage of favourable response from dentists declined in 2014 (46.7%
from that recorded in 2012 and 2013 (66.7%). However for DT/prosthetist staff, there
was an increased favourable response in 2014 (75%) despite an initial decline from 2012
(100%) to 2013 (66.7%).

There was an increasing percentage of favourable respatesed to six
attitudes/perceptions/experiences throughout the three years amongst dentists. These
included believing that the best way students learned about the roles/responsibilities of
other OHPs was to learn with them and seeing students willingshtare
information/resources with students in other oral health programs (items 7 and 10). In
addition, perceiving or observing that shared learning through the TBTP process
LQFUHDVHG VWXGHQWVY DELOLW\ WR XQGHUVWDQG FOL
relationships with other OHPs after graduation; enhance communication skills with
patients and facilitate positive thinking about other oral health care professionals (items,

11, 12, 13 and 15) became more favourable through time.
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'"HQWLVWVY DBWILRVQXNGHNMSHHURRFHY FRQFHUth@LQJ VWX
function of DT andDHT/Hygienists/Dental Therapist&ing mainly a support for dentists
(items 8 and 9) were consistently unfavourable throughout the three years (less than 7%
recorded favourable respses). AllOHT/Hygienist/Dental Therapisstaff members
initially recorded favourable attitudes/perceptions/experiences to these items, however in
2014 none of these staff members expressed a favourable response. In contrast, the
percentage of favourabtesponse for items 8 and 9 from DT/prosthetist staff members
increased from 0% in 2012 to 50% in 2014.
5.4.2.5 Insights Concerning what Worked Well and Necessary
Improvements
Between 2012 and 2014, 36 qualitative responses from the 59 participants (61%)
were recd GHG ZKHQ DVNHG pZKDW DVSHFWV RI WKH 7%73 SL
QHHGY LPSURYLQJY ,PSURYHG VWXGHQW FRPPXQLFDWLR
identified as beneficial outcomes achieved through the TBTP process as noted by the
majority of like lesponses from staff (16 of 36 responses, 44.4%). It was noted that when
students from different programs engaged in shared learning through both treatment
planning and management of those plans that improved communication between student
colleagues resulte One staff member noted:
gtudents were able to discuss their cases with their peers and were
enlightened/more informed tiye input fronother studers OHT students were
particularly able to share information within their teams and maintain a
preventie focusi[staff membei2013)
Thirteen of the 36 opeanded responses (36.1%) observed that the TBTP process
provided a learning environment for students to collaborate in teams that did not exist
previously. This was best explained through the followingte;:

ffhe TBTP process provides an environment for dental students to collaborate
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and learn withstudents irother oral heathSURJUDPV 7KLV ZDVQYW DY
few years ago and now it has progressed with the school supporting it and
HQFRXUDJLQJ FROODERUDWLYH FD (staffl@mBeKH FOLQLT
2014)

Seven like responses (19.4%) recalled that the case discussions involving students
from different oral health programs, where they collaborated as a team when discussing
treatment plans, as an aspect of the TBTP process that worked well. Staff perceived that
students learned about the meaning of collaborative patient care and gained an insight to
treatment planning outside their personal experience and what may have Uiggn ta
within their own program. In this regard a staff member stated:

gtudents do get to see more casestambme aware @ broader range of their
particular involvement throughW KH Wddbréhwhgnt than if they were
treating patients by themselViistaff membef2014).

In addition, six like responses (16.7%) reflected perceptions that the
interprofessional clinical learning experience of students was enhanced through students
being cognisant of, and engaged in the TBTP referral process for patiemfelldwing
quotation highlights this perception:

learning to work together, integration of year lepebgrams and being
familiar with referrals is all part of the learning process to ensure
comprehensiv@atient caref[staff membe2012).

However, clhical teaching staff also identified a need for monitoring patient
referrals between students (9 like responses, 25%) as an area where the TBTP process
may be improved. It was perceived/observed that some students retained patients to
favour their assessmg and some referred patients to their student peers instead of an
appropriate student team member in another oral health program/year level. It was

suggested that referral procedures be documented clearly to avoid haphazard referral
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patterns as recordéa the quote:
gomehow there has to be a procedural referral of patients through the team, not
an uncoordinated backwards and forwards referral between stufjésiest
member2014).

TBTP tutors remarked that the time involved assessing the TBTP process was
becoming an administration burden as it affected their time available with students and
consequently their interprofessional clinical learning experience (7 like responses,
19.4%).The following quotation reflects this issue:

from the tutor aspecthe real time taken to meet with and assesgainaals
andlogsLPSDFWV RQ WKH WLPH , @ffrienBe208W XGHQW FR

Five like responses (13.8%) identified the need for better leadership amongst
student teams. Staff perceived/experienced occasions when conflict and disrespect
between student team members resulted from a lack of strong leadership as indicated by
the quote

gtudents need to learn how to lead, collaborate, resolve conflict, communicate and
be respectful to all member&.good start would beome leadership training with year
four students before the TBTP process commences eacfistairmembei2012).

5.4.3 Other Attitudes, Perceptions and Experiences towards the

Interprofessional TBTP Process

Tables 25 and 26 illustratefeequency analys RI UHVSRQVH GHHPHG pIDY|
concerningu EHV W Slidi€aFofal Heslthéducationffrom the student survefitems
28-44) and the clinical teaching staff survey (items329 respectively (Appendix G). An
analysis of these items provided additional information concerning attitudes, perceptions
and experiences concerning the TBTP process. However, to avoid detramtmthifs
section of the thesis, analyses related to change in favourable response ouvbetrme,

statistical significance and changes attributestident program of enrolment/year level
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and profession of staff appear in  Appendix L. Chapter 6 discusses
attitudes/perceptions/experiences emanating from these analyses that are relevant in
helping to answer the research question.

The analysis of all 17 items in Table 25 was conducted prior to excluding items
consequent to the psychometric analysis eungkirg valueswere replaced with mean
item values to include as much data as possiliie. favourable response was either
strongly agree or agrder all items.

Table 25 ranks in descending order the percentafgofirable responder items
measuing L EHV W SibicaFovdllhEaithgducationf ITURP WKDW PHDVXUHG DW

2012 to 2014. The descending order is based upon response recorded at baseline.
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Table 25:

Student Surveys during 2012, 13 and 2014

Percentage of Faourable Attitudes, Perceptions and Experiencefor
[temsM H D V X BésQRragticeClinical Oral Health (G X F D Withe Q |

Favourable Response
%
2012 2013 2014
ltems (N=158) [ (N=189) [ (N=197)

38 The TBTP clinical teaching staff gave our team helpful 77.90 79.90 73.10
feedback on how we were progressing

32 | was given autonomy to managatients/cases approprial 76.50 77.20 81.80
to my level of competence

34 The TBTP clinical teaching staff organised sufficient tim{ 73.40 78.20 71.60
with our team leaders to provide advice

28 The TBTP process provides a good learréngironment tof 69.00 71.40 75.60
collaboratively treatment plan for patients/cases

37 The TBTP clinical teaching staff made a real effort to 67.80 73.60 67.60
understand difficulties our team might be having with th
treatment planning process

36 TheTBTP clinical teaching staff demonstrated the requi| 67.70 73.00 70.10
clinical skills to help our team learn about treatment
planning

33 7KH SDWLHQWVY QHHGYV UHDOO\ [ 67.10 77.80 76.60

44  Overall, | was satisfied with thguality of clinical 67.00 65.00 70.10
education provided through the interprofessional TBTP
process

40 The interprofessional TBTP process helped me develog 66.50 66.20 69.00
ability to work in an interprofessional team

39 There is a clear linketween the learning outcomes forth 63.30 58.70 68.50
TBTP Module and the goals of the clinical course | am
currently enrolled

29 The allocation of patients/cases to members of my tean| 62.00 61.90 68.00
was well organised

42  Theinterprofessional TBTP process helped me to devell 61.40 63.40 74.60
my ability to comprehensively treatment plan for my
patients/cases

30 There was sufficient variety in the patient/case problemy 59.50 59.80 65.90
available to me

35 The TBTPclinical teaching staff made it clear right from| 58.20 70.40 66.60
the start what they expected from students

43 The interprofessional TBTP approach enhanced patient 58.20 58.30 67.50
satisfaction with the level of care provided

31 The number opatients/cases | was exposed to this 53.80 54.50 57.80
academic year was sufficient

41  The interprofessional TBTP process improved my skills| 48.70 56.10 67.00
written communication (g. referrals)

PHDVXULQJ PEHVW SUDFWLFH FiQ thedifdOedingstaffK HD O W K

survey {tems19-32) from 2012 until 2014. Ranking is listed in descending order based

Table 26 ranks the proportioof favourable attitudéperceptions/experiences

upon response recorded at basein 2012.
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The favourableresponse tall items wasdesignated asither strongly agree or
agree and he frequencyanalysis included missing valuteat were replaced with mean
item values.

Table 26: Percentage ofFavourable Attitud es, Perceptions and Experiencdsr
ItemsM H D V X BéstQRragticeClinical Oral Health (GXFDWLRQY LQ WK|
Clinical Teaching Staff Surveys during 20122013 and2014

Favourable Response

%
2012 2013 | 2014
Iltems (N=19) | (N=20) | (N=20)

28 The interprofessional TBTP process helped student team 84.30 90.00 | 85.00
members develop their ability to work in an interprofessional
team

19 The TBTP process provides a good learning environment fol 79.00 | 100.00| 90.00
students to collaborativelyeatment plan for patients/cases

23 Students were given autonomy to manage patients/cases 68.40 60.00 | 75.00
appropriate to their level of competence

26 Assessment of the TBTP process relates to documented TB| 68.40 75.00 | 90.00
Module Learningoutcomes

30 The interprofessional TBTP process helped student team 68.40 90.00 | 85.00
members to comprehensively treatment plan for their
patients/cases

32 Overall, | was satisfied with the quality of clinical education 68.40 65.00 | 80.00
providedthrough the interprofessional TBTP process

20 The allocation of patients/cases to student team membersw 63.20 | 45.00 | 60.00
well organised
21 There was a sufficient variety of patient/case problems avail] 63.20 50.00 | 70.00
for students
27 The assessment items documented in the TBTP module arel 63.20 80.00 | 75.00

25 There is a clear link between the learning outcomes for the 57.90 65.00 | 80.00
TBTP Module and the goals of the clinical course student tej
members are currentgnrolled

29 The interprofessional TBTP process improved student team| 57.90 85.00 | 90.00
PHPEHUTV ZULWWHQ FRdgeXrealsFDWLR

31 The interprofessional TBTP approach enhanced patient 52.70 | 70.00 | 70.00
satisfaction with the level afare provided

24 6WXGHQWY HQVXUHG WKDW SDWLHQ| 36.90 | 30.00 | 50.00
when treatment planning

22 The number of patients/cases students were exposed to thi§ 26.30 25.00 | 60.00
academic year was sufficient

An average of favourable response over three years was calculated as an analysis of all
items by each year in Tables 25 and 26 was not necessary to help answer the research question.
The average favourable response was calculated by dividing the sunfegbalable responses
to an item over three years by the total response in 2012, 2013 and 2014.

Over these three years, Tables 25 and 26 indicate that on average Stdesfts (item
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28) and over 80% stafitem 19) favorably perceivethe TBTP processsaa good or
supportive learning environment to facilitate collaborative treatment planning. The
increase in favourable response from 2012 was significant for students (p<0.05). On
average approximately twihirds of year four and five DSc studenmtxordedavourable
perceptions about the TBTP process providing a supportive enviroroaeriared t@n
80% favourable response frasther oral health student&ppendix L).

From 2012 to 2014 more than ttluirds of studentgitem 40) and over 80% of
staff (item 28) agreethat the TBTP process helped develW X GaHiipbVMbrk in
an interprofessional teariell over twothirds of students (item 42) and 80% of staff
(itHP WKURXJKRXW WKLV VWXG\ IDYRXUDEO\ SHUFHLY
treatment planning skills were facilitated through the TBTP process Significant
improvements in favourable response (p<0.05) from both cohorts was recorded over time
(Appendix L). However, wellover 70%0of year three DSc, DTOHT and MDT students
on averag@erceived that they developeamwork and collaborative treatment planning
skills through the TBTP process compare®@8o ofyear four and five DSc students
(Appendix L). Inaddition, 78% of students (item 32) and 68% of staff (item 23) perceived
WKDW VWXGHQWVY DELOLW\ WR PDQDJH SDWLHQWYV FDVH\
TBTP process. Students perceived there was a significant improvement in their written
communia@tion skills, e.g. referral writing through the TBTP process (item 41, favourable
perceptions increased from 49% to 67% of respondents, p<0.05) which was supported by
over 75% of staff over three years (item29).

On average, over 60% of students (itema&t) staff (item 21) perceived there was
a sufficient variety of patients requiring collaborative care. The increase in the proportion
of students perceiving this over time was significant (p<0.05) (Appendix L). Over 70%
of students on average believed thatient needs were given priority (item 33) and over

60% of students (item 43) and staff (item 31) believed that the TBTP process enhanced
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patient satisfaction with the level of care provided. Over time the favourable response
from students concerning teissues significantly improved (p<0.05) (Appendix L).

Well over 65% of students perceived that supervision within the TBTP process
from 2012 to 2014 was effectiv@Vith respect to thiSTBTP clinical teaching staff
provided helpful feedback on team pragsion(item 38, 77% favourable response)
organisecampletime with team leaders to provide advi{gem 34, 74%), demonstrated
the required skills to help teams collaboratively plan treatment wéshg a real effort
to understand difficulties teamdght have with the interprofessional treatment planning
procesgitems 36 and 37, both 70%), and clarified expectations from the start (item 35,
65%).

Throughout this study, over 63% of students perceived that there were clear links
between documented TP learning outcomes and goals of the clinical course in which
they were enrolled (item 39). The increase in favourable response over time for this was
significant (p<0.05) (Appendix L). Over 6786 staff supported these perceptigitem
25) andover 70%of staff noedthat assessment tasks for the TBTP process hbare
fair (item 27) and related to documented TBTP learning outcomes (iterD2&) two
thirds of students (item 44) and staff (item 32) expressed their satisfaction with the
HUT XD OLWit§l ducaEianLpgovided through the TBTP process. In this regard the
proportion of staff being satisfied significantly increased from 68% in 2012 to 85%

(p<0.05) in 2014 (Appendix L).

5.5 Attitudes of Final Year Oral Health Students towards Adopting
Interprofessional TBTP Processes (Objective 2)
The focus group conducted with 23 final year oral health students, who
volunteered from each of the DOH programs to participate in 2013 and ilight to
explore student confidence in adopting interprofassi teammbased processes in the

workplace after graduation. The same set of seven questions was posed to each cohort
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attending a focus group (Appendix G). Responses from students in each focus group
provided meaningand in-depth contextual informationA thematic analysis of the
response to each of the questions was subsequently conducted by categorising like
UHVSRQVHV LQWR SAppewdid M@buliRds gnilVosrhiatds/ ffequency

of like response® each question posed in both 2013 and 20#4racludeshefrequency

of like responsdérom each program/year levehdividual quotationshat best represent

the identifiedthemes are also document&ar all questions a mixture of both positive

and negative themes emerged with six of the quedtiprestions 2 to7) eliciting a higher
number of positive attitudes towards embracing the TBTP process and engaging in IPP
postgraduation.

5.5.1 Confidence in Understanding Interprofessional Contributions to

Patient Care
Question X Do you feel confident in understanding when, where and how other oral
health care professions play a part in providing care for patients?

Concerning the confidence students have in understanding the contribution other
oral health professions play in prding care for patients, three main themes emerged in
both 2013 and 2014 .wo themes portrayed a lack of confidence and wdeetified as
disrespecting ofessioml roles {15 like responses from 72 recorded, 20.8%ghaving
a WQHJDWMPYH[S HU LEHXIKE fesponses, 15.3%). One theme reflected a
FRQILGHQW RXWORRN LQ SURYLGLQJ LQWHUSURIHVVLRQ!
OHDUQLQJT OLNH UHVSRQVHYV

The two themes reflecting a negativiewpoint related mainly to OHT, DT and
MDT students who believed that DSc students did not treat them with respect, had limited
knowledge about dental technology and even less about the role of DTs and prosthetists
in providing interprofessional care. This was further compounded by a

perception/experience that DSc students expected DT students to perform all the
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laboratory work related to a patient requiring dentures or crowns and did not discuss
respective responsitiies collaboratively. The following quotations best reflect these
themes:
Pentl studentsGRQTW NQRZ RXU UROH DQG WKH EHQHILWYV
limitations (OHT studeni2013.
Dental studentsare there tavork withus, rather tharus supportig them(MDT
student2014).
Pental studentsGRQTW FDUH ZKDW ZH NQRZ GRQTW FRQV
interact with us for their grades. | feel like they demean dental technician
studentgDT student2014)

The themep XVHIXO 7% 73 O H Drdigy f@hIOHTG &hd DSds@Gdents,
encompassed the interprofessional experiences gained in the clinic. This related to
DSSUHFLDWLQJ RQHYVY RZQ SURIHVVLRQDO UROH DV DQ R
whom a patient should be referred to provide preflessional oral health care. Student
quotations highlighting this theme included:

As a dentist, we are required to helpd involveour auxiliariesand we have
learnt how to do this wellhichcertainly reflects a future aspect of our car§er
(DScstudat-2013.

Has helped in knowing whaentists exactlglo; | know what to refer to them
now f[OHT studen2013.

pu:H KDYH JDL Q HwithHa[l®HtheEmHWQtR Bpecialists in house, oral
health therapistaind prosthetistas wellf{DScstuderi2014).

5.5.2 Attitudes towards Being Part of an Oral Health Team
Question 2 Upon graduation, do you think it will be necessary to work as part of an
oral health team to complete a case?

When asked opinions about the necessity to work as part of an oral health team
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when providing care to a patient after graduation, three sirhidainés emerged in both
years and a fourth was identified in 2014. One theme emerging in both 2013 and 2014
and another arisingh 2014 provided positive viewpoint$he greatest response from
students related to the therpseful tearav R U N [4Q k& respnses from 107 recorded,
38.3%) with the complementary thengnhancel SDWLHQW RXWFRPHVY OLNEF
5.6%) identified in 2014. These themes emanated from a belief that there were limitations
on the skills of any one profession and through workirtg wther oral health professions,
skills may be complemented to produce better health outcomes for patients. In addition,
interprofessional referral was viewed as an opportunity to learn from other OHPs about
collaborative aspects in a treatment plan amdte patient a chance to receive a range of
different services to optimise their oral health care. These viewpoints are best expressed
through the following quotations:
MH FDQTW GR HYHU\WKLQJ IRU RQH SDUWLFXODU SDV
own practice +so it is good to be able to work as part of a tdamachieve the
bestpatient outcome§OHT studernt2013)
u,Q D WddDéEarn \more about otheoral health professionsand
interprofessionabspects of dentistffMDT studert2014)
fPatients can get a range of servidbsough a team of professionals treating
them. | am sure patients would theppy to get the full treatmeffMDT student
2014)

The other two themes that emerged reflected more negative attitudes and these were
named [neffective tH D P(21flike responses, 19.6%) arglisrespecting professional
rolesY(9 like responses, 8.4%), which also emerged when analysing question 1 in section
5.5.1. These themes were underpinned by a perceived lack of respect between professions
as a result of untimely referrals delaying completion of treatment plans and different

opinions about the timing and extent of interprofessional contribution to ydartic

145



treatment plans. The following quotations reflect these themes:

Referrals betweendifferent oral healthprofessionsthat are delayedcan

negatively affect patient caras canbeing tolddifferent adviceby different

professiorD QVIE studert2014)

A lot of the teams are unaware of the benefits of an OHT, particularly what

therapies we can dfOHT student2013)

bl \RX GRQTW NQRZ HDFPK RRUKNN K\DAHRI @IHIANS H F W

GRQTW U &bBVYKSHH\F /R XRQRNOUE) Rracesse{MDT student2014).

5.5.3 Confidence in Communicating with Other Oral Health
Professionals
Question 3 How would you rate your overall confidence in being able to
communicate with other oral health care professinals in regards to a patient?
When asked to rate overall confidence in being able to communicate with other

OHPs regarding a case/patient, students recorded a highigelledtng of 8.4 in both
2013 and 2014where 0O represented the lowest rating and 10 represented the highest
rating )J)URP WKH WZR PDLQ WKHPHV LGHQWLILHG LQ ERWK
confiderce ffeflected a positive attitude and was categorised by most participants (29 like
responses from 50 recorded, 58%). This theme captured perceptions that many students
ZHUH FRJQLVDQW DERXW ERWK WKHLU RZQ DQG RWKHU SL
also related to being able to communicate clearly and concisely with other students in
other oral health programs as taught through the TBTP process. The following quotations
portray these perceptions:

M ZRXOGQIYW KDYH D SUREOH PIlikRrdedsiDrralWithiadyD QRW K H'

issue. | know my scope of practiceehat | can and cannot d§OHT student

2013)
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lLam very confident. As a part of the TBTP program it has been helpful to
practice professional communication with the OHTs and technidi@»Sc
student2013)
MVe now have enough knowledge about a lot of denture issues to be able to
communicate with dentists and improve patient D& student2014)
The other identified theme portrayed a lack of confidence and was labelled
pncertain communication abiliti§€12 like responses, 24%). Some DT and OHT
students perceived that their dental knowledge and awareness of the meaning of particular
dental termiology was inferior to dentists and therefore would restrict them from
initiating written communication. Despite being relaxed about communicating with other
oral health professions within the university environment, a selection of DSc students
could not se themselves translating that into the workplace as they would be integrating
with experienced practitioners. The following quotations best reflect this theme:
Lwould not be confident in suggesting particular types of treatment in referrals
asl mightnoW VRXQG S YR studehi2BIQ)D O
MVhen it comes to oral surgery and other dental specialties it is more difficult
HVSHFLDOO\ ZzZULWLQJ UHIHUUDOV EHFDXVH ZH KDY
had a lot of interactions with these special§E8HT student2013)
b NQRZ , GRQIW NQRZ HYHU\WKLQJ $@QIihePRYLQJ WR

VRPH FRDFKLQJ DV ,(D&Eder@0IWHUULI\LQJ
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5.5.4 Confidence in Providing a Collaborative Treatment Plan
Question 4 How would you rate your overall confidence in being able to
collaboratively provide a treatment plan for patients/cases with otheoral health
care professionals?

Students provided a high collective rating with respect to their confidence in
providing a treatment plan collaboraly with other OHPs for their patients/cases. The
rating in 2013 was 8.1 (on a scale from 0 to 10 as described in section 5.5.3) and 8.2 in
2014.

One theme that emerged was most positive, reflecting confidence in both 2013 and
2014 and was namefqollaborative treatment planning confidenfi@9 like responses
from 46 responses, 63%). Being exposed to many complex cases on outplacement, and
treatment planning with other oral health professions in a workplace environment, gave
DSc students confidence. Stutkein other oral health programs believed they were
knowledgeable both about their own profession and their limitations through the TBTP
process. These students gained valuable experience collaborating with dental students and
communicating with patientssgpart of the treatment planning process. Having been
exposed to a number of different types of patients/cases in the university setting, a number
of students felt equipped to engage in collaborative treatment planningrpdsttion.
Quotations represang this theme included:

lican contribute according to my expertise with a treatment.planough the
TBTP processknow what | can dand how I fit inas part of the treatment pldh
(OHT student2013)

Most of the treatment planning is by ttentist/other clinicians, but from our
side we know what we need to know and will do what we need(@Tstudent

2013)
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lhave no problems being part of a treatment planning group. | am comfortable
with dentists and know how to speak with tHEVDT student2014)
M, KDYH EHHQ YHU\ IRUWXQDWH RQ SODFHPHQW LQ (
complicated patients (disabled, oncological patients efttave seen a lot more
patients on placement compared towamsityand | got a lot of experience in
treatment planning with other professala which has been extremely
beneficialf{DSc studerf014)
7KH WKHPH ODEHOOHG pGRXEW If€@ergédJthiroughmDHQW S OD C
OHT and MDT student response (10 like responses, 21.7%). As these studesttheere
not exposed to particular dental disciplines (e.g. oral surgery or endodontics), or not
exposed as comprehensively as DSc students, a perception of being unable to
meaningfully contribute to the treatment planning of such patients could result. The
following quotations best define this theme:
If there werecomplications (i.eneedingoral surgery, implants etc.), it would
be hard for us to understarttbw that affectsthe treatment plan andow we
could be involvedl[OHT student2013)
here is alack of experience regarding all types of treatments atarsity.
WHJUH QRW VXUH RI ZKDW LV WK(@TEiddém20MY) HDWPHQW
5.5.5 Improved Ability to Understand Clinical Problems Through the
Teams fProcess
Question 5 Do you think that your ability to understand clinical problems has
improved by working with students in other oral health care programs through the
WHDPVY SURFHVV"
Two themesarose when students were asked if their ability to understand clinical
problems had improved throgollaborating with students in other oral health programs

DV SDUW RI WKH 7%73 SURFHVV 7KH WKHPH DULVLQJ LQ E
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OHDUQLQJ H[SHULHQFHT OLNH UHVSRQVHV IURP UHS
where clinical problem were better understood through interprofessional teamwork.
Students acknowledged that theoretical knowledge about dental disciplines could be
learned through lectures, however a full understanding of the different skills required to
address complex pradiins lay in collaborating with other OHPs by managing cases
through teamwork. Gaining an appreciation of roles and where, when and how different
OHPs could collaborate to enhance oral health in specific situations was perceived as a
positive outcome from thTBTP process. The following quotations illustrate this theme:
pbW LV LPSRUWDQW WR XQGHUVWDQG WKH FRPSOHWF
coursesbut we do learn it in the teabased proces§DSc studen013)
here are really goodutcomes when there is great collaborati@makes it
easy when deal studentcome down and discuss a case with you rather than
dictate what is required[DT studert2013)
MVhen we interact with the detstudentswe get a better understanding of
what procedures to refer and what we require from tf@éDT student2014).
$ WKHPH ODEHOOHG p7%73 KLQGUDQFH WR OHDUQLQJT
within the TBTP process that needed to be addressed accordanmitwority of DSc
students (6 like responses, 25%). One issue was where students perceived that their pre
qualification years should be dedicated to learning about the dental skills they required to
practice instead of IPE. These students disclosed fittesr €ould not comprehend the
advantages from collaborating with other OHPs, such as gaining different perspectives
and understanding about clinical problems, or considered IPE a low priority as shown
through the following quotation:
U ,edint about denstry from other dental students, but not so mudmf
students in dter oral healthpro J U D D& studen013)

Another related issue was where students sensed being inconvenienced when
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required to document cases discussed within their monthly teamngeeetid viewed
this as an administrative burden negatively impacting upon their learning time. It was
perceived that by documenting collaborative processes when discussing cases, little value
in helping to understand complex cases would result. This resyebest be defined
through the following quote:

Case studies ardetter understood when discussed amongst students in

different programshowever writing up the cases as part of our assessment in a

MRXUQDO LV D(Sb stwdheld) WL P H

5.5.6 Benefits WR :RUNSODFHV E\ $GRSWLQJ ,QWHUSURIHV
Processes
Question 6: %\ DGRSWLQJ DQ LQWHUSURIHVVLRQDO WHDPVY SU
when you graduate do you think it will have any benefit to the practice/laboratory
where you might beemployed?
Two themes emerged when students were asked about perceived benefits to their

place of employment through adopting an interprofessional process when managing
SDWLHQWY FDVHV 2QH RI WKHVH WKHPHV ZDV DSWO\ QD
respnses from 20 recorded in both years, 50%). Possessing advanced interpersonal
communication skills and knowing how to interact with diverse OHPs when managing
patients/cases, were perceived to improve employment prospects and enhance
practice/laboratory wability. The following quotations demonstrate this theme:

M7KH WHDPV SURFHVV QW nyp@\e @orbnwinicatipbwitiH U V L W\

colleagues, other health care workers, with patients letisink the practice |

work in will run more smoothly if knowhow to work with other oral health

professionalsyhat and who to refer to and where to seek or provide advice

not only in the lab, but everywhere gener&{pSc studen013).

M7KH 7%73 SURIpad m¥rekate Yatient needs tmy lab-work and
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havinginteraction with derdl studentsn the clinic. This will be good for job
prospect[MDT student2014).

The second theme calleginrealistic team processy OLNH UHVSRQVHV
referred to it being unlikely that different OHPs would mesgjularly to discuss and
treatment plan various cases in the same manner as utilised for the TBTP process at
university. It was perceived that the time involved to organise meetings and discuss cases
would place an added strain on managing a practice.fdllesving quote by a DSc
student highlights this theme:

HLITHUHQW SURIHVVLRQV GRQTW QRUPDOONK JHW WRJ
would be a very quick interaction if anythingWw 1V Q R W(LSd Ex@lény W L F
2013).

5.5.7 Preparedness for the Workforce t hrough the TBTP Process
Question 7 Would you say that by being part of the interprofessional teambased
treatment planning process as a student at Griffith has helped you prepare for
work?

The final question asked students if they felt the TRfétess had helped them
prepare for the workplace and to nominate any improvements in the process which could
provide more confidence as a new graduate. In both 2013 and 2014, like comments from
WKH PDMRULW\ RI SDUWLFLSDQWYR @IHG HRF MK H VOK NPHUIHR
from 72 recorded, 37.5%), which linked to a number of themes previously discussed that
expressed confidence. In this regard students from all health professions noted that their
communication and problesolving skills were equired through regular team meetings
and collaborations both in the clinic and dental laboratory. The following quotations best

reflect the confidence and experience students gained through the TBTP process:
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Because we now have some experience talkisguttents irother oral health

programs we can do it when we start workingeam players areomething that

employers are looking fd{DSc studen2013)

U, WIl Bhbubrepetition with team interactionBractice makes perfect. | have

improved my abilities in how to manage situations and how to solve problems

with adentist. No need to panic, because you have supportfi@id studentt

2013)

ILommunication and treatment planningviedbeen big thing learnt from the

TBTP procesdt makes us feel more importaespeciallywhen involved irthe

clinic by giving opinions on treatment and patieritam sure that collaboration

ZLOO HQG LQ EHWWHU SURVWXHKWER2ZBAWFRPHY IRU S

MVhenthe dentistry students ask for your opinion it makes you feel imp@rtant

(DT student2014)

7ZR WKHPHV QDPHG pLQDN &SIUR REpbrize¥,HA.2%H lddd) UD OV
ineffective schedule¥(4 like responses, 5.6%) suggested areas that needed improving
within the TBTP process to help students prepare for the workforce. The first of these
WKHPHY HQFDSVXODWHG SDUWLFLSDQWVY IUXVWUDWLRAQ
perform procedures themselves instead of appropriately referring to oral healtitsstude
in other programs/year levels. It was perceived that appropriate referrals would ensure
that students gained the appropriate experience/learning in knowing why, how and where
to collaborate with other OHPs. Students also believed that treatment plalts e
completedpromptly through appropriate referrals and this would help retain satisfied
patients. It was suggested that the referral process be better regulated by supervisors at
university. The following quotation reflects this theme:
K He&l aneven spread of patient8\e feel confident performing the most

common dental procedures, however we have not seen cases related to
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procedures not seen a lot. | have noticed that some studentbdidep on to
interesting caseistead of appropriately reHUULQJ SDUWYV RI WKHLU °
(DSc studen013).

The latter theme reflected timetabling clashes and instances when students failed to
present in the clinic to collaboratively discuss a treatment plan. A reduction in the amount
of collaborative experige at university was perceived to affect readiness to engage in
the workplace. It was perceived that collaborations in the clinic could be improved
through having a readily available welanned student roster for clinic attendance to
facilitate IPL. Thefollowing quotation best represents this concern:

bknowitLV KDUG E H RDbsyHutZaHigdighated time to obseases
with dental studentis the clinic would be goo®ur clinic times sometime clash
with dental studentimetables.The dental students coutshme into our clinic
and we ould go to theirsand then we couldssist each other with our different

levels of expertis§MDT student2014)

5.6 Association between Interprofessional Best Practice TBTP Processes

and Clinical Oral Health Learning and Experiences (Objective 3)

5.6.1 Oral Health Students

Table27 identifies relationshipbetweerfactors identified through a psychometric
evaluation of the student surveYhe first factor comprising 12 items was rein
H,QWHUSURIHVVLRQDO 6KDUHG /HDUQLQJY DQG WKH VHF
H$VVHVESoHQNE] 2015)These factors relate to the TBTP process and may be
deemed independent factors. Thependent I DFWRU QDPHG pBa®dQLFDO 7|
Educal RQDO 2XWFRPHVY P HGWWEHG 2E5atds to\wikicaloral
health learningand experiencesand is indicativeof best practice clinical oral health
education.

Table 27 alsaeports on the predictive effeof student interprofessial team
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processes upobest practice clinical oral health education2012, 2013 and 2014

resultant from a series of hierarchicalltiple regression analgs The aim of these

analyses is not to ascertain causation but establish relationships andeagaiction

(Gelman & Hill 2007) In step one, #proportion of variance imest practice clinical oral

health educatiofreflected through items loading on f@linical TeamBased Educational
2XWFRPHVY WKDW FRXOG EH DFFRX@QWHES BER IIHVN B R QDROD
/HDUQLQJY DQG (refeétinglimesfprdie@siifal student team proceysesas

assessedn step two, lhe regression model also includlddW XGHQWVY JHQGHU Sl
enrolled,ageandethnicityto account for any effect theseegdictors may have upon the

final regression solution.

Appendix N outlines the statistical process undertaken to ensure that all model
assumptions (including normality assessment) for all factors were satisfied before
conducting a multiple regression aysf. This appendix also explains the need to
dichotomise all categorical confounding factors before proceeding with a hierarchical
multiple regression analys@énd explains the meaning of each output measure resulting
from a hierarchicaimultiple regressin analysisdy referring to an analysis of the 2012
data. The outpuneasures Rpercentage of variation in the dependent factor explained
by the independent factors/variables)(the amount of variance the dependent factor
attributed to each predictor after controlling for g#féects of the remaining predictors)
and p values are reported they aremost relevanin determining predictive effect,

calculating effect size and yielding predictive utility.
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Table 27 Association and Predictive Effect between the 12 Item
L, QWHUSURIHVVLRQDO 6KIVHIRGL SN D HFRAOBHND VY G
and 4 Dichotomised Confounding VDULDEOHYVY ZLWK p%HVW 3
Clinical Oral +HD OWK (G Xde@dmg B Q4ta Collected in the
2012, 2013 and 2014 Student Surveys

2012 2013 2014
(N=134)~ | (N=138)" | (N=160) "

P P P
Models R? value | R? value | R? value
Step Interprofessional shared| 0.391 0.000| 0.375 0.000| 0.515 0.000
* * *

1 learning and Assessmer
combined model

Step Interprofessional shared| 0.404 0.000| 0.397 0.000| 0.530 0.000

2 learning and Assessmer| # # #
and gender and progran
enrolled and age and
ethnicity combined

model

Predictor P P P

Factors/Variables sr? value | sr? value | sr? value
Step L, OQOWHUSURIHV 0.232 0.000( 0.225 0.000| 0.182 0.000
1 OHDUQLQJTY

(12 item factor)
HSVVHVVPHQW{0.051 0.002| 0.037 0.002| 0.070 0.000
(5 item factor)
Step M, QWHUSURIHV 0.236 0.000| 0.218 0.000| 0.169 0.000
2 OHDUQLQJT
(12 item factor)
HMSVVHVVPHQW]{0.048 0.003| 0.038 0.002| 0.073 0.000
(5 item factor)

Gender 0.001 0.676| 0.020 0.022| 0.000 0.636
Program enrolled 0.000 0.899| 0.000 0.861| 0.000 0.757
Age 0.010 0.158| 0.000 0.684| 0.001 0.543
Ethnicity 0.003 0.433| 0.000 0.960| 0.013 0.039

" The reduced number of cases analysed relates to the cases reaftenimy mality was achieved
for each extracted facttwy excludingoutlier cases (Appendiil)

2012*Step 1 model F (2,119) =38.21, p<0.0(8=0.64, #Step 2 model F (6,115) =13.01,
p<0.000. f>=0.68
2013 *Step 1 model F (2,136) =45.68, p<0.06%:0.67, # Step 2 model F (6,132) =16.29,
p<0.000.=0.74
2014 *Step 1 model F (2,158) =83.83;000. f>=1.06, # Step 2 model F (6,154) =28.91,
p<0.000.=1.13

All items loading on talnterprofessionabhared LHD U QQL@QQ fu$SV V ithe PHQ W
step 1 modehccounted for a highly significant proportion of variancdast practice
clinical oral health educatian all three years. The greatest predictive effect occurred in
2014 (51.5% proportion of variance, p<0.000), followed by 2012 (39.1%, p<0.000) and

then in 2013 (37.5%, p<0.000) all with a high sized efféatthe step 2 modestudent
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genderenrolledprogram, age and ethnicity of studewsre combined witkeach of the
independent facterand this accounted for a small increase in the propatieaiance

in best practice clinical oral health educateech year. As a result, the step 2 model
accounted for a significant 53.0% of variance (p<0.000) in 2014, 40.4% (p<0.000) in
2012 and 39.7% (p<0.000) in 2013 all with a largenbined effectThis indcates that

both step 1 and 2 regression models possess predictive utility (Table 27).

Both models indicate that each independent factor was a significant predictor of
best practice clinical oral health educatioitems loading on to thefactor
[nterprofessionaShared LH D U QUDFIMRXQWHG IRU WKH JUHDWHVW VLJ
variance compared to other predictors in both models. In the step 2 model the proportion
of variance explained by this factor was 23.6% (p<0.000) in 2012, 21.8% Q0Xx0r0
2013 and 16.9% (p<0.000) in 2014 aftamtrolling for the effects of the remaining
predictors.The proportion of variance ibest practice clinical oral health education
DWWULEXWHG WR LWHPV ORDGLQJ RQ WR u$KNyhgVVPHQWT
significant in each of the three years. This factor significantly accounted for 7.3% of the
variation (p<0.000) in 2014, 4.8% (p<0.05) in 2012 and 3.8% (p<0.05) in 2103 after
controlling for the effects of the remaining predictorghe step 2 mael. Except for a
small significant proportion of variance accounted by gender in 2013 (2.0%, p<0.05) and
ethnicity in 2014 (1.3%, p<0.05), all confounding variables were shown to be non
significant predictors (Table 27).

Table 28 comparesboth crude (undjusted) and partia{adjusted)correlations
betweenthe factors identified from the student survey. The strength, direction and
significance of correlations between each ofititeependent factorand the dependent
factorduring 2012, 2013 and 2014 appeathis table

Any difference notedbetween the spearman rho correlation coefficients quoted in

the psychometric evaluatio(Storrs et al. 2015nd those in Table 28 arise because the
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latter analysis did not includeean item values to substitute for missing vainesrder
to avoidattenuating correlation®airwise deletion waalsoemployed to remove specific

missing values from the analyses, instead of entire cases, so that all available data were
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included.

Table 28: Correlations between the Independent FDFWRUV p, QWHUSURIHV
6KDUHG /HDUQLQJY DQG p$\D\e!p¢er?F|a@tWﬂ DQG W
H&OLQLFPWDVYHGP (G XFDW LR Qd2Qifiez) Xiohi Rhieé H V 1
Student Surveys during 2012, 2013 and 2014

Year 2012 2013 2014
Dependent Dependent Dependent
Factor Factor Factor
Clinical Clinical Clinical
Team Team Team
Based Based Based
Educational Educational Educational
Outcomes Outcomes Outcomes
Factor Factor Factor
Independent (6 items) (6 items) (6 items)
Factors (ry N (ry N (ry N
Crude
correlation
(unadwsted)_ 0.64% 128 0.678& 152 0.719 172
Interprofessional
Shared_earning
(12 items)
Partial
correlations
(adjusted)
Gender 0.666 125 0.699* 149 0.767* 169
Program 0.618*  125| 0.686* 149| 0.769* 169
enrolled
Age 0.660¢ 125 0.689* 149 0.765* 169
Ethnicity 0.662 125 0.691* 149 0.768* 169
Crude
correlation
(unadjusted) 0.39% 132| 0.512 151 | 0.56% 175
Assessment
(5 items)
Partial
correlations
(adjusted)
Gender 0.37F 129 0.563* 148 0.552* 172
Program 0.404  129| 0.554* 148| 0.554* 172
enrolled
Age 0.402 129 0.554* 148 0.555* 172
Ethnicity 0.37F 129 0.557* 148 0.566* 172
p<0.001

There was a strong significant positive correlation betw@éHRerprofessional




Shared Learnin§ activity and (Clinical TeamBased Educational Outcom§s WK D W
increased from 201@s = 0.642,p<0.00Q N=128 to 2013(rs = 0.678, p<0.00Q N=152
and again in 201&s= 0.719 p<0.000, N=172)A wealer significant correlation exist
between Assessmerffand (Clinical TeamBased Educational Outcom$ss = 0.391,
p<0.00Q N=132 which increased to having a moderate significant correlation in 2013
(rs= 0512, p<0.00Q N=151) and 2014rs= 0563 p<0.00Q N=175.

After adjusting for potential confounders listed iable28, the same magnitude of
strength, direction ansignificanceof association was maintained throughout each of the
three yearsThe association betweeW Hriterprofessional Shared Learnifgtivity and
Clinical TeamBased Educational Outcom$gas strengthened slightifter controlling
for confounding,exceptwhen controlled forySURJUDP HQUR @miritBefi ZKHUH
PDUJLQDOO\ LQ :LWK UHYV S HF Wsségsmamiahtl e R FL D W L R (
TeamBased Educational Outcomgs D VOLJKW VWUHQJWKHQLQJ DQG C
strength of association conseqtio being controlled for different confounders occurred
in 2012. In 2013 there was a slight strengthening, whereas in 2014 a slight diminishing
in association resulted after controlling for confounding.

The attitudes/perceptions/experiences with thédsg loading on to each of the
independent factors provide an indication about whishects of thénterprofessional
TBTP process may be more strongly associated with favour@blieal oral health
learning experiences. The top four student perceptigps/eences loading on to the
| D F Mhieiprofessional Shared LearnifigL,Q GHVFHQGLQJ RUGHU UHODWH
shared learning through the TBTP process being experienced in several ways. These
include students being able to communicate better patients (item 1P thinking
positively about other oral health care professionals (itenctd)municang better with
colleagues (item 13nd animprovedability to understand clinical problenfgem 10).

Other aspects loading strongly on to this faotolude the TBTP process being perceived
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as a good learning environment (item 28) where students develop abilities to
comprehensively treatment plan (item 42); work in an interprofessional team (item 40);
collaboratively treatment plan with students imest health programs (item 16) and
improve written communication skills (item 41). The final three attributes loading
strongly relate to perceiving that shared learning improves relationships after graduation
(tem 11), that learning with other OHPs is thest way to learn about their
roles/responsibilities (item @ndwitnessing enhancqehtient satisfaction with the level
of care provideditem 43)(Storrs et al. 2015)

Similarly, experiences that students had interacting with TBTP tutors, \eaided
RQ WR WKH IDFWRU p$V\spe¢ty &f th@BVH prde€3y/dRsdciate€dvitb WH D
favourableclinical oral health learning experiences. These include TBTP teaching staff
demonstrating the required clinical skills to help teams learn abaiinieat planning
(item 36) tutorsmaking a real effort to understand difficulties a team might be having
with the treatment planning proce@gem 37) organising sufficient time to provide
advice to team leaders (item 3giving teams helpful feedback timeirprogresson (item
38) and clarifying expectations about team performance from the start (ite(8t88)s
et al. 2015)

5.6.2 Clinical Teaching Staff

Relevant analyses from the clinical teaching staff survey were performed to report
associations betweehe interprofessional TBTP process and student clinical oral health
learning experiences. As a psychometric evaluation was not performed on this survey
correlations between factors was not possible. However, correlations between each item
measuring the intprofessional TBTP process (items 6 to 18) and the item measuring
MVDWLVIDFWLRQ ZLWK TXDOLW\ Rvok&lefinicaDearnihg X FD W LR C
experiencegprovided through thénterprofessionallBTP procesgitem 32), appear in

Table 29 The correlations that are statistically significant appear in bold font.
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T9T

Table 29: Spearman rho correlation coefficientyrs) between9 DULDEOHYV OHDQXWHUBUWRKHHVNLRQDO 7 %&@End®dtRFHVYV
Variable M H D V X Udtigfaktip® with the Quality of Clinical Learning ExperiencesProvided through the Interprofessional TBTP
3 U R F Hi&hYifed in the Clinical Teaching Staff Surveys during 2012, 2013 and 2014
2012 2013 2014
Satisfaction Satisfaction Satisfaction
(Item 32) (Item 32) (Item 32)
ltems PHDVXULQJ WKH p,QWHUSURIHVVLR (rs p N (rs) p N (rs) p N
6  Itis important for stpdents to learn about the roles/responsibilities of other or 013 063 17 0.24 035 18 U* U 19*
health care professionals
7  The best way for students to learn about the roles/responsibilities of other org
health care professionals is by learning with them 0.08 0.77 1 0.29 0.24 18 0.30 0.21 19
8  Students belleve_ that the function of Dental Technicians is mainly to provide -0.08 0.77 16 034 016 18 053 0.0 19
support for Dentists
9  Students believe that the function of Oral Health Therapists/Hygienists/Dentz -0.08 0.78 15 038 0.12 18 053 0.0% 19
Therapists is mainly to provide support for Dentists
10 Students in a particular oral health care profession are willing to share
information/resources with students in other oral health care professions 0.42 0.10 1 -0.05 0.83 18 0.38 0.12 18
11 Shared learning through the TBTP process with oral health care students in
SURIHVVLRQV LQFUHDVHYV WKRVH VWXGaQ WV | -0.01 0.99 17 0.50 0.0# 18 0.4¢ 0.0# 18
12 Shared_learnlr_wg_through the_ TBTP process with o_ral health care students in 028 028 17 -0.08 0.76 18 0.29 0.24 19
professions will improvealationships after graduation
13 Shared_learnlng through the TBTP process wlth oral health_ care _students in 0.21 0.44 16 0.41 0.09 18 056 0.0% 18
professions helps those students to communicate better with patients
14 Shared learning through the TBTP process with oral health care students in i "
professions helps those students tmownicate better with their colleagues 0.03 0.92 16 0.26 031 18 0.60 0.0 18
15 Shared learning through the TBTP process with oral health care students in
professions helps those students to think positively about other ortdl bawad 0.28 0.28 17 0.30 0.22 18 0.5% 0.0Z 19
professionals
16 Cllr_ucaI/Laboratory problem soIV|_ng skills can only be learned with students f 014 058 17 044 0.07 18 023 0.35 19
their ownoral health care profession
17  Within the_ TBTP_process, I hgve seen students in one health_ care profession 0.26 0.32 17 0.13 0.60 18 054 0.0% 19
collaboratively with students in other oral health care professions
18 g)(;/uecrgltli,olnam satisfied with the TBTP process to facilitate Interprofessional 0.48' 0.05" 17 0.78 0.00¢ 18 0.88' 0.000 19

Unavailable # Statistically significant correlations




A significant positive association between being satisfied with the TBTP process
(tem 18) and favourablelinical learning experiencegrovided through thenter-
professionallBTP procesincreased in strength from being moderate in 2042 048,
p=0.05, N=17to being strong in 2013s= 0.78, p<0.000 N=18) and very strong in 2014
(rs= 088, p<0.000 N=19. Where staff observed that shared learning through the TBTP
SURFHVV LQFUHDVHG VWXGHQWVY DELOLW)\ ddRatx QGHUV W |
significant positive association with favourable clinical learning experiences was
received in both 201@s= 050, p<0.(®, N=18 and 2014rs= 049, p<0.(®, N=138.

Apart from items 11 and 18, another six attitudes/perceptions/experiences
measuing the interprofessional TBTPprocesshad a moderate to strong positive
significant association witfavourable clinical learning experiences2014, but notn
either 2012 or 2013. These included studexdsimunicating better with colleagues
through shared learning within the TBTP procgtsm 14 (rs = 060, p<0.(®B, N=18;
studentscommunicang better withpatientsthrough shared learning within the TBTP
procesgitem 13 (rs= 056, p<0.(®, N=18; studentsthinking positively about other oral
health care professionatsrough shared learning within the TBTP procgtesn 15) (rs
= 052, p<0.(6, N=19 and students working collaboratively within the TBTP process
(item 17) (rs = 054, p<0.(®, N=19 (Table 29).

A moderate negative significant association with favourable clinical learning
experienceprovided through thenter-professionallBTP proces®ccured where staff
perceived/observed that students believed the function ofifghs 8)(rs=-0.53, p<0.(,

N=19) and OHT#Hygienists/Dental Therapistgasjustto suppordentsts(item 9)(rs=
-0.53, p<0.(%, N=19.

Appendix O containsresults from apartial correlation analys of each ofthe

unadjustedanalyses reported ifiable 29. After controlling for the effects ofepder

academic level, profession, years since graduation and receipt of formal teacher, training
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all correlations reported inable 29 maintained approximately the same magnitude of
strength and statistical significanage 2012 However, in2013 associations between
favourable clinical learning experiences and the independent attitudes/perceptions about
students learning with students in other oral health programs being the best way to learn
about the roles/responsibilities of other health professions (item 7) and witnessing that
shared learning through the TBTP process helped students to communicatevitiette
patients (item 13), altered from being rignificant(item 7,rs = 0.29 p=0.24, N=18;

item 13,rs =041, p=0.09, N=18 to being stronger and significant after adjusting for
nominated confounders (e.g. with the stratum academic level for item @61, p<0.(,

N=15 and for item 13,s = 059, p<0.(®, N=15.

In 2014 the correlations involving both item 13 and staff gignag that students
believed that the main function of DTs was to provide support for dentists (item 8) became
weaker and nosignificant after confounding was controlled. In the same year, the
correlation between staff witnessing that students were ngillito share
information/resources with students in other oral health programs (item 10) and
favourable clinical learning experiences became strong and significant after controlling
for all confounding s = 0.38, p=0.12, N=18 becamg; =0.69, p<0.(b, N=15with the

stratum academic level

5.7 Patient Perceptions and Experiences (Objective 4)
5.7.1 Frequency Analysis of P erceptions and Experiences
Concerning Oral Health Care Received from Students Involved
with the TBTP Process
Table30illustrates thgroportionof favourablepatient perceptions/experiences as
measures o$atisfactionwith the oral healtltarereceived when managed by a team of
oral health students in 2013 and 2014 (AppendiXT@gfavourableresponsdor 13 of

the 15itemsin both suveyswasrepresented by eitharstrongly agree or agremption,
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whereas a strongly disagree or disagree option for items 18 and 19 reflected a favourable
response. The frequenayalyss included missing valugbat were replaced with mean
item values.

As discussed in Chapter 4 (section 4.6.2), four constructs representing patient
satisfaction were measured in the patient perception surveyalite B0, the four
constructs include treatment received (itemg,@, 13, 14, 15 and 16); communication
(tems9 and 11); facility (items 12, 17, 18 and 19) and appearance (item 10). The table
ranks in descending order the percentagéawburable respons®r items measuing
patient satisfaction in 2013 and 2014. The descending order is based upon response

recordel in 2013.
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Table 30: Percentage of Faourable Perception/Experience Rsponses foftems
M H D V X &hat3faction towards receiving Oral Health Caref LQ WKH
Patient Perception Survey during2013 and 2014

Favourable
Response
%
2013 2014
ltems (N=124) [ (N=144)
10 All of the students | saw were well presented 100.00 99.30
9  All of the students | sawreated me with respect 99.20 100.00
11 All of the students | saw were polite 99.20 100.00

13 All of the students | saw explained what was being done during tf  95.20 98.60
appointment

17  All of the students | saw made conveniappointments for me 95.10 94.50
20 | was satisfied with the dental care | received from students 94.40 95.10
6  The student who initially examined my teeth explained all my 92.80 96.60

treatment options clearly
15 | feel confident that thetudents | saw provided me with good qual| 92.80 96.50

dental care

7  The student who initially examined my teeth involved me in makil 90.30 97.90
decisions about my treatment

14  All of the students | saw seemed to be technically competent 88.70 93.70

16  All of the students | saw were able to provide a range of treatmerl 85.50 89.60
options to complete my dental care

12 | saw the particular student | was expecting to see at each of my| 85.40 86.80
dental visits

19 For the majority of myvisits to see students | had to wait a long til  79.00 86.80
in the waiting room

8 The student who initially examined my teeth explained that | may] 76.60 82.70
treated by a number of different students according to their level
expertise

18 My dental treatment took longer to complete than originally indic§  45.10 39.60
by all the students | saw

In both 2013 and 2014 over 90% of patients indicated they had favourable
perceptions/experiences related to students being well presented (item 10 related to
appearance); students showing respect and politeness (items 9 and 11 related to
communication );&ceiving a clear explanation about all treatment options available and
being involved with decisions about treatment at the initial appointment; receiving an
explanation about what treatment would be performed during a particular appointment
and feeling cofident in being provided with good quality care (items 6, 7, 13 and 15
related to treatment received). This large majority expressed their overall satisfaction with

the dental care received from students (item 20) and reported a measure of their
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satisfadon in being treated by a team of students related to having convenient
appointments made for them (item 17 related to facility). In 2014 over 90% of patients
also perceived that students were technically competent (item 14) as a measure of their
satisfadn. In both years, less than half the patients responding seemed satisfied when
their dental treatment took longer to complete than originally indicated by stiidemts
18).
5.7.2 Changein P erceptions and Experiences Concerning Oral Health
Care Received fro m Students Involved with the TBTP Process
over Two Years
Table 31 ranks in descending order those perceptions/experiences pertaining to oral
health care received from students involved with the TBTP process that displayed the

greatest magnitude of changefavourable response from 2013 to 2014.
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Table 31 Change in Percentage of Faourable PerceptionExperience
Responses foltemsM H D V X ($at3fdction towards receiving Oral
Health Care § L Q Pafi&niHPerception Survey during2013 and 2014

Favourable Response

%
Magnitude
of %
2013 2014 Difference
Items (N=124) | (N=144) | 20132014
19 For the majority of my visits to see students | had td
wait a long time in the waiting room 79.00 86.80 7.80
7 The student who initially examined my teeth involvg
me in making decisions about my treatment 90.30 97.90 7.60
8 The student who initially examined my teeth explain
that | may be treated by a number of different studg  76.60 82.70 6.10
according to their level of expertise
18 My dental treatment took longer to complete than
originally indicated by all the students | saw 45.10 39.60 5.50
14 All of the students | saw seemed to be technically 88.70 93.70 5.00
competent
16 All of the students | saw were able to provide a rang
of treatment options to complete my dental care 85.50 89.60 4.10
6 The student who initially examined my teeth explain
all my treatment options clearly 92.80 96.60 3.80
15 | feel confident that the students | saw provided me
with good quality dental care 92.80 96.50 3.70
13 All of the students | saw explained what was being
done during the appointment 95.20 98.60 3.40
12 | saw the particular student | was expecting to see 3
each of my dental visits 85.40 86.80 1.40
9 All of the students | saw treated me with respect 99.20 100.00 0.80
11 All of the students | saw were polite 99.20 100.00 0.80
20 | was satisfied with the dental care | received from 94.40 95.10 0.70
students
10 All of the students | saw were well presented 100.00 99.30 0.70
17 Al of_the students | saw made convenient 95.10 94.50 0.60
appointments for me

The greatest increase in favourable experience related to patients not having to wait
a long time in the waiting room for most of their visits (from 79% to 87% of patients for
item 19 related to facility). Five of the six most favourable perceptions/expes
reported in Table 30 demonstrated little change in 2014. These included being treated by
respectful and polite students (items 9 and 11 related to communication); being seen by
well-presented students (item 10 related to appearance); having coheg@peimtments
made by students (item 17 related to appearance) and over 95% of responding patients

were satisfied with the dental care received from students (item 20). Table 31 indicates
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