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Abstract
Professional and Preprofessional

Health Care Teams:

An Evaluation of an Interprofessional
Training Program in the Field of Social
Work and the Health Professions

by Regina White Falcon Cobb
Adviser: Professor Irving Weisman

The training of future health care professionals requires
a collaborative educational process which will insure adequate
teamwork and comprehensive health care management of consumers.

To test the feasibility of interprofessional-team training,
a course was developed at the University of Connecticut for students
in preprofessional programs in the Schools of Allied Health,
Nursing, Pharmacy, Social Work, and Medicine-Dentistry. Through
a cooperative effort of‘all the schools involved, 200 preprofes-
sionals who took the course evaluated it, and then were compared
witﬂ experienced professionals on their health knowledge and
positive attitudes.

Although there was some dissatisfaction with one component
of the course, the lecture, the course met its Ebjectives success-
fully in its first experimental year.

Small group process and the small group projects were the

most successful educational method and component of these coordinated
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training activities,.

The comparison showed that students had underlying positive
attitudes toward health care teams which compared favorably with the
attitudes of active professionals in spite of their greater experience
with teams. Students compared favorably with professionals in know-
ledge gained. However, each discipline involved learned a different
amount. The comparison also showed that there was an inconsistent
pattern of students' perceptions of the usefulness of their own and
other health professions.

In order to achieve higher levels of cooperative performance
among the physicians, social workers, nurses, and allied health
~professions, there must be an effort to establish consistent,
positive and informed attitudes towards other teammates and attempts
to guide attitude formation toward more consistency while building
a common health knowledge base. Future successful training of
preprofessionals at early career stages and the faculties who
teach them must depend upon a greater awareness of mutual knowledge
needed. The crucial influence of background factors among the
different disciplines, and the attitudinal differences among the
disciplines should be considered in planning courses for interpro-
fessional education. From this increased awareness will come a new -

framework for teaching basic health courses across discplines.
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PREFACE

There has been a pressing need to train future health care pro-
fessionals in a collaborative process. This need has been heightened
by the demand for an improved health~care management system staffed by
professionals trained to work together.

No single profession or institution has been charged with the
responsibility for developing effective undergraduate training for health
care teamwork. Instead, if teamwork training is received at all, it is
after professional training has been completed and is usually provided on-
the-job haphazardly by a variety of professionals who work independently.

As a step toward coordinating the training of undergraduate stu-
dents who might become members of health care teams, an Interdepartmental
Project (abbreviated to Project) was organized at the University of
Connecticut. The Project focused on developing a course for health
care students who had been admitted to professional programs in five
schools of the University. The Project included: the course, the forma-
tion of administrative committees and teaching teams, and an evaluation
of the course and of its effect on the attitudes.

It was hoped that new efforts would define further the problems
encountered. A great deal of confusion and controversy has existed over
the status of health care teams in the reorganization of health faéili—
ties and educational institutions. Conflicts have arisen between

professionals over changes in goals and values.
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The purpose of designing and planning an undergraduate, preprofes-~
slonal inter-departmental course at the University of Connecticut was to
uncover the potential for new knowledge about professional interrelation-
ships and to expand a planning base for interprofessional clinical and
educational cooperation.

As Friedson has written:

A useful way to look at (interprofessional) planning was
to consider it as an activity centrally concerned with
the linkage between knowledge and organized action. As a
professional activity and as a social process, planning
(and completion) was therefore located precisely at the
interface between knowledge and action.l

Interprofessional pianning involved faculty in social learning
and in adaptations to the many shifting environments of several health
professional schools. The ultimate goal of the project was to achieve
a telesis between the development of practice principles in training,
action, and joint education. This goal had to be accomplished without
sacrificing individuality or suppressing unique institutional differences.

The project was designed in integrated phases combining planning
and social learning. Theses phases were: 1) forming an interdisciplinary
committee, 2) developing the course, 3) working with the schools involved,
4) assessing the institutional impact on a large university, the Uni-~
versity of Connecticut, and 5) evaluating the outcome.

Several prototypes of interprofessional education have been tried;
but this project concentrated on an undergraduate orientation, health
teams, and small group projects. The traditional typé, the common-
interest type, and the case-presentation type of interprofessional

courses, all involved health students learning together. Yet none of

these has dealt consistently with: 1) status, 2) attitudinal develop-

viii



ment, or 3) the fusion of team teaching and learning in undergraduate
programs.,

The reason that it is important to consider status is that the
health care professions are very stratified. This stratification may
hinder effective team work. Most previous educationai attempts to
foster team work have not fully considered the impact of status. Status
also interacts with the differing perceptions one profession has of
anotper.

The reason it is important to consider differing attitudes is that
inconsistent perceptions can be altered early in the professionalization
process in the undergraduate years before attitudes become fixed. The
model of team teaching, also, reinforces the student's positive attitud-
inal exposure to teams. The combination of attitudinal exposure and
team teaching produces a synergistic learning effect.

An evaluation compared preprofessionals trained in the project to
experienced professionals to see what effect the iﬁtegration of the above
concepts had on the training program. This evaluation determined how
the trained preprofessional students were similar to professionals and
how the project influenced their interest in working on teams.

Specific summative evaluations were used in the final course
Project to determine: 1) satisfaciion with the faculty team, 2) success
of the small group process and project, and 3) success in meeting course
objectives.

Since little was known about the characteristics of students and
professionals who daily interact with each other, another aim was to
increase this knowledge.

The Project's criteria for success were: acceptance by the
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Universlty into the curriculum structure (assignment of course number),
establishment of a viable curriculum committee, and acceptance by three
out of five participating schools,

The faculties of all schools accepted the course as a part of their
regular curricuylum. In fact, two schools also made the course a require-
ment. The requirement of the course as a part of the regular curriculum
was seen as an important criterion of success.

The scope of this Project was truly interprofessional and intention-
ally large. The political process of establishing a single course upon
which curriculum and clinical models could be enacted demanded compromise.
Educational experiments are often shortlived without the built-in
evaluation and modifications necessary for survival. Generalization to
other universities requires careful consideration of feasibility. However,
this Project could provide general guidelines to others interested in
such training.

It is difficult to generalize because of the constraints that are
particular to each setting. Some of fhe difficulties encountered in this
Project were organizational constraints: 1) distance; é) administrative
problems; and.3). Limited resources. Some were philosophical difierences:
1) strongly held beliefs about separation of the professions; 2) lack of
committment to collaboration; and 3) doubts about the efficiency and
efficacy of interprofessional learning in an undergraduate setting.
Language and terminology differences required.time as well as the coordi-
nation of faculty,

However, the advantage in a course that -taught team concepts, health

care concepts, policy, and financing to such diverse groups far outweighed



the disadvantages. It would be expected that eventually the cost of
such a course would diminish and would result in a better deployment

of resources. The course would train and set an example of interpro-
fessional training which would eventually change the nature of practice.

Although the Project provided general guidelines, the implications
of professional education at the undergraduate level were not conclus-
ively dealt with nor did the Project attempt to deal with the crucial
impact of the general trend of enlarging baccalaureate programs to
include knowledge formerly the preserve of graduate professional
education., Both these issues remain,

However, the course has continued at the University of Connecti-
cut and has become a part of the established curriculum. As necessary,
components of the Project have changed and developed further, and
Interdepartmental 200 has become an accepted course. It is no longer
an experimental educational effort, but the culmination of a major,
successful collective thrust in interdisciplinary education at the

undergraduate level.
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PREFACE

1. John Friedman and Barclay Hudson, 'Knowledge and Action: A
Guide to Planning Theory", American Institute of Plamnners
Journal, Jan. 1974, p.15.
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CHAPTER 1

DESCRIPTION OF INTERPROFESSIONAL PROJECT

INTRODUCTION

A. General Background of the Project

' Adequate future-oriented interprofessional teamwork requires the
collaborative efforts of many people from diverse disciplines. There is,
therefore, a need to change the exclusivity of professional domains in
order to anticipate these future health trends.

Education and planned socialization of future health care students
in groups may provide the basis for interprofessional skills and team
development. The University of Connecticut's recognition of this led to
the development of the Interprofessional Project. The Project stressed
the need for training preprofessional students in team management, making
them aware of the different approaches to health care among health pro-
fessiéns, and aware of the different education levels of team members.

The team concept refers to a group of individual professionals
working together and assigning tasks to accomplish the overall objectives
of the group.l In the Project this function was'referred to as team
development. The faculty teaching team was developed in consideration
of the needs of the undergraduate population, the goals and tasks of the

particular educational settings, and the availability of professionals.
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The Interprofessional Project's educational priorities for
preprofessional, baccalaureate students were: 1) to develop positive
attitudes towards themselves as professionals and toward teams; 2) to
acknowledge inconsistencies; and 3) to identify discrete health-
professional differences and attitudinal styles.

To reshape future health roles, three educational aspects of under-
graduate learning were crucial: 1) the establishment of collaborative
faculty team teaching; 2) the introduction of professional roles at the
baccalaureate level; and 3) the development of group skills for students
of widely different backgrounds and professional goals.2

As Friedson, Coe, and Mechanic have suggested, the lack of shared
educational training and status background has created a structure of
training isolation. This isolation further reinforced: arbitrary
limits on careers, homegeneity of each health profession's cognitive
patterns, and stereotypic views developed within professional training.3
As the Carnegie Commission Study on Higher Education concluded:
"Isolation during training implicitly teaches some of the behavior
that goes with the hierarchical, castelike structure of the medical
work system."4 The weaknesses of the traditional modes of train-
ing result in later professional isolation and difficulties in team
cooperation.

During the late 1970's, there has been a recognition of a growing
field of interprofessional team practice at the graduate level. However,
it is at the undergraduate level that preprofessional health students
form most attitudes and shape their attitude patterns.5 At this level,

an attempt to bridge the institutional gap between the graduate and
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undergraduate programs was urgently needed.

Specific activities and strategies were designed in the Interpro-
fessional Project to bridge this gap. Five health professional schools
were coordinated to produce a joint educational effort. The Project's
long-term goals were:

(1) To develop undergraduate, educational methodologies

for training in social work, pharmacy, nursing,
medicine, dentistry, and allied health.

(2) To assist faculty in development and implementation
of curriculum methodologies and interprofessional
education within their respective schools.

(3) To establish this approach with a team of faculty

from different health professions at the preprofessional
level,

B. Organization of the Project Report

Chapter II amplifies the theoretical background of the problem of.
interprofessional education. Chapter III traces the emergence of
interprofessional issues (how they evolved historically and organization-
ally). Chapter IV details the Project design. Chapter V examines the
actual experience of the Project, and describes the participants. Chapter
VI examines data and the nature of the Project's total impact, faculty
assessment of the project, and subsequent institutionalization of the
project. Chapter VII explores the impact and implications of the Project's
major findings for the University, the professional, and the interprofes-
sional health care team education.

The Project was divided into three, timed, sequeniial phases as
shown in Figure 1 on page 4. Phase I concentrated on planning; Phase II
included pilot implementation and specific modification incorporated into

the planning process; Phase III included the reorganization and follow-up
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evaluation. Phases were used to devise a measure for sequential goal-

setting and to coordinate an informed planning strategy.



Chapter 1

It has been important to delineate the difference between
collaboration and teamwork. One of the tasks of every
professional has been to work willingly with another in a
process or to collaborate. A team process implied a more
formal organized framework or, as Rosaline Kane pointed out,
an authority and rationality around which a group of
individuals organized a work task.

Rosaline Kane, '"The Interprofessional Team as a Small Group,"
Social Work Health Care, vol. 1, #1, (Fall, 1975).

» Annual Report: Institute for Health Team
Development, Washington and New York: Institute for Health
Team Development, (June, 1974), p. 15.

Eliot Friedson, Professional Dominance: The Social Structure,
Chicago: (Aldine Company, 1970) ,p. 124; Rodney M. Coe,
Sociology of Medicine, New York: (McGraw-Hill Company, 1970),
p. 186-187; David Mechanic, Medical Sociology: A Selective
View, (New York: The Free Press), p. 365.

Rashi Fein and Gerald I. Weber, Financing Medical Education:

A General Report Prepared for the Carnegie Commission on
Higher Education and the Commonwealth Fund, (New York: McGraw-
Hill Company, 1971), p. 210.

Cramer D. Reed, "Integrated Teaching for Medicine and Allied
Health," Journal of Allied Health, (Fall, 1973),p. 160. See,
also, Valencia Prock, "A Joint Approach to Education for the
Health Professions,”" Nursing Outlook, 9, (August, 1976), p. 473.




CHAPTER II
INTERPROFESSIONAL EDUCATION:

REVIEW OF THE LITERATURE

A. Problems in the Health System

Interprofessional education of health care professionals can con-
tribute to the efficiency and efficacy of systematizing health care by
insuring more adequate cooperative work and by insuring stable, comprehen-
sive management of consumers' medical and social problems. If
interprofessional education is taught within a team framework, it can be
an effective way of educating students and professionals to provide
comprehensive care. The Interprofessional Project was built on this
conceptual base of providing team education with an interprofessional
faculty using interdisciplinary knowledge.

The status of health care in the United States has been impacted by
inadequately trained staff and poor utilization of manpower, poor team
training, and an insufficiency of funds to help health care workers to
innovate or to change the accessibility or rationality of the present
system. This system or "non-system" has been characterized by health
professionals as crisis-oriented, medical care which results in the
consumers "doing better and feeling worse".l

The Project is a practical, partial solution to helping preprofes-



sionals learn to become contributing team members. Health care teams,
properly trained, can solve part of the dilemma caused by the '"non-
system" only if team members are aware and well trained, not only in
performing in their individual professions, but in understanding the
attitudes, capabilities and limitations of the other professionals with
whom they interact. It was hoped that the Project would provide an
interprofessional foundation for this mutual understanding and alleviate
some of the strains that have been observed when members of various
professions come together to work on teams.

The major knowledge problems dealt with in the Project are:

1) lack of access to preventive and primary services, 2) rising costs,
3) lack of cost-effective educational programs, 4) loss of public trust
due to scandals and the uneven quality of professional expertise, and
5) lack of effective institutional and financial mechanisms to deal
with continuity and fragmentation.

These problems and their intimate relationship to all the profes-
sions have drawn attention to the issue of balancing educational effort
and effect in health team education within all the health disciplines.
Increased investment in individual disciplines has not resulted in
better or more efficient education to solve the major problems. Not
surprisingly, consumers are beginning to complain and to demand to take
part in health care education deliberations.? The fact that the educa-
tional system and the health delivery system required change in their
institutional organization has been obscured by the emphasis on cost
cutting.3 This Project presented one clear institutional and curricular

alternative to the present isolated knowledge and training efforts.



B. Educational Change in the Health Professions

Setting priorities for change has become important as attention
has shifted to the reality that resources are limited. Two limited
resources are faculty and manpower. Better manpower deployment of
faculty and professionals could result in positive educational changes
which should make team education more feasible and could result in
lower costs and more consumer-oriented services. Scarce educational
resources are being deployed ineffectively due to the lack of knowledge
needed to train professionals to work together, and this Project dealt
with building an evaluated, educational experiment which tests assump-
tions about interprofessional education.

Interprofessional training might prevent some common problems
encountered in medicine today; for example, the inability of the solo
practitioner to evaluate the emotional effects of illness; or excessive
specialization and emphasis oﬁ medicalization of problems which isolates
the professional and confuses the consumer.4 The search for rational
care and for caring physicians and personnel has intensified, despite
increases in the number of trained health workers.

The answer is partly contained in a more effective division of
labor- in teams.

Attempts to document major health care problems in team~based
settings illustrates poor care results from: the lack of attention to
the individual's problems and responsibility; the lack of health educa-
tion; and an unequal allocation of benefits to the whole population.
Professionals trained in teams to educate the populace could alleviate

these problems by humanizing care and focusing on the social aspects of
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illness by educating the consumer. As the Interprofessional Project
demonstrates, an emphasis on these humanizing, attitudinal qualities
can be promoted by interprofessional education.

Thus, the concept of the quality of medical care should be expanded
beyond medical care to a concept of quality, comprehensive, humanizing
health care -- health care which depends not only on how well the physi-
cians and other health workers perform their tasks together, but also on
the human services which teams provide and the reliability of the teams
which make technologies available for diagnosis, therapy, prognosis, and
prevention.5

As Friedson has stated, there is a '"crisis of public confidence"
which could result in the restructuring of health care and the encourage-
ment of new educational programs, particularly for physicians. This
could, also, result in institutional change and a different distribution

of the most expensive personnel, the physicians.6

1. Role of the Physician

One reason there has been little educational change is the associa-
tion of medical services with the physician. This association has
stabilized and influenced the educational and delivery systems profoundly.7
As Millis stated, "By law, custom, practice, and education, the physician
is the central figure in any collaborative effort on behalf of the
patient."8

This rigid conception of professional authority has been explicated
by Friedson as "professional dominance". His point is that services are
organized around professional authority. This basic structure of medical
dominance holds one of the analytical keys to the present inadequate

structure of services and the lack of team education.9
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As Coe and Mechanic have reported, the structure of the medical

10 Many organizational

profession affects delivery and cost of care.
problems of coordinated services stem from the lack of cooperation

among professional groups. As Friedson stated: "Given this orientation
toward the profession, the formulation of social policy certainly requires
preoccupation with recruiting and training {socially aware medical}
practitioners...".11 Changing the authority structure and the tone of
hierarchical practice within the educational curricular structure could
lead to better, more precise teamwork and a diminution of professional
dominance.

What is needed is a structural solution generated by changing the
health educational system and the values that support professional dom-
inance. The Interprofessional Project attempted to provide a structural,
educational change which promoted new values in professional education -

a cooperative, egalitarian sténce.

The reality is that "in the world of health care, the physician
very frequently is in the position of having to share responsibility,
decision, and action with others as associates, that is, as peers and
sometimes as superiors."12 Education in shared decision-making is sadly
lacking in most medical schools and in most other professional schools;
it is innovative to attempt to involve all the health care professions

in re-educating the physician and others at an early, preprofessional

stage of development to their respective roles on a team.

C. Reformist Movement

The following facts are influencing this reality of sharing respon-
sibility, decision, and actions with the public and associates. These

factors are challenging the professional's traditional authority,
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particularly the physician's:

1) Use of Ancillary Personnel: Greater use of ancillary

personnel to deliver traditional physician services leads
to a need to share the responsibility of care with numerous
personnel with different levels of training.

2) An Increase in Malpractice Suits: The disruption of the

doctor-patient relationship and the resulting lack of trust

. has surfaced in the courts. Shared decision-making makes it
important to untangle the legal responsibilities of a team,
individual professional, and institution.

3) The Creation of a "natural team setting'': The creation of

new institutions has created a need for defining the tasks
that may be delegated in newly altered settings, such as Health
Maintenance Organizations.

4) Professional Problems: Unnecessary surgery, excessive

prescription of certain drugs, impersonality, and lack of
continuity and the lack of accessibility (especially in rural
areas and in urban areas on weekends and evenings) have created
an enviromment ripe for professional educational change. There
is a need for professional rededication.

5) Professional Re-evaluation: Growing professional concern

over isolation of the medical professions and impending legis-
lative changes in Congress has led to more open concern about
change.

6) Adoption of any of the National Health Insurance Proposals

now before Congress: The lack of agreement over national health

insurance reflects a deep division over the direction legislative
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and institutional reform should take.

In sum, the principal elements of a reformist movement are currently
taking shape which will profoundly influence education and the structure
of the many professions associated with health care. Although it is
impossible to know how these changes will affect interprofessional educa-
tion, it is important to recognize the elements of reform as well as
their possible resolutions discussed below.

1. National Health Insurance Legislation and Qther Solutions

As Dr. Eveline M. Burns has outlined in her article "Social

Policy and the Health Services: The Choices Ahead", the elimination of the
financial barrier to services by national health insurance will not correct
the problems of the fragmentation of delivery, the inequality of distribu-
tion of services, the lack of attention to health as an overall preventive
concept, and the other notorious deficiencies of our delivery system.13
But if these deficiencies and weaknesses —- the non-~financial obstacles
to receipt of high quality health care —— are to be corrected, social
policy must of necessity be concerned with the way medical care is given.14

There can be little doubt that the effect of a reformist mood will
be felt in the restructuring of hospital services and the closing of hos-
pital beds, the establishment of cost commissions, and the implementation
of planning procedures under the aegis of the Health Systems Agencies.
Most of the ferment generated by these new organizational attempts focuses
upon the health services' adequacy, availability, and quality. Haopefully
these factors will be considered in mational health insurance legislation.15

As Uwe E. Reinhardt and others have emphasized, any major national

health insurance scheme would be doomed from the outset unless the health
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care delivery and educational system were first rationalized.16 With-

out a reconsideration of manpower and health policy, educational reform
would not be viable.

2. Educational Reform

It is not clear whether our educational institutions can meet
the challenges of the current reformist mood. The problem of achieving
greater equality, collegiality, and accountability is complicated by the
realipy that few supportive interprofessional administrative mechanisms
exist in present-day universities or service delivery settings. Fox has
stated that a number of attempts to "destratify the doctor's relation-
ships...and to make them more egalitarian have developed." 17

These mechanisms are a result of expansion of patient rights,
the development of consumer groups, the emergence of nurse practitioners
and physician assistants, and the shift of health regimen responsibility
to the consumer, i.e., self-therapy in renal disease, etc.18 Greater
autonomy from physicians in these areas has signaled the need for edu-
cational processes which are more egalitarian and more dependent upon
sharing health educational efforts with the consumer.

Educational analysts have stated that "a rational public policy...
must include a vigorous and universal modification of the present arrange-
ment which historically has placed the education of the several health
professionals in separate watertight compartments." 19

The employment of cooperative strategies could enlarge the
capacity of professionals for interdependent action and expand the range

of health services to include numerous arrangements of professionals.
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D. Framework of Cooperation

Several factors influence the development of a framework of
cooperation: (1) the complexity of medical education, (2) the growing
curricular responsibility of health professional and medical schools,
(3) the dramatic rise in the importance and volume of research, and
(4) the rising cost of education.?0 These factors influence the
ability of the educational system to produce rapid interprofessional
changes in the university.

Sharing resources in an educational venture requires the depoliti-~

21 and an active advocacy of a

cization of the decision-making process
biopsychosocial model.%? There is evidence, as Dr. Rehr has demonstrated,
that physicians do not agree that collaboration is necessary, do not

hold the same value orientation as other professions, and permit them-
selves only a narrow biomedical view.23 Without this necessary framework
of cooperation, narrow institutional, professional bias remains.

In an atmosphere of cooperation, educational ventures must include
all, especially physicians who hold power and vested interests and who
must be persuaded of the necessity of going beyond these views: 1) to
a biopsychosocial view of disease and 2) to an agreement that comprehen-
sive health care is important.

1. A Biomedical View

The influence of a biomedical view is pervasive, leading Engel
to conclude that the dominant model of disease today is biomedical. This
view assumes disease to be fully accounted for by deviations from the
norm of measurable, biological (somatic) variables.24

"It leaves", stated Engel, "no room within its framework for

the social, psychological, and behavioral dimensions." 25 Teamwork and
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the coordination of various subspecialities require by their very nature
a committment to providing an understanding of the determinants of dis-
ease. Further, they require arriving at rational treatments based upon
a wholistic view of the consumer, the social context within which he
lives, and the complementary system devised by society to deal with the
disruptive effects of illness.26

To both neutralize a belief system (the biomedical view) and
to break down the caste-like system governing appropriate procedures
and concerns for health care requires de-emphasizing the medical aspects
of health care. Professional dominance perpetuates a prevailing bio~
medical view of disease and insulates the physician from challenges to

his practice by the team. It also denies the consumers access to a

variety of coordinated health care disciplines' services.

E. Teamwork

1. The Problems of Team Education

Education in teamwork, thus, must deal with the three essential
problems: professional dominance, the biomedical model, and the ability
to work with others professionally in a comprehensive health care frame-
work. Educators have added to this constellation the following concepts:
(a) teamwork may be taught at an early, preprofessional stage; (b) team-
work requires the mastery of certain attitudes and conceptual frameworks;
and (c) conflicting perceptions of different professions can be reduced,
leading to greater satisfaction with teamwork.

Bracht and Anderson have concluded, "Modern health professional
education has embraced the concept of the interdisciplinary health team

as necessary to the provision of high quality, comprehensive health
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Yet, the general cultures of the professions has been influ-
enced by differing, even hostile, attitudes toward cooperation engendered
by the professional-socialization process. Physicians are more committed
to an autonomous, biomedical view of practice. This "culture" has been
reinforced by limited educational interaction between the professions.28

Education in teamwork must deal essentially with the profes-
sional and the preprofessional's ability to work within a context of
structural change and a cultural framework which includes frames of
thought congruent with each other. Thus, as Bracht and others have
observed, the numbers of different professionals on today's health team
has risen markedly without accompanying educational efforts to meet the
problems posed by working together.29

'There is", as Cogéeshall has written, "every likelihood that the
team approach will expand in use in decades ahead and that teams will
become larger, more comprehensive in the range of skills included, and
more complex in structure.” This will further advance the institution-
alization of health care, and it has profound implicatiomns for the
education of all persons entering medicine, other health professions,

30

and related occupations.

3. Functions of Teamwork

There is a challenge and a demand for educational services in
teamwork. This expected expansion of the functions of teamwork has made
theorists concentrate upon the concepts central to team functioning.31

Beckhard, Wise, and Silver have documented these concepts in organiza-

tional burdens on institutions of higher 1earning.32 Kane further
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documented that the problems in teams were similar to small group
difficulties in communication, organization, efficiency,and role differ-
entiation.33 Dr. Kong-Ming New recognized that certain central problems
resulted in ineffectual functioning. These problems were: lack of
equality, lack of availability of time for team meetings, knowledge
marginality in some professions, lack of clear task assignment, and lack
of a clear domain.3%

The organizational issue arising out of these problems has been
lack of clarity about the expectations of team members. Due to the impact
of the organizational, communications, and role problems mentioned,
further problems of lack of professional trust, lack of time, lack of
shared knowledge, lack of task assignment, and domain consensus compound
the issues. For example, nurses and pﬁysicians frequently reported con-
flicts over the issuing of orders that were either contradictory or
unsupported. Both groups mentioned the lack of availability of physicians.
Social workers frequently complain about domain conflicts with nurses who
take over counseling situations. Frequently, all of them complain about
the lack of knowledge of physician assistants and other occasional members
of the team such as clinical dieticians and occupational therapists.

Most of these issues arise from lack of communication about task assign-
ments. An inability to define or accept the status of each team member
results in unequal input and lack of attention to the knowledge of each
person. These problems contribute to personal unhappiness with teams.

Expectations of team members as to personal and remunerative
reward has varied widely. One expectation might be that: the financial

rewards of the team relationships would be proportional to the invest-
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ment--the greater the investment (i.e. education in team process), the
greater the emotional and financial reward.3° Banta and Fox pointed out

that some literature contradicted this assumption (e.g., little satis-
.36

faction with teams has been reported As one theorist suggested,
team members learned to avoid unjust or time—consuming exchanges and
learned to concentrate on activities that were rewarded with promotions,
etc.37 This Project attempted to change the reward structure by educat-

ing students to deal with their differences openly.

3. Professional Status

An increase in status has not commonly resulted from increased
team effort. A higher status dimension for team participation could be
viewed as a reward received. Frequently on a team, a frozen hierarchy
of professional status has existed with discrepant rewards, e.g., status

38 It is clear that the greatest rewards of status and money

and money.
go to physicians. Status on the health care teams created a dilemma
because most health care teams consisted of individuals with varying
levels of training and educational expertise, individuals with discrepant
monetary rewards, and persons with status differentials which were not
changed by participation on a team.

Also, problems of status existed in the faculty teaching team of
the Interprofessional Project. Professional status, its uses and diffi-
culties, became a major issue to be examined.

Status difficulties existed when individuals who possessed greater
investment (higher education) also possessed fewer rewards (lower occupa-

tional status or income). Professionals whose investments (time and

education) were higher than their financial or status rewards, consequently
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experienced some difficulties in their role satisfaction.39 For example,
an allied health professional may invest a great deal in time and effort
in team training and may have a doctorate. However, that individual will
never have the financial rewards of a physician or the autonomy, especially
if referrals must be physician-generated. An aim of the Project was to
make students aware of the difficulties caused by differences in status.
In the development of an educational project for individuals of
different professions, there were some inherent constraints. No amount
of education can totally reduce conflict and change the professional
reward system. Tension can still grow out of the professional's recogni-
tion of status discrepancy. Conflict can still develop from the differing
stereotypical attitudes held about each profession. The history of the
health professions has been replete with examples of situations exacer-
bated by the lack of recognition of attitudinal differences and status
differentials. This Project tried to use these underlying attitudinal
conflicts to create a positive configuration of health professionals
and health teams. Professional education often ignores the potential
educational benefit of using the human relationships in the class to
shape attitudes; but in the course developed in this Project, a strong

effort was made to take advantage of these relationships.

F. Definition of Terms

It was recognized that the process of socializationm into a pro-
fession depends upon shaping the professional's cognitive system
wholistically. The Project took into account the student’s continual
striving for consistency, push toward harmony in attitudes, perceptions

and objectives in the actual set of training events. Over time, new



21

information aimed at changing attitudes will have disrupted the organized
set of prior learning. The problem, then, is to understand how an adjust-
ment is made between the ongoing structure and the new information

(e.g., about health care teams), so that equilibrium can be restored.

1. The Learning Process in the Project

In designing the course, attention was given to the process
of professional learning.

The learning process has been defined as the successive steps
in a professional's cognition pattern which shaped his image or map of
the world. His responses are shaped in part by the way his attitudes
looked to him and by his response to educational efforts. Cohen and
others have maintained that there is a continual striving for balance,

a push toward harmonious fitting relationships between beliefs (beliefs
in opportunity, desirébility, and efficiency) in the professionalization
process and in action.40 In effect, the learning process over time, due
to complex interactions, dictated the amount and possibility of change
when attitudes were flexible and open. It also dictated the amount and
usefulness of the applied and technical knowledge.

Several theoreticians have dealt with attitude formation and
the development of a professional, particularly the restoration of a
balance in the learning process. One conceptualization of the dynamic
. interchange, associated with Osgood, depicted the learning process and
attitude formation as parallel developments: when assertions were made
by persuasive efforts, these communications produced conflict, and
subsequently perceptual change, and, then, attitudinal change.41

Perceptions which changed in the direction of increased balance

depended upon the significance the individual attached to the ideas,
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e.g., favorability or importance of health care teams. The extremity

of initial attitudes toward other professions may tend to push individuals
toward polarization and sterotyping behavior around the characteristics

of each profession tested (e.g., dependent...independent, caring...not
caring).42 Attitudes toward other professionals which became increasing-
ly more cordial were an indication of rapid progress toward acceptance

of others' professional expertise and value on the health care team.

These perceptual changes were the forerunners of attitudinal change.

The Project attempted to measure these perceptual changes by measuring

the change in attitudes toward teams and toward other health professionals.

2. Inculcation of Positive Attitudes: Attitude Development

Research has shown that a change in attitude toward others
signified that there was less sterotypical feeling about professionals
and that the process of attitude formation has been influenced.43
Rosenburg and Abelson hypothesized that the disruptjon of an attitude
between its emotional and belief components was a basic condition for
the occurrence of positive attitude change.44 Persuasive communication
(e.g., learning about health care teams) would have been accepted in
conjunction with the resolution of a new balance, i.e., a new attitude--
such as "health care teams are more efficient". Awareness of this
research helped to determine the structural components of the project,
i.e., small group projects, discussion, etc.

Another theoretical conceptualization proposed that a dissonant
attitudinai state existed when two elements were in contradiction when
they should have been consonant in the learning process. If a profes-

sional strongly held that he did not like nurses, but then held the

perception that working with health teams was important, the individual
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would experience a learning problem. If professionals held a great
many dissonant associations with a given attitude, e.g., physicians
were recognized as important team members but disliked, the magnitude
of the positive or negative agreement with statements about physicians
or other professions could be measured. In fact, such measurements
were made in the testing and evaluation phase of the Project. The
evaluation tools served another purpose as well. They were learning
tools for the students in the course, as sharing results showed.

In general, it has been shown that a professional changed his
attitude by reducing his inconsistent statements and by decreasing his
disagreement with the number and importance, or both, of inconsistent
perceptions. By developing a perception of more consistent, positive
attitudes towards physicians, etc., he could incrementally change his

attitude.45

Therefore, a preprofessional, due to his inexperience,
would have unformed attitudes toward other professionals and could be
made more amenable to decreasing his inconsistent perceptions through
the learning process.

Historically, health preprofessionals had a stereotyped view
of other professions due to their separate, disparate training in iso-

46 Therefore, they experienced considerable difficulty in

lation.

adapting perceptions to collaborative efforts.47 Their different,

sometimes conflicting value-orientation, different socialization process-

es, and subsequent perception of status differentials led to a variety

of problems.48 There were, thus, obstacles to change in their attitudes.
Most health care teams have consisted of: individuals with dis-

crepant rewards, different expectations, different perceptions of status

differentials, different perceptions about each other, and different
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attitudes.49

The development of an educational Project for individuals

of different professions dealt with these inherent constraints. However,
education alone cannot totally alleviate or eliminate all conflict, or

alter the reward system. The students were made aware of conflicts and
problems among team members in small group discussions and in their projects

which made them aware of the tension which could grow out of the profes-

sional's lack of awareness and recognition of these issues.

G. Team Interaction

Team interaction created an opportunity to explore resultant pro-
blems. Leadership difficulties in the group training contributed to a
lack of positive attitudinal framework, intense competition, and role
strain which resulted in conflieting, mobilized expectations. Jackson
stated in his research on the results of inconsistence: "Inconsistency,
then, produces conflicting expectations which resulted in frustration and
uncertainty for the individual and thus increased his psychological
'stress or strain'".Jl

The underlying thrust of the Interprofessional Project was to
reduce frustration and uncertainty by reducing inconsistency. This was
accomplished by acquainting the members of the health team with what
they rightfully could expect from others' attitudes and what they, in
turn, could rightfully expect from their faculty teaching team; the aim
was to reduce the amount of stereotypical rejection of certain health
disciplines by reinforcing a consistent choice of partners on teams.

In regard to teams, the Columbia Point Study on Health Care Teams
and Dravecky's "Study of the Utilization of Para-professionals in Private

52

Practice" also documented increased frustrationm. Dravecky pointed -
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out: "The effective use of paramedical personnel and/or any organiza-
tional change required a shift in the 'perceptual set' and implied "the
delegation of tasks which was not easy to resolve due to these perceived
sets'". 93 |

In the above studies, strain resulted from perceived inconsisten-
cies between what is felt and mixed feelings about teams and adherence
to an egalitarian value, particularly as regards team leadership. These
feelings could affect the outcome of interprofessional training which
attempted to use, not remove, conflict.5% However, many of the "rights"
and "assumed rights of each professional” remained hidden from conscious
view in the occupational task assignment within teams. Therefore, many
of the tasks the preprofessional had engaged in, according to his status
in the professional hierarchy, had to be consistent with others' view of
him and determined his performance in that particular role.?> Tasks were
influenced by assumed hidden rights which resulted in inconsistency in

views of oneself and others. The Project attempted to reduce this

inconsistency.

H. Statement of Major Issues

Stereotyped views between and among health professionals has led to
attitudinal problems and strains in develéping a team approach to health
care services. Issues arose from the different historical development of
each health care profession, their specific value base, and their social-
ization process. "Anticipatory socialization" of preprofessionals might
be augmented by the teaching of new team skills and by reduction of
stereotyped attitudes at any early stage of training.

The educational aim of the Interprofessional Project was to develop
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an increased knowledge base as a by-product of interaction within the
training program. In turn, this knowledge could lead to greater toler-
ance of conflict and lessened professional strain. The process of
training could be instrumental in terﬁs of its contribution to (or lack
of contribution to) the professional’s emerging conflicts and positive
attitudes in interprofessional situations. The Project's design was
influenced by: the educational methods used, the curriculum design, and
the increased availability of resource material. The Project dealt
with the issues that arose in planning the course, defining a facilitat-
ing learning-social process, while simultaneously providing the
fundamental professional knowledge for teamwork and for basic health
knowledge. Each of these issues was assessed in the evaluation phase
of the Project.

1. Requirements of Team Education

Like all interprofessional action, conjoint teaching and learning
as a style of "delivery", emerged slowly. As Dana and Sheps concluded:
"The learning of interprofessional behavior did not require that each
member of a related profession think alike, but rather be able to act
together."56

The statements below include some of the basic assumptions
influencing team education requirements:

a. Every individual includes within his learning set (profes-
sional education) attitudes concerning his status level in
the education, occupational, ethnic, and income hierarchies.

b. Every individual possesses attitudes defining education as

an ascribed investment, occupation as a social reward, and

income as a reward.
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c. Every individual possesses (learned) attitudes which define
the proper relation that should hold between the professions,
his investment in education, and his reward dimensions.57

These statements were used in helping design the objectives and

the test instruments to see if attitudes and perceptions toward health
care teams or other health professionals had been modified in the course.

The use of the concept of attitude alteration in training to reduce

conflict in health care professions was suggested by the following:
1. Professional attitudes were a specific unit of analysis
with boundaries wﬁich could be influenced by training.
2. A changed perception of role or a changed perception of belief
in others' role (e.g., health care teams are more efficient)
could result in positive modification of attitude.58
Within the area of role change and growth, attitude formation
became an important requirement of all successful early career develop-
ment.?? The inculcation of role obligations and privileges has been
one of the primary results of education and socialization into the
health professions. An effort could be made to produce consistent
opinions and more positive attitudes toward health professionals as
part of the educational requirements.
The educational process used in the interdepartmental course
relied on the inculcation of a revised student concept of himself as
a team member including the following:

a. The ability to define his role as it evolved in teams,

b. The acceptance of colleague qualifications and an under-

standing of task or function which led to disciplined

judgment and the capacity to define colleague responsibility,
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c. The recognition of diversity of patterns of cognitive
style and a core of learned interprofessional behavior.60
Attempts to create courses dealing directly with these learning
processes could lead to better education, and subsequently, better
team care.
Pellegrino, at the Institute of Medicine of the National Academy
of Sciences, expertly summed up the need for team education:
"The concept of the team as a transitory grouping of
health professionals of varying degrees of permanence,
dedicated to the satisfaction of specifically defined
needs of patients or communities, with its composition
and captaincy deriving from the nature of those needs
is (required). This (has been) the conception we must
communicate to every student in the health professions.
This (is) the concept our students should see illustrated
in their educational institutioms. ..."61l
In summary, there are many political, economic and professional
reasons for creating a team orientation in health education. The
Project was one demonstration of how professional schools cooperatively
might begin to change without seeking additional funds or resources.
It was also a demonstration that team education was needed for human
reasons. The essential human reason for this interdependent education
was the need to take into account both the social and human needs of
patients and health care workers. More effective and efficient care can
be based upon better communication and coordination of the numerous

new and old health personnel within the framework of meeting social

and emotional needs in comprehensive health care.
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CHAPTER III

THE HISTORY AND GROWTH OF
INTERPROFESSIONAL TEAM TRAINING

A, Lack of Formal Training

An essential aspect of formal professional health education,team
preparation, has been missing from health care curricula, especially
medical school curricula. Resistance to change has been augmented by
a rigid conceptualization of traditional science, adherence to the
medical model of disease, and the separatism of professional schools.
This separatism was encouraged by the way faculties and universities
managed to structure programs without regard to duplication of efforts
in similar course work and without consideration of the long term
effects on students,

One salient characteristic of these different educational pro-
grams until recently was their almost pervasive acceptance of the
superiority of medical education as the normative model for all.

The effect on these disparate programs was that each faculty and
program had little knowledge of the curriculum, purpose, or skills of the
other while trying to achieve parity with medicine in terms of scientific
base, funding, and length of preparation time. Consequently, the possi-
bility of conjoint training and funding with shared coursework has been
a recent development in most universities. Most professional schools
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operated in splendid isolation and in competition with each other.

As a consequence of this isolation, little momentum was observed in
interprofessional education until the late nineteen-sixties. |

Since 1969, there has been an explosion of interest in team work
which has enriched the training and research literature.l Numerous
historical factors contributed to this development. Historically, the
actual word "team" was not used to describe interprofessional activities.
As early as 1905, "collaborative association" appeared as a definition
of limited cooperation.2 Dr. Richard C. Cabot introduced the term
"collaborative association" at the Massachusetts Hospita1.3 Mary Richmond
further defined this term in 1917 by stating, "It (has been) evident that
both groups of public servants~-the social and the medical--will serve
the public best when they have thoroughly mastered in all its details the
technique of working together."4

Due to these early pioneers in social work, a very close collabora~-
tion developed between social workers, nurses, ministers and physicians,
etc. Consequently, the forerunners of public and community health centers
initially developed a collaborative ideal. However, most of the collabora-
tive work and the pressure for teamwork developed outside of traditiomal

‘health settings.

B. The Development of Teamwork in Health Settings.

Early social reformers forged an alliance between medicine and social
work. As Cabot wrote, "People are poor because they are sick . . . hence,

the social workers must be in closest touch with physicians, and must in

my opinion know a good deal of medicine."5 In his book, Social Service

and the Art of Healing and Social Work: Doctor and Social Workers, (the
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first treatise on interprofessional relations), Cabot used the word
"social assistant" and "agent of the physician" reflecting the dominance
of the physician in any collaborative effort.® The social worker's
information gathering on the team was emphasized while the physician's
function of bringing about therapeutic change was stressed. This working
conception essentially was very limited; but the growing professional
ideal of collaboration led to an effort to train professionals experien-
tially and "on the job."

Although role definition seemed clear, the need for an educated
collaborative professional created an issue. Dr. Davis at the Boston
Dispensary in 1908 declared:

Every profession has its own way of looking at the

world. We see what we are interested in and overlook

what we are not looking for. This is true of social

workers and of doctors; of social institutions; and

of medical institutions. We need to have the eye that

sees people as well as disease, and therefore, the

physician, the specialist . . . needs to have by his

side the specialist in people, the social worker.
The issue continued since social workers accepted the fact that physicians
would refer clients to them, giving the physician the main authority over
case finding. Therefore, control of the "eye that sees people'" remained
firmly in the hands of medicine.

In 1909 Cabot, and other pioneers of medical social service, con-
sidered teamwork to be of such importance that, "it (was) clearly because
people can't or won't pull together that the work (moved) on no faster
than it (did)."8 Although recognition was given to the problem, there
were no educational programs nor significant in-service training, nor any

enlargement of the social workers' role beyond the one of recipient of

referrals,
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C. The Development of Child Guidance Team and the Mental Hygiene Movement

During the period that Cabot, Richmond, and others were integrating
medical social service departments into hospitals, a similar ferment was
taking place in psychiatry. Leaders who importuned a doctrine of social
responsibility introduced a dynamic interpretation of human behavior com-
patible with social work practice. The mental hygiene movement produced
leaders who were the forefathers of collaborative efforts.9 These leaders
advocated collaborative efforts between social workers, psychologists,
psychiatrists, and judges, etc., interested in the prevention of delin-
quency. This movement coincided with the early beginnings of child guidance
clinics. Two reformers, Julia Lathrop and Allen Burns, established the
Juvenile Psychopathic Institute in 1909.10 In 1917, when the Judge Baker
Foundation was established under the guidance of Dr. William Healy, it pro-
vided "a model of interprofessional teamwork' which was to characterize
the child guidance clinics established by the Commonwealth Fund in the
1920's. 1

The Mental Hygiene movement was founded in 1909 by Clifford Beers.
He organized a National Committee for Mental Hygiene, a joint lay-
professional organization dedicated to the improvement of institutional
care.12 This organization sponsored a series of studies on the care and
treatment of the mentally ill. An invaluable contribution of the move-
ment was the establishment of a common body of knowledge. This knowledge
helped to eliminate some of the barriers to interprofessional knowledge.

In 1920, the Commonwealth Fund provided funds for the prevention

and control of delinquency by developing child guidance clinics. Teams

were experimentally used (1922 to 1927) in the development of child
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guidance clinics. As Powers pointed out in his study of child guidance

teams, most training around teamwork was practical and on the job. "All

' as Powers recognized, had "with varying degrees

h . "13

these newly formed clinics,’
of success (experimented with) an interprofessional team approac
As a result of the demonstration projects, no one development was more
widely accepted than the interprofessional team. The professions had
"arrived at a point . . . where each had a substantial contribution to
make . . . and at the same time was sufficiently appreciative of the (others')
contribution . . . toward a common goal."14 As Stevenson and Smith
pointed out, gradual changes in "on the job training", cross-fertilizationm,
and adjustment resulted in the enlargement of team scope and responsi-
bility.1ld

Not until the emergency of cooperative training projects in allied
health, and the resurgence of the interest in combining the first fwo
years of medicine and dentistr&, was serious consideration given to
educating professionals for collaborative teamwork. Teams in rehabilita-
tion developed after World War II around the injured veteran; it was
within this context that many health professionals first learned about

the necessity of joint coordinated efforts.

D. The Emergence of Interprofessional Educational Efforts

Some of the earliest programs in teamwork were instituted in an
inter-disciplinary mode.1® Two kinds of teamwork emerged: hierarchical
and democratic. Concepts about the authority, tﬁe size of the team, and
the status differences were related to: “"strong common values, confidence
in each professional's ability and certainty in each other's interest to

contribute to a common . . . goal.” 17 The concept of team underwent
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revision due to the proliferation of para-professionals and professions,
in addition to the mounting complexity of health care. In the 1950's,
the concept of primary health care team was aligned with preventive medi-
cine.1® At this time, the concept of team was defined as a group of
individual professionals who worked and who assigned tasks in order to
accomplish the tasks of the group.

Public Health professionals initiated usage of the term '"primary
health care" and "primary health care tean",1? Connelly mentioned in
his treatise on teams eight different types of health teams. He deter-
mined that the only common element in health teams was that composition
usually followed function. This element was usually dependent upon the
needs of the client population, the goals and tasks of the delivery
setting and the availability of the professions.20 Parker, in the 1970's,
iptroduced the concept of the nuclear primary care team.21 In this con-
cept, the members provided most of the primary care functions to a family
who became the recipient of a joint treatment plan.

By the 1970's, each profession had staked its claim to a specialized
expertise.22 Tanner and Carmichael affirmed that an uneasy truce between
social work and medicine had been established particularly where the in-
volved professionals had not been clearly aware of their differing roles
and their individual and interlocking contributions.23 Generally, training
was either post-graduate, on-the-job training, or voluntary. Throughout
the 50's and 60's, there was much talk of training teams, but actually
there was very little training and minimal delivery of actual team services.
The major exceptién to this was the movement to establish neighborhood

health centers, such as the Martin Luther King Health Center, and some
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briefly funded OEO projects.

In the late 1960's, research into professional socialization, into
the need for specialization, and into the need for coordinated care pro-
duced many joint efforts.24 The formaf for these concerted efforts was
usually a course taught to one professional group by an expert who had
training in another field. Most schools of social work either offered
courses by sociologist or psychiatrist,or offered coordinated courses
in social work and 1aw.25 These specialty courses were important pre-
cursors of interprofessional education.?® The functional qualities of
these efforts and other programs were grouped in four prototypes for
these educatiénal approaches: the above traditional type, the common
interest type, the case presentation type, and the health team type as

shown in Figure 2 on page and as discussed below.z7

1. Types of Interprofessional Programs.

The most common type of educational program was the common interest
course, as illustrated in Figure 2. In this program, courses Were taught
several professions and a joint degree major might or might not result.
In a second form, some BSW and MSW programs allowed students to take a
core of courses in areas such as social welfare and health problems.
However, the faculty and students in each program tended to be hetero-
geneows in regard to different backgrounds, varying career goals, and
alternating career commitment levels. The third type of educational
program -- case presentation has had a varied history (nursing and social
work, medicine and social work). In this instance, the collaboration
process was centered around case presentation. Although Connelly in a
review of such programs, described them as a generally "passive activity",

usually the effort resulted in some attitude change.28



FIGURE 2:

TYPE OF INTERPROFESSIONAL PROGRAMS

Types Distinguishing Content Students Format Common Topics
Characteristics
TRADITIONAL Primarily Inter- Two or more One Lecture, dis- 1. Law and Social Work
professional from professions Profes- cussion, etc. 2. Health Care Policy
a teaching stand- sion and Issues
point
COMMON Topics related to Content Multi- Lecture dis- 1. Problems of Health Care
INTEREST common science re- oriented Profes- cugsion, seminar Delivery
quirements or "non-(relative to sional 2. Financing Health Care
technical” aspects health pro- 3. Moral and Ethical
of health/social fessions) Problems
behavior Topical
CASE Client center- Interesting Uni~or Clinical Case 1. Diagnostically Oriented
PRESENTATIOR ed activity- cases demon- Multi- Conference 2. Social History Oriented
relation of strating com- Profes- 3. Rehabilitation Oriented
academic study prehensive sion
to actual client care
HEALTH TEAH  Several disci- Study a par—- Inter- Independent or 1. Community Attitude Survey~
1. Regsearch plines share ticular pro- profes-~ guided study particularly of University
Team joint respon- blem through sional through survey Health Centers
sibility for research meth- or other 2. "State of the Art" Studies
some task which odology methods
requires
2 Patient Responsibility Inter- Community Lab: 1. Role Definition
Care for provided profes- Clinical work 2. Group Process
Team comprehensive sional on-of f campus 3. Integrated Care/Peer Review
care jointly with eclinical 4. Non-Institutional Care,

conference

Community Based

Adapted from a (mimeographed) paper presented by Richard B. Fox, and Tom Connelly, Director, Office of Special
University of Kentucky,

Programs, College of Health Professionals.

School of Allied Health, 1977.

AAMC Institute on Health Care Teams.
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The'fourth type of program is the more recent health team approach
as utilized in this project. The health team program had been presented
in two different approaches; the research team and the client-focused
team. The ultimate objective of both types of teams is to jointly pro-
vide better, more coordinated care.

By 1970, the growth of health team projects had culminated in a
far-reaching governmental policy statement. The federal policy urged that
health professionals be members of the primary family health teams or
fully utilized in the delivery of comprehensive care. This statement was
a part of the public policy outlined in a 1970 White Paper which defined
the individual's right to health care and the individual's right to an
economical and beneficial solution to the crisis in our health care
system.29

2. Changes in Health Care Practice and Settings

Changes in health care practice, huge cost increases, and the
introduction of govermmental control through medicaid and medicare made
policymakers aware that organizational changes needed to be made in the
educational system.30 Some of these organizational changes included
changes in the way the professions were structured.31 Medical educators
were aware of these changes.32 As Darley, Coggeshall, and Millis have stated,
there had been a growing awareness of the necessity of changing prepara-
tion for teamwork.33

One major impetus for educational change has been the proliferation
of health care professions. Federal support of allied health personnel has

clearly led to new task assignments which affect teams. Millis has stated

in his position paper in 1973, that acute shortages and demand created
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-new kinds of roles for health personnel.34 The alliance between the
public and private health care sectors in education, as well as an
expanded delivery set-up, has meant that a framework of innovations
has been evolving to meet future needs.

The changes which have occurred in each of the health professions
have not taken place in a vacuum. Each change on the part of one pro-
fession has necessitated adjustment on the part of the others. To a
greater or lesser extent, the modification of role expectations
occurred continuously within every professional group. The extent to
which training could shorten the amount of individual adjustment time
and could make the members of a professional team aware of these
changes has been an important consideration. The potential inconsist-
encies in individual professionals may, in large part, account for the
ultimate effectiveness of the team.
| This evaluation tried to explore and to weigh several factors
which may have contributed to a better understanding of the effect and
role of experience. The following section reviews some of the educa-
tional research literature related to this endeavor.

There were several levels on which to approach a review of edu-
cational literature concerning interprofessional teamwork. While there
have been a number of published reports concerning the various forms,
tactics, and techniques of interprofessional process itself, very little
systematic analysis or empirical testing has been done. The following
discussion, thus, limits itself to the published, experimental reports

of interprofessional teams.
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E. Survey of Educational Research Literature

Although there hés been a limited amount of educational research,
some educational studies have focused on teamwork and training. Beloff,
in an evaluative review of a team teaching in clinical areas at Yale,
selected medical students as his focus.3? Several factors leading to
medical student attitudinal change were measured pertinent to team con-
ferences and interaction. Student attitudinal change was measured in four
areas: interest in the client as an individual; consideration of social
impact on health care; understanding of the importance of teamwork; and
agreement with the concepts of family health care.30® Students' attitudes
chanéed positively after a clinical team experience.

Younger students in this project showed more change. The length of
student experience was important. For example, students were less pleased
with the teaching methods during the first year. However, this could be
attributed more to faculty-staff inexperience than to an inherent problem.
A team approach was perceived as more relevant when the faculty-staff teams
functioned more smoothly as role models.

In a much more time-limited framework, Carlaw and Callan conducted
a three-day training program for faculty with three days of follow-up.
They evaluated the experience by pursuing open-ended questions inter-
spersed with attitudinal statements. They concluded that curriculum com-
ponents could be integrated by role play. One major drawback to this
program was the lack of follow-up after a period‘of time.

One field experiment showing less positive results about attitudi-
nal change was done by Lewis and Resnick in 1964. They studied nursing
and medical students in a joint comprehensive care clinic. The authors
concluded that medical cynicism and early professional socialization were

factors in limiting successful training. They recommended that any
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.interprofessional experience begin early in preprofessional training.38

Duncan and Kempe's clinical results were based on an interprofes-
sional experience of gfaduate students in a controlled setting. They
found that exposure to other professions increased skill as well as
increased the knowledge and utilization of social workers, public health
nurses, and physicians. Interprofessional teams had greater awareness
of the social aspects of the clients than did the controls. It should
be noted that this project was conducted on a graduate level.39 The
only other similar study was a pilot project by Tanner, Linn, and
Carmichael in which ten student teams of medical, nursing, and social
work students were each assigned a family following the case presenta-
tion model. In addition to subjective favorable evaluations, some
significant positive difference in the'concepts of nurse, social worker,

and family medicine were recorded for those students.40

F. Current Interprofessional Projects

There are several projects underway which related to this project's
design. A similar project at the University of Minnesota included: a
seminar for students at seven schools; a format of four general sessions
on teamwork followed by three, small-group experiences ; and the build-
ing of smaller groups into simulated téams to carry out a community health
project. In another program, Royer and Van de Creek worked intensively
with a single student team in the Student Health Service at the University
of Indiana. They concluded from subjective data that basic professional
identity had to precede clinical interprofessional education. They felt
that it was essential for each student to have his or her own professional

model and to have experiential learning within group process.41
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A three year, lecture/discussion, elective course in social medicine

at the University of California was successful in fostering contact among
the various professions in the area of seminar discussions. Lecture con-
tent, however, proved to be less successful. At the University of
Wisconsin, student teams were asked to evaluate and to formulate a treat-
ment plan for a theoretical family problem. Their conclusions indicated
that successful training was brought about by: a mid-level knowledge of
task expertise; knowledge of the principles of small-group interaction;
and demonstration of skills basic to client evaluation.*Z

~ Since 1970 at the University of Nevada, students in the fields of
medicine, nursing, and social work have taken basic courses together.
In these courses there are introductions to the various professional
roles, as well as some group-dynamics teaching. At the Medical College
of Georgia, another basic experimental core group consists of 20 fresh-
men medical students, 20 junidr nursing students, and 24 beginning
physician's assistant students. These students all take basic sciences
together. When final results of the effect and cost of this program
become available, it should prove helpful in establishing some general
principles of interprofessional education.43

- The Institute for Health Team Development will have a major evalua-
tion completed soon. This evaluation will concentrate on the optimum of
clinical experience in six universities. The project will identify the
specific elements which contributed to effective.faculty training and
effective learning in interprofessional education. The Institute has, also,
established a private-practice Model Delivery Team which will serve as

a research and training center on team delivery.AA
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From the above historical development and the research literature
presented below, it seemed reasonable to conclude that experimentation
should proceed before definitive guidelines are developed for under-
graduate programs. In this project, carefully designed lectures, seminars,
and discussion groups were appropriately used in order to simulate problems
in skills management.

Few of the authors dealt with the status and attitudinal problems
except indirectly. Siller, in an article on the boundaries of professional
practice in rehabilitation, suggested that there may be a solution for
interprofessional conflict.*> With the exception of Eichorn, few authors
noted that students must cope with the conflict generated by confrontation

in order to be successful.46

G. Summary

In summary, this chapter presented a review of the empirical educa-
tional studies and other related projects. This chapter focused on studies
specifically related to the concept of attitude change, various lengths of
professional training, and general methods used in team training. Pre-
clinical years have generated very little information which would make clear
what training has to be done in order to make a future professional who
would collaborate easily. It seemed reasonable to conclude that an inter-
professional program, at the baccalaureate level, might be helpful.

The efficacy of an undergraduate preprofessional program has been
at issue. Historically, since 1960, there has been a shift in professional
education toward earlier specialization, more control with licensure, and
a resultant shift of educational institutions toward professional

baccalaureate preparation. The studies reviewed suggested preprofessional
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preparation created an opportunity for a more favorable attitudinal out-
come toward teamwork.

A central question in the project is whether or not early career
training in team practice and exposure to positive attitude development
results ultimately in better professional performance. This question
could not be fully explored because it requires follow-up over a period
of years. The controversy over whether such training should be presented
on an undergraduate level should be more fully explored before a definit-
ive conclusion is reached. However, this Project attempted to delineate
the basic issues in the controversy over early preprofessional training
by comparing preprofessionals in the course with professionals. This

provided immediate feedback on the achievement of course objectives.
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CHAPTER IV

DESCRIPTION OF THE PROJECT:
BACKGROUND, PLANNING, IMPLEMENTATION

The background and planning for the project are presented in this
Chapter. In the first section a description of each school is provided
to aid the reader in understanding the nature of the enviromment in which
this froject was undertaken. The second section deals with the plans for
assessing the outcome of the project. A third section deals with the way
in which the course was conducted with a focus on its three components
(lecture-team teaching, group project, and group discussion). Student
and faculty assessments of each of these three components are also

presented.

A. Background and Planning

The project was conducted at the University of Connecticut, which
has grown from a twelve-student agricultural school founded in 1881 to
a large and complex state university with a total enrollment of 24,666,
Some 6,261 students are enrolled as health professional students in the
five professional schools described below. From a few structures in
1881, the university has grown to more than a hundred buildings on a
2,800 acre site, housing two colleges, nine schools, ten institutes and
centers.

There were five health professional schools involved in this pro-
ject. Two of the five schools were coordinated under the Vice President

for Health Affairs and one was a separate graduate school. Two of these
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schools were 60 miles from the main campus and three of the schools were
located on the main campus. Two of the schools, the School of Allied
Health Planning and the School of Medicine-Dentistry, were in the process
of consolidating relatively new curricula which already involved joint
training in several disciplines. The Interprofessional Project required
cooperation in preprofessional, baccalaureate education and travel across
administrative, distance, curricula, and student academic barriers.l The
need for cooperation occurred just as the university began retrenchment

in new programming.

1. The School of Nursing

The School of Nursing is the largest professional school with an
enrollment equal to 11.27% of all graduate and professional students on
the main campus. Established in 1946, the school has provided an oppor-
tunity to combine a general education with professional preparation
beginning in the third year. Overall educational objectives are to
prepare nursing students to assume general, clinical roles in a variety
of settings.

The School strongly supported the development of Interdepartmental
200 in the initial and in later stages and developed a new, accredited
curriculum which included the course. The course is now required by the
School for Nursing students in their senior year. Thirty percent of the

total faculty in nursing participated in the project.2

2. The School of Pharmacy

The School of Pharmacy is the second largest health professional
school with 10%.of all graduate and professional students. The School

recently began offering a five-year program leading to a Bachelor of
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Science degree. The three year pharmacy curriculum, largely biophysio-
logically oriented, has been undergoing modification.

Generally, it has been expected that pharmacy students will take
Interdepartment 200 on an elective basis. The School of Pharmacy has
actively supported the development in Interdepartment 200 with 20%

of its total faculty.

3. The School of Allied Health Professions

The School of Allied Health Professions, located on the main campus,
is the third largest health professional school to have participated in
the interprofessional Project with 6.37%7 of all graduates and professionals.

It was established as the newest professional school in 1972 to
provide a source of approved education in the allied health fields. The
School combined specialized education with a general college education
leading to a Bachelor's degree. It offers programs in clinical dietetics,
medical technology, and physical therapy.

The School has had a strong interprofessional philosophy since its
founding and con;ributed 157 of its faculty resources to the project.

The course has been required of upper division students in their first

semester of training.

4, The School of Medicine and Dentistry

The School of Medicine and Dentistry, established in 1968, is the
fourth largest health professional school. It has had the most rapid
growth of the new schools. This school offers a full,four-year program
leading to an M.D. or D.D.S. degree.

After a two-year preparation in the basic sciences, medical and



54

dental students enter professional courses on a block basis, taking only
one or two courses at a time. Because of a strong biophysiological
philosophy and a commitment to building internal structure, the School
contributed a moderate amount during the initial committee development
of Interdepartmental 200. About 5% of the medical faculty contributed

to the Project.

5. The School of Social Work

The School of Social Work, located in a branch of the University
with the School of Law, is the smallest health professional school with
4,17 of the total graduate health professional student enroliment.

Its basic educational program for the professional social worker
is a two-year graduate curriculum leading to the Master of Social Work
degree. There is no undergraduate sequence in social welfare; thus,
‘'students were recruited from sociology and other related liberal arts
majors. Interdepartmental 200 was offered on an elective basis to
undergraduates and selected health professional graduate students.

The curriculum at the School of Social Work has been in the process
of modification, and a new curriculum has been planned. There are no
plans to offer Interdepartmental 200 other than on an elective basis.

The School of Social Work contributed to the initial committee in
the development of Interdepartmental 200 and supported it with 35% of

the School of Social Work's faculty resources and time.

B. Planning of Interdepartmental 200

During the fall semester of 1976, Interdepartmental 200 (Ind.
200), an interdisciplinary approach to health care, was offered on a

largely experimental basis. It was taught by a core team of faculty
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members from the School of Allied Health Planning, Social Work, Nursing
and Pharmacy. Curriculum materials focused on the role of the health
team in the health care delivery system.

Course content included: examination of the meaning of health;
overview of the health care delivery system; study of the preparation
and roles of the health team members (independent and interdependent);
consideration of the communication modes and forms of collaboration
among team members; exploration of consumer roles;and examination of the
ethical-legal responsibilities of health professionals.

Appendix A provides an outline and samples of the curriculum. An
undergirding philosophy of the project was that learning together was

essential to achieving together,

1. Development of Course

In the early 1970's, interprofessional education for health pro-
fessionals received renewed attention, as outlined in Chapter II and
Chapter III. Faculties were made aware of the need to find more efficient
ways to provide quality education.

While there had been some precedent for interprofessional coopera-
tion, the "interprofessional concept" was not a vital and integral part of
health curriculum planning at the baccalaureate level.3 These ideas and
possibilities were discusséd Qith representatives and deans of each of the
health professional schools and/or departments within the University of
Connecticut.

A meeting was held with representatives from the schools of Social
Work, Pharmacy, Allied Health, and Nursing, in 1974 to form the Inter-

disciplinary Committee. Later, membership in this initial group was
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expanded to include Medicine and Dentistry. Even though the designated
representative changed from time to time during the planning period, the
five schools were consistently represented.

During the early phases of planning, monthly meetings were held
to plan a curriculum. Communications were sometimes difficult; however,
relationships improved over time and communication became more effective
and productive. It was recognized that a team effort in teaching aspects
of health care could encourage joint efforts in the preparation of health
professionals.

It was also apparent that certain similar core content was includ-
ed in the curriculum of each School and/or department. Each School
stressed the importance of a collaborative approach to health care, but
each School was doing this in isolation. Each School was, also, aware
of the paucity of interprofessional endeavors and had questioned whether
'isolation in teaching was actually at the roof of isolation in later
professional interaction. The Schools ultimately agreed that a joint
teaching endeavor could be both effective and efficient. The merit of this
decision was, however, to be examined as to feasibility, cost, and

practicality.

2, Planning of the Course in 1974

During 1974, the planning committee sought approval for this course
from the Vice President of Health Affairs and the Deans of health-related
schools. Their response to this project was positive and the faculties
of the Schools of Nursing, Pharmacy, and Allied Health approved the course,

with the Medicine and Social Work Schools offering it on an elective
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basis in 1974 to a small number of health professionals. This offering
prepared the way for the formal demonstration of the Project's utility

and purpose in 1975. After 1975, the course became a regular offering

in all the participating schools.

After the experimental offering, the course outline was formally
and cooperatively developed and revised during the Summer of 1975 by
faculty from all the schools represented. Weekly meetings were held
during the Summer of 1975 at which objectives were agreed upon.
Material was developed cooperatively and then discussed by the faculty
planning team. A formal cﬁrriculum outline was made and agreed upon,
and individual members of the planning team were asked to develop
outlines and bibliographies for each section. The curriculum outline
is in Appendix A. Teaching commitments from the faculty members were
secured. The core team faculty remained the same throughout the planning
phase in 1974 and 1975. However, it still was not clear whether the
teaching responsibility for the course would be considered part of the
regular teaching assignment. The Deans had to be approached for their
final approval of faculty who would be away from regular classroom
assigmments.

Final faculty designations were made on the basis of regular
assignment. A core team faculty was decided upon prior to the opening
of school in 1975. The final selection of the core faculty team was
made in the Deans' offices from a pool of volunteers from each of the
health professional schools. The person selected was recommended by the

faculty planning team who had become acquainted with faculty members'
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interest, time, and activity in the Interdisciplinary Health Committee.
The planning process included clarification of lines of respomsibility,
course planning and revision, and coordination of administration commu-
nication by the Interdisciplinary Health Committee.
The course reported on as the Project was, then, formally run from

the Fall of 1975 to January of 1976, when the evaluation was completed.

C. Types of Students Taking Course

Students were solicited from the Schools of Nursing, Pharmacy, and
Ailied Health, and from the Departments of Pathobiology, Nutritiomal
Science, Sociology,and Biology. The Departments of Sociology and Biology
were to be the source of pre-social work and pre-medical students,
respectively,

At each School or department, students were informed or advised
of the course by their respective academic advisors. However, it was
recognized that the course was inadequately publicized in 1974 in some
departments. This inadequate publicity and the geographical separation
of the schools presented problems. The majority of graduate students,
for example, would not be on campus where the course was given. This
situation was corrected in 1975 by better publicity and better scheduling.

A total of 65 students enrolled and completed the course in the
Spring of 1974. 1In 1975 when the Project was conducted in its demonstra-
tion phase, 200 students were enrolled. The increase in enrollment was
due to several factors: better advisor communication, student word of
mouth,and greater general publicity. Enrollment for the course came
primarily from students majoring in the specific programs-of nursing,
pharmacy, physical therapy, medical technology, clinical dietetics, and

rehabilitation. There were few pre-medical students and few graduate

—— IR LA P
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students,

For purposes of analysis, graduate students from different fields
were grouped together, since there were so few. Pre-medical and other
biology students were grouped with students from pre-social work areas
since both groups planned on graduate studies as opposed to students in

the other health disciplines mentioned above.

D. Method of Conducting the Course: Implementation in 1975

The course involved a series of lectures (Interdepartmental 200)
offered two days per week for fifteen weeks and two weekly small dis-
cussion groups led by facﬁlty teams which met following the lectures.
The purpose of the small groups were to: 1) discuss lecture material
and 2) complete a group project. The course advisory group from the
University as a whole reviewed the overall progress of the course and
recommended changes to the University. In addition, there were weekly
administrative meetings which dealt with the mechanics of the course
and faculty problems.

Overall, the course comprised three components:

1. Lecture component, large class

The objective of the lecture was to give students know-
ledge of the health care system, the educétional preparation of various
health care professionals, an overview of issues, and essential informa-
tion about the legal and social responsibilities of health professionals.

Lectures focused on issues in contemporary care, e.g.,
the geriatric home health care team; health organizational conflicts and
financing mechanisms, e.g., insurance plans and national health insur-

ance; and the behavioral aspects of the provider and consumers in care-
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giving settings.

The course was divided into units. In the unit defining
the meaning of health, emphasis was given to degrees of wellness, ethnic
and social difference, and the varieties of forces impinging upon the
psychological definitions of one's wellbeing. Some case materials were
used to supplement the recommended books and journal articles from the
various health professions represented. The units were built upon con-
cepts which were sequentially presented, and the complete course planning
format, presented in its entirety, is located in Appendix A. The format
was divided into learning objectives, rationale for the learning of
students, coordinated learning activities, the specific resource or

text source, the time designated and the specific evaluative instruments

used.
For example, Unit I was as follows:
COURSE OBJECTIVE RATIONALE ACTIVITIES - TIME
Knows a definition of Understands the Case exercise
health and wellness delicate balance Small group 2 hours
to be maintained process
in health
EVALUATION
Health

Knowledge Text/ Informal process in group discussion

The design of the format was used to integrate concepts sequentially, pro-
vide tools for the adequate measurements of progress, assist in the decisions
about time committed to activities, and assure uniform or highlighted

coverage of material.
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a. Team Teaching

Team teaching by representatives of different health
disciplines was the method utilized as fully as possible by 20 partici-
pating faculty members, including the core team of five teachers
described below.

1. The Core Team

The core team of faculty was responsible for the lecture
delivery, the administrative planning meetings, and overall course
coordination. The core team acted as a role model for team interaction
both as lecturers and as examiners of their own interprofessional inter-
action with other faculty. The reason for a core team was twofold:

1) to locate responsibility for the course mechanics and content; and
2) to enhance the opportunity for collaboration by communicating in a
small group.

Core team members organized the schedule and gave
assistance to participating faculty by planning participation and arrang-
ing for teamwork in small group discussions. Two members of the core
team alternated primary responsibility for the development of specialized
lecture content and delivery. Other core team members were responsible
for comments during lectures. Particular attention was given to high-
lighting the different contributions of each discipline and to pinpointing
different approaches. The core team reviewed the content, delivery and
lecture material after each large lecture. The author was a member of
the core team and was considered the Project Coordinator.

Within this organizational framework, the core faculty

led administrative meetings, participated in planning meetings held after
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each lecture session, and gave direction to publicity and other efforts.
Due to the course size, the course success depended upon the smoothness
of the organizational planning of the core faculty.

a. Other Faculty Contributions

Twenty other faculty members were used in the
course in teams of two to lead student discussion groups. They also
were responsible for directing the group projects in which students
participated.

The objective of the involvement of a large group
of faculty was to introduce as large a portion of the faculty as possible
to the philosophy of interprofessional education; to optimize Faculty
learning; and to enhance socialization within the different health pro-
fessional schools. For example, panel presentation in the lectures by
the diverse faculty involved were followed by open discussions which
examined the unique services offered by each group. Guest speakers or
faculty members used a panel presentation format to examine their own
profession's educational preparation amndthe need for collaboration.

The value of each profession's contribution was
presented and yet the problems of teamwork were not dismissed. To
achieve a balance between diverse lectures and panel discussions, the
number of such presentations was limited.

The core faculty emphasized the need for cohesive-
ness within and between lectures to students. This was accomplished
by having meetings with representative student groups and by posting
special office hours to discuss needed changes or té discuss student
response. Also, the Deans were apprised of student responses and were

asked to reinforce the integration aims by emphasizing team behavior
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in other course work or in field experience. Consideration was given
to how the course could be integrated into clinical experience and dis-
cussions were held with clinical supervisors to acquaint them with the
goals and purposes of the course.

b, Administrative Meetings

Administrative meetings were held monthly by the core
faculty for the individual faculty teams to clarify immediate issues and
to discuss the resolution of problems such as room assignments. The
objective of these administrative meetings was, also, to have an informal
forum where the new ideas being espoused in the course could be presented
informally. Of particular interest was the informal discussion of the
differences in training focus, time, and goals in clinical experience
of each of the professions and the resultant effect on practice. In
these administrative meetings, conflicts could be resolved; discussion
guidelines were developed; tests were formulated; and a sub-group was
established to plan and react to the next year's course planning format.

c. Resource Individuals in Health

A number of valuable resource people contributed to the
course curriculum by participating in the larger, policy-setting committee
and by participating in panel discussions. Most of these individuals
were from the University, and it was important from the point of view
of garnering support that they be involved. Others were private practi-
tioners or practicing health administrators who contributed to the panels
in the course. Each of these resource individuals represented a major
group important to the delivery of good health care, including the
attorneys who handle malpractice suits. Such outside contributors en-

riched the course by adding specialized content and gave it a sense of
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immediate relevance to health care issues.

2. Discussion Group Component

All enrolled students were divided into smaller
groups of mixed disciplines to develop a group project within the group
discussion time. Each group of approximately 20 to 25 students was
supervised by at least two faculty members.

The objective of the small groups was to provide
a medium whereby students could focus on a problem-solving process and
accomplish a series of tasks, including discussion, selection of a
group research project, and analysis of the group's process. Aspects
of meeting the task included peer review, simulation, and an opportun=-
ity for collaboration and resolution of conflicts around the
accomplishment of a task.

a. Group Tasks

The examination of group process was an important
part of the discussion group. Individual behavior leading to a greater
sense of participation was encouraged by faculty teams. A full report
of responsibilities of the small groups was enunciated and handed to
students at the first meeting. For example, group members were
expected to define how they viewed themselves as professionals. Speci-
fic types of individual behavior were encouraged to increase the
student's contribution by: 1) communicating his knowledge of his
particular profession; 2) listening and comprehending various viewpoints;
and 3) helping to synthesize the various perspectives in the project.

b. Peer Review
Within the context of these encouraged behaviors,

students were expected to work independently outside the classroom. A
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unique aspect to the discussion group was the opportunity for students
to engage in a peer review of each other's contribution to the tasks.
An evaluatory instrument was prepared and is contained in Appendix B;
this instrument helped each student rate the other members of his group
as to their performance.

The objective of the peer review mechanism was to
underline the individual responsibility of each team member to accom-
plish the tasks set and to sensitize future professionals to the
responsibilities and feedback possibilities of peer review.

Within the context of group responsibility and
peer review, each small group investigated a research topic, prepared
a summary of the problem-solving process, and presented findings to
their team leaders for approval.

3. Group Project Component

The group project was the final research report
or demonstration which was undertaken by three to six students from
different disciplines. The objectives for the group project were to
provide students with the opportunity to collaborate in a research task
with other disciplines and to participate as hypothetical team members.
The project evolved out of the group discussion
and was designed to: 1) help in the appropriate problem selection by
having a written, definitive statement of the research problem; 2) pro-
vide a solution; and 3) provide a consideration of alternative potential
solutions within the context of a complete literature search. An
examination of conclusions and an.appropriate format with a bibliography
were included. Guidelines for grading the group project along with

criteria for judgment were given to each student (See Appendix B for a
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sample). The following considerations were weighed and rated: 1) Is
the description of the problem and its causes accurate, convincing and
meaningful? 2) Does the paper focus on a single topic and avoid irre-
levant digressions? 3) Does the sclution follow logically from previous
sections? and 4) Are established knowledge and dominant attitudes of
various professions and of the social and biological sciences taken

into consideration?

The project represented the culmination of the
work in the group discussions sections and provided a teamwork opportun-
ity.. The group discussion, peer review and tasks which culminated in
the selection and execution of a project were a part of the learning
process which enhanced the lectures. These valuable aspects were
essential to the implementation of the teamwork rationale and the blend
of these components produced a cohesiveness and integration in the

course structure.

E. Integration of Project Components

1. Integration of Three Basic Compoments

The three basic components were integrated in the following ways:
1) by administrative meetings where learning process was
examined;
2) by a core team whose members who assumed responsibility
for the continuity between lectures and discussion groups

and who met with students issues that the course aroused;

3) by the university interprofessional health committee who
provided support and linkages to a wider audience.

Project components were continually assessed in administrative
team meetings with feedback to all faculty via memoranda and progress

notes so the structuring of lecture procedures and testing was a continu-
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ous process. One major factor in the success of the course was the
comnitment of all faculty to the completion of the curriculum as designed.
Detailed planning helped to minimize administrative problems. Integration
was also fostered by the continuous effort to communicate to faculty,
schools, and students. A third aid to integration took the form of eval-
uation instruments which provided formal assessment. The Project also
provided students with an opportunity to exhibit their integrated
knowledge of the health care field, including new knowledge gained from
students in other disciplines.

2. Evaluation of Student Progress: Integration
of Student Testing With Evaluation

Student achievement in the course was based on the evaluation
of a midterm and final examination, and the evaluation of written
reports from group projects. Students knew from the beginning of the
course how they would be judged and what criteria would be used. Equity
and a process of judgment were emphasized as objectives in the grading.
Criteria for evaluation were jointly developed by core faculty committee
members and utilized by all faculty.

The evaluation of student progress was designed to be an
integral part of the course by belng a learning mechanism. Peer review
was added as a learning device to emphasize the need for judgment of
one's peers of performance. Formal grading procedures, such as midterm
exam, were used to signal students' progress and to reduce anxiety over
final grades. The formal process of a midterm and final gave students

an opportunity to demonstrate their content knowledge.

F. Student Assessment of the Project

During the last sessions, an evaluation survey by questionnaire
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was given to the student.3

Later, as a part of the course, the evaluation material was
given back to the students and their responses were elicited. A
committee was formed, consisting of students and faculty, to con-
sider revisions,

The analysis and data of all student material will be fully
discussed and presented in Chapter VI.

G. Faculty Assessment

The faculty evaluated the course in two ways; first, they
examined and verbally classified the organizational environment of
each of the schools. The following Table is a brief synopsis of
their report. Secondly, they evaluated the course by submitting
individual written reports, and these reports are summarized later

in this section.

TABLE 1

ORGANIZATION AND ORIENTATION TO
THE COURSE BY HEALTH SCHOOL

Health Orientation Length of

School ~ Toward Knowledge Training Formality
Medicine Biomedical Long High
Nursing Bio-psychosocial Med ium High
Pharmacy Biomedical/Technical Long Medium
Social Work Social Long Low

Allied Health Biomedical/Technical Short Low
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As this Table shows, there are wide variations in the time
orientations of each school, three schools have a lengthy time to
train. Two of the schools have a high degree of formality which
contrasts with the other three schools. The faculty noted that
while there was no exact measure of the organizational impact of
the environment of the different health schools on the course,
knowledge orientation differences were very important factors to
consider. Where training was long, it was felt that there would
be time to impact students later on in terms of team education;
where time was short, there was a feeling of pressure.

The faculty concluded that the predominant orientation out-
side the course toward knowledge was biomedical. The lack of other
curricular supports was a major issue for the faculty to comsider
in later course work and team education; this will be considered
in the concluding chapter,

1. Assessment of Components by Faculty

The faculty was asked to write comments and to express
their concerns about the course components both in a written form
and to the faculty team at planning sessions. The following is a
synopsis of thelr reactions to each of the course components,
beginning with the lecture and team teaching; the full report may

be seen in Appendix B.
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a. Presentation: Although the theory of team teaching was
considered useful and valuable, there was a consensus that there needed
to be more evidence of collaboration among the teaching teams. Mention
was made of inconsistency in presentation method, lack of coordination,
continuity, and adherence to unitized presentations which demonstrated
the need for more team preparation. Appendix B presents a synopsis
of the faculty's opinions in full about the presentation of course

material.

b. Scope of Content and Suggestions: There was consensus

that the content and issues were appropriately stated. It was sug-
gested that capturing student audience was related more than expected
to manner, voice, word choice, and attitude. The content could have
been strengthened by improving these techniques and by greater reliance
on the case method of teaching.

c. Reorganization of Material: Reducing the amount of

material to be covered and better sequencing were mentioned by faculty
as ways to improve the lectures. The problem of finding an appropriate
text was mentioned by all faculty.

Although the faculty may have been excessively critical of a
first attempt, they also considered the course stimulating and worth-
while. The course was endorsed enthusiastically, but not uncritically.
The general consensus among faculty was that while not fully achieved,
the objectives were fully endorsed.

2. The Group Discussion Component

a. Group Discussion: The consensus of those faculty reporting

was that team leadership was desirable. However, there was a feeling

that cooperation would have been enhanced by faculty training and by
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earlier planning contact. Most felt the group discussion size (23 to
26) was maximally effective.

In general, there was a greater need to create bridges between
lecture material and discussions, a move which would require better
faculty preparation. In general, too, student attendance was mentioned
as a problem since it was not consistently good.

b. Group Project: There was a consensus that the project best

tested group skills and that the project should carry the weight of
grading. The criteria used to evaluate the project were appropriately
composed, but the faculty felt the need for greater clarification.

The need for a better definition of faculty responsibility, more speci-
fic topics, and better guidelines were generally cited as important
steps toward improving the group projects.

3. Faculty Overvieé‘

The overall course reactions by the faculty indicated a need for
more communication, better circulation of materials, greater clarifica-
tion of roles, and more consistent assignment of responsibility.
Revision and limitation of objectives were considered appropriate goals
for restructuring the course.

All of the above reactions seemed appropriate for a new venture
which was dealing with a new program that established new procedures
across professional lines so that a "strong common value base” could be
established.>

In summary, this Chapter presented a sequential review of the
development and mechanics of the course from the early phases of

planning to the actual course delivery. The Chapter focused on the
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faculty's reactions to the course and on their opinions. The next
Chapter focuses upon a detailed factual description of the students

who took the course and the professionals to whom they were compared.



Chapter IV

For examples of the curriculum see Appendix A for a course
outline.

The percentage figure of participation was arrived at for
each school by taking the total faculty available to teach
in the course (total resources) over the number partici-
pating; thus, a percentage was arrived at for each school
involved in the Project. Figures for the percentage of all
graduate and preprofessional students were supplied by the
University of Connecticut, Bureau of Institutional Research
and were based on Fall, 1975 figures.

Appendix C supplied copies of the questionnaire inventory
used to evaluate the Project.

For a fuller description of the findings with the faculty
see Appendix B for the written reports, and Chapter V for
description of respondents.

W. F. Bowers quoted in Eileen Bughman, "The Lecture Method
of Instruction”" (Geneva: WHO, 1972), 157, p.4.
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CHAPTER V

DESCRIPTIONS OF
"PROFESSIONALS AND PREPROFESSIONALS

A key factor in the design of any educational program is the
accurate assessment and description of the participants in training.
Equally important to ;his Project was the systematic measurement of
professional and preprofessional expectations and the effect of these
expectations on the knowledge obtained in Interdepartmental 200. To
assess the teaching of effective team functioning, a standard of inter-
professional practice was established by using 33 health professionals
who were working on teams in a variety of settings. The 200 students
were then compared to this standard group with regard to attitudes,
skills, and knowledge.

This Chapter presents a description of the recipients of the
training and the professionals to which they were compared. The
chapter has been divided into two sections. The first deals with a
description of the preprofessional and the second deals with the

practicing professional.

A. Preprofessional Health Students Involved in Project

Since differentials in background and experience might affect the

response to training, student characteristics were carefully assessed.
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Consideration was given to students' aspiration levels, career goals,
socloeconomic level, and personal characteristics, including maturity.
Since there is controversy over whether such training should be pre-
sented on an undergraduate level, it is important to understand whether
or not such characteristics make a difference.

As mentioned before, at the baccalaureate level, students had been
separated into geographically separate schools. These schools had, prior
to the project, offered no educational orientation toward the roles of
other health professionals. The involvement of 200 students in the
project was a major achievement.

Among the students involved in this project, 55% were nursing stu-
dents, 357 were from allied health field, 8.3% were in social work areas
and 1.7% were pre-medical students and others from various areas.

In view of the major differences between students and the lack of
orientation of the professional schools to this type of course, the
integration of team concepts into the student curriculum has been a com-
plex undertaking for students and staff. One of the factors contributing
to the success of the project, however, was the attention paid by the

faculty to the differential characteristics described below.

1, Types of Clinical Concentrations

An overwhelming number of the preprofessional students, 64.6% of
those in Interdepartmental 200, planned to concentrate in the future on
the clinical practice of nursing, pharmacy, etc. This group was follow-
ed by those interested in teaching, 15.4%; administration 11.77%; and
other activities such as research, 1.5%. In view of this, it is reason-

able to conclude that many of these students will be involved in future
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clinical team activities in diverse health settings. 1In fact, this high
interest in clinical activities suggests that a heavier emphasis on
clinical roles and expectations would be appropriate in future courses.
2, Future Plans

With the exception of medical students, the majority of the pre-
professional students didn't have a field or degree that they were pur-
suing other than a bachelor's degree (91.77%). A few, 8.3%, were seeking
a master's degree, mainly in social work or pharmacy. Most students
would have described themselves as generalists to whom the baccalaureate
degree was the endpoint in their educational process. Of those students
seeking a bachelor's degree, 45% of the nurses, 28.3% of the allied
health, and 6.7% of the social work students intended to seek certifica-
tion in their major field. Only 1.7% of these students had professional
certification prior to entering their educational experience at the
University.

Less than half of the students expected to pursue certification
or licensing, a low figure. One reason for this low aspiration level
could be the fact that most of the students were unaware of the need
for certification or licensing.

In terms of long range career planning, a large number, 30%, did
not ever want to specialize. Specialization may be a relatively late
decision in a student's career life pattern., This factor was a reason
for emphasizing primary health care teams at the early stages of career
development.

Patterns of attitude development and the formation of sterotypic

patterns of interaction developed at an early stage.1 An early emphasis

o
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on primary health care teams, which emphasized clinical skills would
have enhanced a positive development in terms of the overall administra-
tion of health facilities. Further, clarification of licensing and
certification issues would also be indicated in future courses.

3. Demographic Characteristics of Preprofessionals

In this project, the students' characteristics were described,
knowledge measured, and expectations systematically measured.

a. Age: The average was 22 in a range from 21 to 43 years.
There were significant differences in age among the preprofessionals.
The social work students were, on the average, eight years older than
the other groups, while the allied health students were on the average
one year older than the nurses. The nursing group was the youngest.
The fact that there were different age and maturity levels contributed
to the difficulty of combining students in an educational project.

b. Sex: Students were predominantly female and had had no
experience as working professionals or with the health care system.
The fact that the students were mostly female has been consistent with
the overall manpower picture. Females comprised 89.2% of all employees
in health facilities (excluding physicians and dentists) in Connecticut .2
Since the University predominantly served to provide preprofessionals
for a Connecticut population, the predominant pattern of employment in
the future will be linked to career choice, with females predominant in
the fields of nursing, allied health and social work.

The single-sex factor in certain fields may also have had a pro-
found effect on the aspiration level of students since female students

may not have perceived subsequent career mobility within and between
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professions.3 This might be a fruitful area for further study as a
factor influencing interprofessional and intraprofessional relationships.

c. Grade Point Average

The grade point average for the entire group was 2.9 on a 4 point
scale which was slightly higher than might be expected considering the
fact that most of these students did not aspire to advanced degrees. The
grade point average as a whole was 2.89, with men having an average of
2.78 and women an average of 3.07. The social work students and other
students who aspired to graduate education, had a grade point average of
3.2. The allied health stﬁdents' average ranged from 2.2 to 2.8, and the
nursing students averaged 2.8. Within the entire student group the grade
point average ranged from 2.2 to 3.9, with the modal grade being 2.7.

4, Socioeconomic Class of Preprofessionals

Socioeconomic class was ascertained by the classification of stu-
dent's family of origin using the rating scale developed by Hollingshead
and Redlich.4 This was supplemented by information on occupation, income
level, and self-identified class selection. The main objective of the
socioeconomic indicators was to see if students had substantially different
backgrounds from their parents or from current practicing professionals.

Slightly more than half, or 53.4% of the preprofessional students,
came from middle class homes, with 23.3% of these from upper-middle class
homes, and 3.3% from lower-upper ciass homes. Some 20% came from lower-
middle class homes. These two groups made up the bulk of the student
population.

Slightly more than half of the preprofessional students seemed to
have come from homes where models of professionalism would have been

available to them.
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a. Father's occupation

Some 31% of the preprofessionals had fathers who were employed
in occupations that could be considered as major professions and 257 had
parénts who were from the lesser professional groups.

Only 11.5% were from homes where the father was employed in
semi-skilled or unskilled occupations. However, 6.77 came from homes with
fathers who were unemployed or retired.

b. Mother's occupation

Since the overwhelming number of preprofessionals were female,
it was interesting to note that 337 of their mothers were unemployed or
housewives, while 16.7% were lesser professionals, and 257 were employed
in semi-skilled or skilled jobs.

Female preprofessionals tended to have low degree aspirations.
Their mothers provided few occupational role models and for the most part
were employed in the less well-paid clerical positions. Thus, these female
students were advancing in social status by acquiring a degree. However,
it is unclear from the data whether this professional degree represented a
compromise in career choice; female students may have seen thelr education

as a practical, secure insurance against possible limited choices.

5. Summary of Socioeconomic Class

| Generally, these preprofessional students came from conventional
homes which stressed the need for skills, not just a liberal arts educa-
tion. As Gartner has reiterated, and as this project has tended to
illustrate, "the values, code of etiquette and outlook" (of physicians
and pharmacists) has been "rooted in the middle and upper class, dominated
by white males".5 The latent culture of social work, nurses, and the

allied health professionals tended to be rooted in the conventional lower-
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middle, middle-class and female-oriented cultures.

B.  Description of the Professional Involved in the Project

Descriptions of the practicing professionals actively working on
health care teams have not been generally available. There is little
information on what proportion of the active health professionals work
daily on teams. Although the competency level of practice was not
assessed, an attempt was made to obtain clinicians with whom students
could be compared in terms of knowledge and experience.

Of the health professionals involved in this project, 197 were
physicians in the medical field, 287 were in the nursing fields, 26%
were in allied health fields, and 277 were in social work.

The 33 participating professionals were selected from the follow-
ing settings: a large university hospital, a community mental health
_center, and two small general hospitals.

1. Aspirations and Future Career Plans of Professionals

One characteristic of professionals was their long-term
interest in their careers and their commitment to clinical practice,
administration, teaching and research. There was a greater diversity
and interest in plans for research and administration among profession-
als than among preprofessionals. Although the majority, 51.6%, planned
to concentrate in clinical areas, 17.67 wanted to spend their time in
administrative tasks, 15.6% wanted to pursue teaching, 4.17%7 wanted to
pursue research, and 11.17 were interested in other endeavors. The
results tended to illustrate that career concentrations do change over

time; but that the major commitment remains in clinical areas.
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2, Demographic Characteristics of Professionals

a. Age: Among the professionals the average age was 45.
There did not seem to be an age difference across discipline lines.
However, there were two distinct sub-groups of professionals: the group,
30 years old and above, which accounted for 32% of the group; and the
group 29 or younger, which accounted for the majority of professionals,
or 68%. For the most part, the professionals practicing on teams were
young, mid-career individuals whose training was relatively recent.

b. Sex and Marital Status: Among the professionals, the

majority were female (83.37%). Only 16.77% were male. Over half of the
professionals, 56.7% were married; 6.77% were divorced or separated; and
36.7% were single. Of those who were married, over 96.797% had spouses
who worked as professionals. Only 3.3% had unemployed spouses. Thus,
most professionals could be said to be members of dual-career families.

3. Socioeconomic Class of Professionals

Based on education and self-selection of class structure,
using the Hollingshead and Redlich indicators of class, one third of
the professionals came from lower-class homes, one third came from
middle~class homes, and slightly more than one third came from upper-
middle-class homes.®

There was a larger group from lower income families among the
professionals than among the preprofessionals. Certainly, this group
represented an "upwardly” mobile faction. There was no significant
difference in parental class between disciplines among the professionals.

However, a large number of nurses (RN) graduated from diploma schools

in the professional group. This group came from lower-middle-class homes.
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Diploma schools had a more open entrance into their programs, allowing
for more study programs.

Most professionals came from middle income groups whose finan-
cial earnings were between $10,000 and $21,000; only 107 came from
families with incomes over $30,000. The discrepancy between self-identi-
fied class above an income level was drawn by professionals who con-
sidered themselves to belong to the middle -class despite the fact that
their parents' income due to retirement or death of one parent would be
below what would be considered middle income. Also, the results may re-
flect lack of knowledge about parental income. Other research on class
7

has shown that there is a bias toward the selection of middle class.

4, Parental Occupational Structure

a., Father's occupation: Thirteen percent of professionals came

from homes where the major breadwinner was semi-skilled or unskilled.
Almost 7% came from homes where the father was retired, and 3.37% had
fathers who were deceased. A total of 53% of the professionals had
fathers who were employed in the major and minor professional group of
occupations; 23.37 were in major professionals, and 30.0% in minor pro-
fessional occupations.

b. Mother's occupation: Nearly 7% of the mothers of professionals

were employed in the major professions and 16.7% in the lesser profes-
sions for a total of 23.4% in the professional group. Almost 177 were
employed in the minor and clerical occupations with the remaining 6.67%
in the skilled and unskilled occupations.

5. Education and Certification

a, Education: Twenty-four percent of the professionals had

Master's degrees; 10.3% had Doctorates. But the allied health profes-
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sionals had significantly fewer degrees; 16.77% were seeking Bachelor's
degrees; and 20% Master's.

b. Certification: Most professionals were certified to practice

in their respective fields. Among the largest group seeking certifica-
tion were physicians, followed by social workers (6.9% and 3.47%,
respectively). Twenty-three percent of the health professionals had

no professional certification; 11% were currently seeking certification,
and 55.27% had no current area of specialization. Therefore, they could
be considered generalists in the area of primary care teamwork.

C. Comparison Between Participating Pre-
professionals and Professionals

The method of assessing what the standard of practice was in the

project was to determine the current baseline of interprofessionalism

by examining professionals as a baseline, then testing to see how far
training could move preprofessionals toward meeting the current intellec-
tual (health knowledge) and attitudinal demands of interprofessional
practice. This could create an initial positive direction for the
modification of training procedures.

The design of the final project evaluation included an assessment
of the differences between trained preprofessionals and professionals
in terms of experience, knowledge, types of clinical concentration,
future plans, and selected demographic characteristics. This comparison
has been designed to specify the important differences between the two
groups to see if trained preprofessionals were more like professionals
after training.

The comparison is important in that it gives an accurate data base
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about those who are currently practicing interprofessionally, and how
they compare to students. As has been pointed out, the schools of
medicine, nursing, social work,and allied health have not moved in any
significant way to address the limitation in preparation for inter-
professional practice. This project begins to fill in needed data for
consideration.

1. Methods of Assessment

A current assessment of experience was made by asking profession-
als and preprofessionals to indicate on a scale from 1 (no experience
at all) to 7 (substantial experience), their experience in working with
the physician, the osteopathic physician, the clinical dietician, the
social worker, the nurse practitioner, the public health worker, the
nurse, the physician assistant, the pharmacist, and the physical therapist.

Respondents were also asked to rate from 1 (no knowledge) to 7
(a great deal of knowledge) how much they knew about the function of
each of the health professions mentioned above. |
2. Experience

Experience was defined as having contact with or having worked

with a specific health professional.
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TABLE 2

YEARS OF EXPERIENCE OF PROFESSIONALS
AND PREPROFESSIONALS BY HEALTH DISCIPLINE (a)

Total Allied Nursing Other
Health Health
Disciplines
N X N X N X N X
Experience and Knowledge
of Professional by years 30 3.6 6 3.4 16 4,1 8 3.5
N=30
Experience and Knowledge
of Preprofessionals (b)
by years 57 2.4 20 1.8 31 3.0 6 2.3

N=60

(a) Years of experience is defined as actual working years of contact with
other health professionals.
(b) Three respondents were dropped from the analysis due to missing data.

In Table 2, the preprofessionals and professionals had the most experience
with nurses, followed in descending order by the other health disciplines
composed of physicians, social workers, physical therapists, public health
workers, pharmacists, and clinical dieticians. Limited experience would,
also, seem to be related to access and to the place in which training or
work occurred.

Professionals also had almost three times as much experience with
social workers as with clinical dieticians.

This factor of little or no experience, or limited access to cer-
tain professions, could account for a lack of knowledge of function

and for the isolation which many health professionals feel. Most con-
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tact, among and between professions, has been generated in the work

place after training has been completed.

2. Knowledge of Function of Health Profession

a. Professionals: A description of the practicing professional

and the preprofessional who had been actively working on health care
teams would not be complete without an account of the knowledge of
each other's function, as is shown in Table 3.

Since the professionals selected had all been active in their
careers for an average of almost four years, it seemed likely that a
comparison in terms of knowledge of others' function would help deter-
mine a type of experience related to the following factors: exposure
to different professions, interest in others' functions, and a type of
“"savvy" related to competence.

As is shown in Table 3, the typical knowledge about other
health disciplines among the professionals was 4.0 on a scale from 1
to 7, with 1 being no experience, and 7 being a great deal of experience.
These ratings were self-estimates of each professional group's assess-—
ment of their knowledge of other health discipline functions. The
nurses estimated slightly higher levels of knowledge of others' functioms,
followed by the allied health group, and then by other health disci-
plines. The actual mean number of years of experience was 3.6 years,
with nurses having the most functional knowledge, followed by allied

health and other health disciplines.
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TABLE 3

EXPERIENCE OF PROFESSIONALS BY
HEALTH DISCIPLINE AND
FUNCTIONAL KNOWLEDGE

Total Allied Nursing Other Health
Health Disciplines

N=30 N X N X N X N X
Professionals
Number of Years
of Experience 30 3.6 6 3.4 16 4.1 8 3.5
Functional Knowledge
of Other Health
Discipline 262 4,0 5 3.9 15 4.4 6 3.7

(a) Four respondents were dropped from the analysis due to missing data
on this item.
The accuracy of this estimate of knowledge correlated closely with
their performance on the Interdisciplinary Health Knowledge Test that
will be discussed in Chapter VI. This gives credence to their self-

evaluated estimate of knowledge of other professions.

b. Preprofessionals: As illustrated in the following Table 4,

the preprofessional had an average of 2.4 years of practical experience.
This development has influenced the upgrading of curricula: many stu-
dents are practicing, experienced health workers before beginning their
professional education. Career choice in health care seemed to be
followed by early work experience in a health field.

An interesting finding is that after training, the preprofessional
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rated his knowledge of the function of other professions at almost the
same level as practicing professionals. The estimate for preprofession-
als was 3.8 and the estimate for professionals was 4.0 for their

functional knowledge.

TABLE 4

EXPERIENCE OF PREPROFESSIONALS BY
HEALTH DISCIPLINE AND FUNCTIONAL KNOWLEDGE

Total Allied Nursing Other
Health Health
Disciplines
N=60 N X N X N X N X
Preprofessionals
X Number of Years b
Experience 57" 2.4 20 1.8 31 3.0 6 2.3
X Estimate of
Functional Knowledgea 58° 3.8 17 3.8 30 4.6 11 3.0

(a) An estimate of knowledge of the function of health professionals was
an additional measure used to augment the use of experience. The
estimate of knowledge used was a self-assessment of information.

(b) Three respondents were dropped from the analysis due to missing data
on this item.

(c) Two respondents were dropped from the analysis due to missing data
on this item.

As shown in Table 4, the nursing preprofessionals rated their knowledge

of other professional's functions at a higher average than the practicing

professional, although the differences were ﬁot large enough to be

statistically significant.

At the baccalaureate level, there did seem to be emerging the "new

nurse" whose confidence and level of knowledge had made her a relatively
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new phenomenon. If the above preprofessionals entered the job market,
their own estimated knowledge of other disciplines combined with their
work experience would make them enter at advanced career entry levels.
These students had confidence in their estimated knowledge base. One
possible conclusion is that this is due to their exposure to the edu-
cational techniques in the Interprofessional Project.

3. Number of Years of Experience: Preprofessionals and Professionals

When professionals were compared with preprofessionals, there was
a significant difference between the two groups (x2=44.37, 3df,p<.001).
As explained in the prior section the professionals had a mean of 3.6
years experience (see Tables 1, 2, 3) compared to a mean of 2.4 years
for the preprofessionals. Both groups had had substantial prior
experience,

The allied health group of professionals was the least experienced
group and therefore had the lowest income available. This group would
account for some of the income differentials diséussed. In both the
comparison and student group, the nurses had the most experience in
terms of length of time at work.

Both the preprofessionals and the professionals estimated that
they had some knowledge of each others' functions., When the differences
were compared using an analysis of variance technique with experience
accounted for as a co-variate, the results were not significant
(Preprof X Prof, sum of squares 1.0, 2df, mean square .52, t test .59,
p=<.05).

It cannot be definitively concluded that the project produced a
greater knowledge of function of other professionals when experience

is taken into account.
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4., Types of Clinical Concentration

One typical difference between the professionals and the pre-
professionals in clinical concentration selection was the profession-
als' somewhat greater desire to pursue research and administration.

Both groups preferred the general clinical concentration (64.6% of the
preprofessionals vs. 52.6% of the professionals). However, there were

no statistically significant differences in choice of clinical concentra-
tion. From the above results, the preferred but not statistically
significant approach for both preprofessionals and professionals would

be clinical training, i.e., case material.

5. Future Plans

a. Advanced Degrees: A larger number of professionals were

currently seeking or planning to seek advanced degrees (20% of the
professionals as opposed to 8.3% of the students). In consideration
of normal career advancement, this would seem to be a high figure for
professionals and a low figure for students.

In the future, preprofessionals might follow the path of the
professional and might seek additional degrees with the marginally
comnitted preprofessional failing to practice. The education experience
itself acts as a filtration process and as time goes on those who are
1esé committed would be less likely to pursue advanced degrees.

b. Certification: As would be expected, more professionals were

certified to practice. When compared with the preprofessionals, more

professionals were currently planning to seek certification than pre-
2

professionals (x =38.5, 10df,p<.00l1). This could have been due to the

fact that certification is needed for practice.
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The fact that the future plans of both groups were different
could be an outgrowth of normal career patterns and growth. The find-
ings on seeking certification may reflect some uncertainty on the part
of preprofessionals which would seem reasonable at their career point.

6. Selected Demographic Characteristics (age, sex and
socioeconomic structure of professional and preprofessionals)

A comparison of demographic characteristics of professionals and
preprofessionals is shown in Table 5.

As may be seen, the professionals were significantly older than
the preprofessionals (x27.53,18df,p=<.001). This expected difference
accounted for one of the major differences between the two respondent
groups.

Both groups are significantly alike except for two variables,
experience and age. When compared in Chapter VI on variables such as
attitudes, interdisciplinary health knowledge and favorability toward
health care teams, the major differences between the two groups are
experience and age.

Both groups were predominantly female (x22.26,4df,p=<.5).

There were no significant sex differences when the various disciplines
were compared.

As shown in Table 5, only a few male participants were involved.
The sex-biasing of selected health professions has been noted in the
literature, and both groups reflected this biasing.

The impact of cultural, female-caring role expectancies was noted
in this evaluation. While the impact cannot be assessed by the present
study, the female bias of certain professions would continue if present

educational trends were extrapolated from the data in Table 5.



TABLE 5

SELECTED DEMOGRAPHIC CHARACTERISTICS OF PREPROFESSIONALS
AND PROFESSIONALS BY HEALTH DISCIPLINE

PREPROFESSIONALS PROFESSIONALS
Selected Total Allied Other Health Total Allied Other Health
Characteristics N 4 Health Nursing Disciplines(a) N % Health Nursing Disciplines(a)
60 100 21 35.0 |33 55 6 10 30 100 6 20 16 53.4 8 26.6

Age:

17-24 52 8 21 30 1 6 20 2 3 1

25-32 12 4 13 43.3 | 2 10 1

33-40 1 4 13.3 | 1 1 2

41 & over 0 0 23.4 1 2 4

Sex:

Male 7 11.7 | 1 14.3 1] 2 28.6 4 57.1 5 16.7 | 1 20 0 0 4 80
Female 53 88.3 120 37.7 |31 58.5 3.8 25 83.3 20 16 64 16
Socio~Economic

Structure:(b)

Lower Class to

Lower Middle

Class 13 21.7 4 25.01} 9 66.7 1 8.3 9 30.0 { 3 50 3 18.8 3 37.5
Middle Class to

Upper Middle

Class 31 51.7 |11  35.5 |16 51.6 4 12.9 9 30.0 | 1 16.7| 6 37.5 2 25.0
Lower Upper

Class to Lower

Upper Class 16 26.6 | 6 42.9 | 7 50.0 1 7.1 10 33.3 33.3| 5 31.3 3 37.5
Missing Data 2 6.7 ] 0 0 2 12.5 0 0

(a) The category, other health disciplines, represented all medical,

social work and graduate students.
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The analysis of socioeconomic class structure illustrated in
Table 5 shows a plurality of both groups was in the middle class.8
Although the differences between the groups in terms of class structure
were not significant (x22.26, 4df,p=<.5); there were some minor differ-
ences between the groups discussed previously.

D. Summary and Discussion of Difference Between
Professionals and Preprofessionals

In summary, there were no important differences between the two
groups as to sex, class,and occupation. The two groups also shared the
same commitment to clinical practice.

The major differences between the two groups were in age,
experience, and number of degrees received, as might be expected. There
were anticipated and statistically significant differences associated
with experience which were controlled for in the statistical analysis.

Minor differences in prior education and specialization were
observed, but these were not significant. Another difference was the
tendency among professionals to be more interested than the preprofession-
als in administration and research.

The following Chapter will examine the favorability of the two
groups toward health care teams, their scores on the health knowledge
test and the effect of experience on these scores. An evaluation of the
effect of the Project-on preprofessionals which controlled for experience

supports the conclusion that the Project did meet its objectives.
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CHAPTER VI
FINDINGS

The main objective in developing a formal evaluation for this
Project was to assess the merits of interprofessional education for
undergraduate preprofessionals, to determine student satisfaction
with the course and its components, and to describe the possible
fraining variables which would influence the educational process.

As Weber and Polansky have stated, evaluative research in edu-
cation should address itself to two key questions - whether the course
is any good and whether or not students make progress according to set
objectives or a set standard.1

To answer these questions, the major concerns were broken
down into these sub-questions:

1. 1Is the course successful?

2. Are the students satisfied and with which educational
method and which component?

3. Was the course adopted institutionally into the
University curriculum? Did the course continue?

A second set of questions was addressed to the issue of whether or
not the course met its content objectives. They are as follows:

1. Did the course meet the standards described in
Chapter I satisfactorily?

2, Did the course meet its objective of increasing
health knowledge?

95
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3. Did the course meet its objectives in terms of
developing and changing attitudes?
To answer thesé questions, preprofessionals, students who were
admitted to one of the five professional programs and who enrolled
in Interdepartmental 200 (ID200) were asked to indicate their satis-
faction and to evaluate the effectiveness of the components (large
lectures, group discussions, and group project) in the course to
pinpoint needed changes. Students were also given a second series
of instruments designed to measure their gains in health knowledge,
their attitudes toward health care teams and professionals, and their
consistency in upholding these attitudes.

The professionals described earlier in Chapter V, who were
used as a basis for comparison, were given the same series of instru-
ments. All instruments used in making the evaluation and the
- comparison are found in Appendix B.

Students completed the course evaluation after the final exam-
ination and were then asked to complete and return the second series
of instruments one week later. Professionals were asked to complete
the instrument at their place of employment within one week.

The Chapter has been divided into three sections. The first
section deals with the data concerning the students' course evalua-
tion; the second with the acceptance of the course; and the third
deals with the assessment of the impact that course content had on

the students' health knowledge and attitudes.

A. Preprofessional Evaluation of the Course Components

Preprofessionals were asked to evaluate the effects of the

large lecture cléss, the discussion groups, and the group project



97

using a 39-item questionnaire which measured their satisfaction with
statements on a seven point scale, ranging from strongly agree to
strongly disagree. The return rate was very high for this
questionnaire, 987%.

The results of the students' reactions are presented separately

for each component of the course.

1. The Large Class: Lecture

Students' reactions to the large class lecture component of the
course was assessed by their responses to 22 of the 39 questions in-
cluded in the questionnaire. They were asked to use a seven-~point
range to indicate whether they agreed or disagreed with the statements.
An example is given below:

1. The class spent so much time trying to figure out what it wanted
to do that it didn't have much time to accomplish much of anything.

1 .2 3 4 5 6 7
Strongly Strongly
Disagree Agree

A summary of the mean ratings to each question pertaining to
the large lecture component of Interdepartment 200 is shown in Table 6.
Each mean constituted one indicator of student satisfaction with this
component. In this and the following two Tables, the means are ranked
from highest to lowest.

An analysis of Table 6 indicates that the lecture component did
not generally generate much enthusiasm. The team teaching méthod was
used in this component, but was not separately evaluated.

As may be seen in Table 6, students tended to agree with the



TABLE 6
OVER~ALL COURSE
EVALUATION COMPONENTS:
COURSE EVALUATION OF
LARGE LECTURE

LARGE LECTURE Scale = 1 to 7 pts.; 1
7

N= 207 * X

S.D.

Strongly Disagree
Strongly Agree

1. Despite the instructor's efforts
to generate interest and involve-
ment, I was generally bored in
this class. 6.3

2. The instructors tended to become
so involved in their own ideas
that they couldn't translate
their knowledge into a clear
presentation students could
comprehend. 5.3

3. I wish the instructors had spent
less time on details and facts
and more time on what it was like
to be a professional in their
own field. 5.2

4, The instructors were so dry,
unemotional, and impersonal that
it was difficult to imagine how
they could be interested in the
material they were presenting. 5.0

5. One thing which detracted from
the class effectiveness was the
teaching team's manner which at
times was distant and even
unfriendly. 4.9

6. The class spent so much time
trying to figure out what it
wanted to do that it didn't
have time to accomplish much
of anything. 4.7

7. The instructors seemed more
interested in snowing the stu-
dents with their brilliance
than in making sure students

(continued)
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were understanding what was
being said each step along
the way.

The instructors were unable to
see that at times students had
some good ideas about what to

study and how the class should
be conducted.

The instructors always seemed
to have references and readings
at their fingertips regardless

‘of the issue and regardless

of their own profession.

The only time students were
really involved in this class
was when the instructors
were excited about what they
were presenting.

The instructors set high'
standards for the class without
making them seem arbitrary.

The whole issue of grades,
assignments, etc., bothered
the instructors so much they
simply refused to play their
proper role in the classroom.

The instructors were effective

because they shared with students

some of their own concerns and
feelings.

The instructors stressed their
power over the students by fre-
quently talking about grades,
rules, and regulations, and
deadlines for assignments.

The instructors respected the

individuality of each student and

were willing to try to work out

the best learning arrangement for

each member of the class.

X S.D. N
4.7 1.9 204
4.5 1.7 200
3.9 1.6 204
3.9 1.5 189
3.7 1.6 181
3.3 1.5 199
3.3 1.6 186
3.3 1.7 204
3.1 1.7 184
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TABLE 6
page 3

>
o
5
=

16. The class was more pleasant than
productive, more oriented toward
everyone becoming friends, than
to have students learn the
relevant material. 3.0 1.7 203

17. The instructors were effective
because they were able to
communicate a great deal of 4
accumulated knowledge. 2.8 1.5 205

18. It was very easy to learn, to
like, and to trust, the
instructors. 2.8 1.5 204

19. The instructors were too easily
fooled by hard-luck and sob-
stories; some students got away
with murder in the class. 2.7 1.6 199

20. The course greatly improved my
ability to work as a member of

an interdisciplinary health
team, 2.4 1.6 184

21. I had the feeling that this
class was personally meaningful
and rewarding. 1.9 1.4 185

22, Because of their enthusiasm, and
energy, the instructors made this
a course students could not help
but become interested and involved
in. 1.8 1.2 185

X=3.75

* Two hundred and twelve students completed the course. However,
207 completed this part of the questionnaire.
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statements: 1) "the instructors were dry", 2) "they wanted the
instructors to spend less time on details and facts", and 3) they
wanted "more time on what it was like to be a professional. These
statements cluster around delivery issues and indicate that students
were unhappy with part of the way the lecture material was delivered.

Many of the other items cluster in the neither agree nor dis-
agree category. For example, statements such as '"the class spent
too much time trying to figure out what it wanted to do" and the

" were in this

"teaching team's manner ... at times was distant ...
catégory. These results tend to indicate that students generally
did not have a strong opinion about some of the course details.

The students tended to slightly disagree with the statements:
1) the class was more '"pleasant than productive", and 2) the "instruc-
tors set too high standards". These results indicate that the class
was more positive about two important issues, productivity and the
standards set. In a more positive vein, students indicated that
grades and assignments had been properly handled. They agreed that
instructors seemed to have references and readings at their fingertips.

Students indicated some dissatisfaction with aspects of the
course lecture, but not strong dissatisfaction. A genmeral problem
with the lecture method as an effective means of training was
expressed and indicated from the studeqts' viewpoint that this com-
ponent had the least potential for prolonged future effect on them.

In view of these responses, one might conclude that the course
material to be covered would lend itself better to small group
presentation enhanced by case material which includes more of what

it is like to be a professional on a team as well as more involvement
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on the part of the core faculty team in presenting better lectures
with less rgpetition.

A possible reason for the contradictory and dissatisfied feel-
ings was the generally unsatisfactory lecture hall which was distant
and cold, and the large number of students taking the course. The
inexperience of the faculty with team teaching may have been another
factor. A third factor may have been the administration of the
questionnaire itself after the final exam when students' ambivalent
feelings were generally higher.

The expectation that the lectures combined with the faculty
team presentation in a class of over 200 would foster some intimate
contact seemed to have been initially too idealistic. A more
realistic approach would have been to expect the presentation of
balanced information within a context of limited interaction in a
large class or to limit the number of students entering the lectures
by giving the lectures to small groups and expect more lively

interaction.

2, Discussion Component

Seven statements were included in the 39-item questionnaire
to see how students rated their satisfaction with the group discus-
sion components of course, ID200.

As shown in Table 7, the mean of the individual ratings for
each of the seven statements in the discussion component shows a
relatively high score; this reflects a rather high level of satis-

faction with the discussion group procedures included in the course.



TABLE 7
OVER-ALL COURSE
EVALUATION COMPONENTS:
DISCUSSION GROUPS

DISCUSSION COMPONENT Scale=1 to 7 =Relatively 7=Relatively
Low Score High Schore
N=207 * X s.C. N

1. On the average, how many students
came to your discussion group? not coded 20

2. How clearly do you understand the
positive and negative feelings of
others in the discussion section? 4.5 1.4 206

3. How clearly have you been able to
communicate both your positive
and negative feelings in the dis-
cussion section? 4,1 1.6 206

4, How completely have you shared

your ideas in your discussion
group? 3.8 1.6 207

5. Has the discussion section
benefited to any extent from the
unique contributions of each
individual in the discussion
section? 3.3 1.5 202

6. How much have you tried to
influence what happened in your
discussion session? 3.2 1.6 206

7. To what extent were the object-
ives of your initial discussion
section achieved? 3.1 1.5 198

8. How much do you feel that you
have learned from your discus-
sion section about interprofes- :
sional health teams? 2.6 1.5 203

¥=3.51
* Although there were 212 respondents, the highest number rating the
discussion component was 207. Five students for various reasons

were not enrolled in this component.
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An analysis of Table 7 indicates that the discussion component
was generally well-received. Ratings were highest in the degree to
which they "understood the positive and negative feelings of others
in the small group components” (X 4.5). Next students rated them-
selves as most able to communicate "both positive and negative feelings
in the relaxed atmosphere of small group discussion (X 4.1). The
students' reactions indicated that they tried to share a few of their
ideas, but not all (X 3.8). Most tried to share and influence what
happened (X 3.2).

As part of the evaluation, students were asked to indicate how
many attended discussion groups. While most groups were assigned 25
students, the average attendance reported was 20. Some attendance
problems due to illnesses and other necessary absences might be
expected. However, faculty felt poor attenders might have had less
favorable attitudes toward discussion groups. The impact of less than
full group attendance cannot be measured; but it should not be com-
pletely dismissed as an indication of some limited dissatisfaction.

It can be concluded that most preprofessionals felt they con-
tributed to or benefited from the small group discussion component of
the course. As findings thus far suggest, informally éonducted groups
of small size may be more helpful in imparting team concepts than

large, formal lectures.

3. Project Group Component

Eight questions on the 39-item questionnaire dealt with satis—
faction with the group project component of the course.

As may be seen by the figures in Table 8, preprofessionals



TABLE 8

OVER-~ALL COURSE

"EVALUATION COMPONENTS:

PROJECT GROUPS

PROJECT GROUPS Scale=1 to 7

N=212

1.

How many students were there
working on your small group
project?

How did you share your ideas in
the project group?

To what extent did you feel the
objectives of your project
group were achieved?

How clearly were you able to

communicate both your positive and

negative feelings to the project
group?

How aware were you about the posi-

tive and negative feelings of
others on the project group?

How productive was your project
group?

How much did you try to influ-
ence what happened in your
project group?

Did the project group benefit

from the unique contribution of
each individual in the group?

105

1=Relatively 7=Relatively
Low Score High Score

X

S.D. N

6.2

6.0

5.9

5.8

5.7

5.6

5.5

X=5.8

not tabulated

1.1 212
1.3 212
1.2 212
1.1 212
1.3 212
1.1 212
1.6 211
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felt very positive about their experiences in the project groups,
generally expressing high satisfaction. Almost all respondents replied
positively to the statements: 1) they "shared ideas in their project
group" (X 6.1); 2) they felt "they achieved the objective" (X 6.0);
3) they were "able to communicate both negative and positive feelings"
(X 5.9); and 4) they were "productive" (X 5.7). They also indicated
a high interactional awareness of the feelings of other group
members (X 5.8).

These general findings of satisfaction seem related to students'
positive reaction to the small, focused group research projects and
the informality encouraged. These findings strengthened the faculty's

observation of a positive reaction to this component.
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4, Comparison of Conponents

In the comparison of the three educational components and
their associated educational methods, it is clear that the students
considered the group project to be most useful and the most likeable

part of the course, (see Table 9).

TABLE 9
INTERPROFESSIONAL STUDENT CHOICE OF
EDUCATIONAL METHODS: 'COMPARISON OF

PROJECT, DISCUSSION GROUP, AND
LECTURE COMPONENTS

Components: MEAN MS t test
MEAN SQUARE
Lecture: a

Discussion: b

Project: ¢ X X
b c b c

Discussion vs Project 3.5 5.8 10.3 10.12%x%
c a c a

Project vs. Lecture 5.8 3.75 26.17 6.80%**
b a b a

Discussion vs Lecture 3.5 3.75 26.63 i

p=<' 05*

p=< . 01**

p=<. 00]* %%

As illustrated in Table 9, the small group discussion component
and the large lecture component, with little difference between their
ratings, were considered much less desirable than the project approach

to learning. Both the faculty's evaluation and the author's observa-
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tions confirm as fact that the small group process was the most
satisfactory educational method.

This conclusion that small group process in interprofessional
team training is the desired method was also confirmed by Carlaw and
Callan who found that an even smaller number of people working
together, dyads and triads, was successful in training faculty.2
Other studies such as those byEichenberger and Gloor, Belof, Korper,
and Winerman at Yale, and Madelon, use the small group process
successfully without evaluating its total impact.3 Others such as
Kunze and Lenniger express the belief that small group learning as
a teaching methodology is important and desirable.4 Two studies,
one by Lewis, and one by two nursing educators, Elizabeth Mason and
John Parascandol, indicate that group process had the "greatest
impact on students who had no previous content on health teams."5
These selected team training studies concur with the findings in this
Project. One limitation of these studies and the Project is that
there is no comparison between traditional educational methods which
stress competition and interprofessional education which stresses
the accomplishment of tasks through collaboration.

In terms of overall outéome, the course was considered more
successful in two of its components, group project and group discussion,
and less successful in the other, the lecture. Overall, the Project
which included the committees, administrative meetings, the formation
and organization of the course, and all of the developmental work was
considered to have achieved its results by meeting the planning

objectives.
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B. Curriculum Acceptance of the Course in the University

The success of the course was confirmed by its adoption into
the required course structure of three of the five professional
schools and by its continuation as a part of the curriculum of all
five professional schools. The course continued with revisions
based on those suggested by the evaluation. As indicated in the
faculty evaluation, faculty have generally accepted the course, but
continue to have many questions about some aspects, e.g., the size,
the amount of effort, and the lack of good texts.

C. Evaluation of the Course Content
and its Effect Upon Students

1. Comparison of Knowledge and Attitudes;
Preprofessionals vs. Professionals

Answers to several questions pertaining to the preparation of
team educated professionals were sought. For example:

1) 1Is the course successful in preparing preprofessionals
in their knowledge, increasing their favorability
toward health care teams, and in inculcating positive
and consistent attitudes toward other health care
professionals?

2) Are the preprofessionals significantly different
from the professionals on the measured training
variables: health knowledge and attitudes?

3) 1Is the reason for a significant difference due to
the course or can it be explained that the results
are due to experience or another factor such as
differences between the health disciplines?

a. Method of Comparison

A comparison was made between the preprofessionals (students)
and the professionals, using the latter as a standard (normative

group) to see if training could help students achieve a knowledge
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base comparable to that of professionals.

The two groups were found to be essentially matched on
all descriptive characteristics exéept for experience and health
discipline (see Chapter IV). As Suchman and Myers point out, match-
ing according to group characteristics and then utilizing techniques
for covariance with several variables permitscontrolled comparisons.

In this case, the effect of experience, identified as a
major intervening variable which distinguished the otherwise compar-
able disciplines and student groups, had to be determined. By
conérolling for on-the-job experience for professionals and prior
experience for students, the effect of the course alone can be
ascertained with more certainty. If the two groups and the health
disciplines could be compared simultaneously on all major outcome
variables with comparisons made before and after they are equated for
experience by statistical design, it could then be concluded that the
results for the preprofessionals are due to the advantage of training.

Similar designs using the technique of analysis of variance,
as the preferred statistical method to measure interactive effects,
were recommended by Kerlinger, Campbell and Myers.7 In this case, the
effect of experience is controlled as a covariate (by being held
constant) while the interaction of the other aspects of training which
produce variations in health knowledge and attitude are measured.

This method of comparison was made based upon the following
rationale:

1. A baseline is formed to measure performance by comparing
a student who is a university trained preprofessional with a team-

experienced professional on knowledge and attitudes.

e T NETET SR TR
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2, When experience is equated by statistical design for
both these groups and the different disciplines, then one logical
conclusion is that part of the difference in knowledge and attitudes
would be due to the course only given to the preprofessionals.,

b. Assessments of Krniowledge and Attitudes

In this section, analysis is made of the contribution of the
course to three areas: 1) health knowledge, 2) changes in favorability
toward health care teams, and 3) positive and consistent attitudes
toward health care professionals.

1. Assessment of Health Knowledge

A health knowledge test consisting of 53 multiple
choice items was designed to measure general comprehensive health
knowledge, especially knowledge of the training of each health pro-
fessional group. Questions were pre-tested and developed by an
interprofessional faculty who screened the questions submitted. A
question such as the following was used:

The physician may admit a patient to a hospital only if:
(a) the patient is sick
(b) he/she has "admission privileges" granted by the
hospital
(c) The admission committee approves
(d) he/she belongs to the local (county) medical
society
(e) the patient has adequate insurance coverage.
A test of reliability for each item and for the whole test was
established. On the 53-item test, a relatively high reliability co-
efficient of .895 was found. Although the validity of the instrument
was not established, its submission to the faculty, their examination

of it, and the response of other professions which were positive lent

credence to the test's validity.
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‘a.  Comparison of the Preprofessional and
Professional Groups on Health Knowledge

In comparing the two groups, two questions were asked:

1. How did the students do as compared to the
professionals in terms of gained knowledge?

2. Is the knowledge gained associated with experi-
ence or does greater knowledge accrue through
the learning process in the Project?
The following Table shows the means of two groups divided accord-
ing to the three disciplines of social work, nursing, and allied health,

indicating that the professionals have a higher mean score on the

health knowledge test.

TABLE 10

MEAN HEALTH KNOWLEDGE SCORES OF
PREPROFESSIONALS AND PROFESSIONALS
BY HEALTH DISCIPLINE

Discipline Preprofessionals Professionals
Social Workers 6.7 27.5
Nurses : 26.0 25.0
Allied Health 25.0 16.22
TOTAL 19.23 22,88

Since the means for practice disciplines and the two groups show wide
variation, it was important to examine the scores more closely:
1) to see if the scores are actually significantly different, 2) to

see if the scores reflect a significant interaction between the
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different disciplines, and 3) to determine if the variation in the
test scores could be explained by differences in experience.

As may be seen in Table 11, there is a statistically significant
difference between preprofessionals and professionals in terms of
their health knowledge after the preprofessionals have completed the
course.

The information presented in the lower portion of the Table shows
that there is also an important difference between the disciplines.
These differences between the disciplines will be considered in the

next section.

TABLE 11

COMPARISON OF TOTAL HEALTH KNOWLEDGE
BY PREPROFESSIONALS AND PROFESSTONALS

Source Mean Square df F

Preprofessionals/ 538.70 1 9.43%%
Professionals

Disciplines 479.30 2 8.39%%
Covariate(Experience) 3.62

Error ’ 57.08 83

p=<.05%
p=<.OLk%
p=<. 001 *%%

-
In answer to question one, about whether the students learned as
much as professionals, it was found that the professionals did receive

a significantly higher score. This higher score possibly may be due
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to the score differential of the social work students as shown in
Table 10 and as discussed later on in this section.

In answer to question two, when experience was equated in both
groups, the difference in knowledge was not found to be statistically
different. Thus, one might conclude that the knowledge gained by the
preprofessionals could be associated with the course the students took.
While it cannot be concluded that a single course can help students
surpass their professional counterparts, they were moderately successful
in meeting the knowledge objectives, and some interesting results are
shown when the different disciplines are examined in the next section.

b. Comparison of Health Disciplines on Knowledge

In Graph 1, the illustration shows that each student disci-
pline learned a different amount in the course and that there are large
differences between some of the disciplines when they are compared with
their professional counterparts.

GRAPH 1

MEAN HEALTH KNOWLEDGE FOR
PREPROFESSIONALS AND PROFESSIONALS BY

HEALTH DISCIPLINE
a Professional

(adjusted for experience)
- Preprofessional
Student

Social Workers (a Nurses

(a)social work students included all graduate medical, dental, and
other graduate students.
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When the data shown in Graph 1 are examined in the light of the
data shown in Table 11, it can be concluded that of the student
disciplines, the nurses and the allied health disciplines, performed
better than could be expected, and one discipline, the social workers,
did not perform aswell as could be expected. The low score of the
social workers could have been the factor which explained the differ-
ences in the total health knowledge scores between the two groups.
Without this score, the two groups compare very favorably on health
knowledge.

The difference in scores between the students and the profes-
sionals was greatest among the social workers followed respectively
by the allied health discipline and the nurses. The nursing students
performed as well as their professional counterparts, and the allied
health students exceeded the scores of their professional counterparts.
The social work student scores were below that of their professional
counterparts.

It is not totally clear from the above data why the social
workers performed so poorly. Although it is difficult to specify or
determine the exact effect of other course work upon students, it does
seem likely that there was an advantage when other supports in the
curriculum existed. The student social worker received little
coordinated training in health practice - thus, there was a curricu-
lar disadvantage for them.

c. Normative Comparisons

The advantage of a normative comparison of students with
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professionals as a baseline is that it allows a criterion linked to
the field of practice to be established. Ebel and others have
advocated, this type of educational measurement since widespread
analysis of course effect or success, using many varieties of instru-
ments, has generally shown that a background factor or factors were
more responsible for school success or performance than the curri-
culum or a particular course.8 Although the normative comparisons
used in this Project do not totally exclude background factors,

such as other curricular support, they were a valuable tool to
measure the differential effects of team teaching upon very diversi-
. fied students; they use a more equitable standard than comparing
students with each other. Another major advantage is that different
guidelines can be established for each discipline. This is especially
useful for the professionals who are interested in the transfer of
knowledge to practice. It is also useful to students to know how
they measure against their counterparts.

In terms of the overall tested scores of the preprofessionals,
the course could be considered to have been mostly successful in
giving students an equivalent health knowledge with professionals
as a baseline. The course more than met its content objectives with
two of the studént disciplines, the nurses and the allied health
students. However, the benefits of the course cannot be considered
to be equal across discipline lines. One of the conclusions is that
the course did contribute to some of the gains shown in health

knowledge.
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2. Comparison of Preprofessionals and
Professionals on Favorability Toward
Health Care Teams

If all the health disciplines were essentially equal
in their capacity to perceive their own attitudes toward health
care teams, the direction of students’ attitudes would be toward
a more positive position. The hypothesis that training can produce
positive attitudes toward teams which might be acted upon in the
future is also a focus of this study. If students are as favorable
toward health care teams as professionals who work daily on teams,
then the course would have helped students to clarify and perhaps
expand their positive attitudes toward teams.

a. Scale for Assessing Favorability

A measure of favorability was made which consisted
of a rating scale made up of five concepts: the belief in the
efficiency of a health care team; the opportunity to be on a health
care team; the belief in team quality; the importance of the health
team; and the level of confidence in the health team. For example,
students and professions were asked to circle the number on the
scale which best reflected their opinion on efficiency of health
teams:

1. How efficient do you think Interprofessional Health
Teams are in delivering health care?

1 2 3 4 5 6 7
Much less About equally Much more
efficient: effective as the efficient;
more costly present system less costly

Since a clear pattern of correlation and interconnection emerged
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across the five concepts, the mean of all the scored items constitut-
ed the favorability score. This instrument measured the comparative
success of training efforts by looking at future desires in team
practice.

The major questions to be answered are:

1. Are preprofessionals as favorable as professionals
toward health care teams?

2. 1If preprofessionals are as favorable in this regard
as professionals, is this due to the experience
difference or to the course?

3. Are there differences in favorability toward
health care teams within the health disciplines?

When the mean favorability scores of the two groups are shown in
Table 12, the preprofessionals, after completing the course, were
almost as favorable toward health care teams as professionals. With
seven as a highly favorable score and one as a low score, preprofes-
sionals (X 5.2) achieved almost as favorable an attitude toward
health care teams as professionals (§-5.6), and question one can be

answered affirmatively.

TABLE 12

MEAN SCORES ON FAVORABILITY FOR PREPROFESSIONALS
AND PROFESSIONALS BY HEALTH DISCIPLINE

Disciplines Preprofessionals Professionals
Social Workers 4.48 ' 5.37
Nurses 5.60 5.67
Allied Health 5.80 5.90

Total 5.18 5.64
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In the Table below, the fact that the differences
were not significant between the two groups is confirmed. 1In the
lower section of the Table, however, a significant difference is
shown between the health disciplines.
TABLE 13
COMPARISON OF PREPROFESSIONALS AND

PROFESSIONALS ON FAVORABILITY
TOWARD HEALTH CARE TEAMS

Source Mean Square df F
Preprofessionals/professionals 3.16 1 .97
Disciplines 4,54 2 4,96%%
Covariate (Experience) 1.05 1 1.53
Error : .91 83

p=<.05%

p=<.01l**

p=<. 001 %%

As shown in the Table above, the answer to question
two is that when all the groups were equalled with respect to experi-
ence, the differences were not significant between the preprofessionals
and professionals. Both groups were very favorable toward health care
teams. The course could have influenced this aspect of attitudes
among the health disciplines.

There are some significant differences within the
health disciplines on their favorability toward health care teams. In

both groups, the allied health disciplines gave the most favorable
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rating to health care teams, followed by the nurses, and the social
workers. The students, in this instance, reflect their professional
counterparts’ preferences for teams with remarkable similarity.

This information might be used in an interprofession-
al course by informing students and instructors of the potential
differences between the disciplines in favorable team orientation
and of the similarity of these disciplines with their professional
counterparts. Greater efforts might be made to instruct and make
social workers and nurses aware of the benefits of teamwork. Since
the differences occur between the disciplines with some regularity,
there does seem to be some regulating of preference for team work
as in the allied health professions which may, in part, reflect
the inherent attraction to this particular field and/or early
socialization to the values of this discpline.

The course seemed to have met its objective of
positive influence upon students to choose health care teams as a
viable way of working since students, after completing the course,
are as favorable as professionals toward health care teamé. It also
might be possible to build upon the early expressed, positive pre-
ference for teams of the allied health professional.

3. Positive Attitudes Toward Other Health Professionals

One other important factor is the positive attitude
of both groups toward other health professionals. If favorable atti-
tudes exist toward teams, then what are the attitudes toward
physicians, nurses, social workers, and allied health personnel who
would be working with them on teams daily?

If the course was successful in helping to form more
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positive attitudes toward other health professionals, then a major
objective would have been achieved.

a. Measurement of Positive Attitudes
Toward Health Professionals

Attitudes toward other health professionals were
assessed by using a 13 item scale in which both groups were asked to
rate physicians, nurses, social workers, pharmacists, clinical
dieticians, physical therapists, and medical technologists on a
series of concepts related to personal characteristics thought to be
important to all professionals.

For example, both groups were asked to "reflect how
they view the typical attitudes of other health professionals":

Physicians seem to me ...

Not

care H : : : ¢ Caring
Not

Self- : : : : : : Assured
assured

Each group of health professionals was rated in turn, i.e., "Nurses
seem to me ...". After each health discipline rated their own disci-
pline and others, a score was obtained for their positive attitudes
toward each discipline mentioned. The seven on the scale represented
a high score or a relatively more positive attitude score toward
other health professionals.

The major questions to be answered in terms of
positive attitudes toward other health professions are as follows:

1. 1Is the course successful in inculcating positive
attitudes toward other health professionals?

2, If both groups have a positive attitude toward
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health professionals would they want to work
with them on a team? Are their attitudes
consistent?

As shown in Table 14, there are no differences in

the two groups in terms of their positive attitudes toward health

care professionals.

TABLE 14

COMPARISON OF POSITIVE MEAN ATTITUDES
BETWEEN THE PREPROFESSIONAL AND
‘PROFESSIONAL BY HEALTH DISCIPLINE

Discipline Preprofessionals Professionals
Social Workers 3.19 3.10
Nurses 3.05 3.15
Allied Health 2.77 2.97
Total 3.00 3.00

As shown in Table 14, there was also not much variation between
the disciplines. Although the differences are very slight, the social
workers were viewed as most positive by both the nurses and the allied
health worker. The social workers and nurses had the least positive
attitude toward the allied health disciplines although the differences
were minor. Future courses and on-the-job training might try to
ameliorate the slightly less positive attitude toward the allied
health disciplines.

The test for positive attitudes did not discriminate very well

between negative and positive attitude toward other health care
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professionals. For example, in examination of the scores, the most
positive score was received by the social worker (X 3.19) out of a
possible seven. Thus, all of the scores seem to be on the low side
since the mid-point was 3.5 and four represented a more positive
attitude.

The information that both groups rate each other on the low
side for all disciplines indicates that some use could be made of
this information to point out the need for change in future training
of both students and professionals. One of the major goals in inter-
professional education is the inculcation of positive attitudes and
the understanding of the function and place of other professionals.
This goal cannot be achieved unless all the disciplines have a more
balanced view of each other and of themselves.

b. Measurement of Preferred Choice of
Discipline on a Health Team

Students and professionals were asked to identify
a preferred health professional group by answering the following
questions about desirable teammates:
"Imagine you were about to work with other health

professionals as a team. We assume that you have

expectations about your working relationships ..."

1. Which other discipline on a team would you
anticipate having the most difficulty in
working with?

2, Which other discipline on the team will it
be easiest for you to work with?

After categorization into the group most difficult and the easiest
to work with, a score was obtained which was then compared with

the positive attitude rating previously described for each discipline.
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A score was obtained by answering the following
questions:
1. If both groups had a positive attitude toward
a health professional group, would they want
to work with that discipline on a team?
2. Are their attitudes consistent?
The example shows how the consistency score was used: If the nursing
discipline chose a discipline which was easiest to work with on teams,
but which as a group they felt negatively about (below 3.0) on the

attitudinal scale, they would be inconsistent. Their group score

would be rated at a zero point as shown below for nurses:

Weighted Attitude Preferred Choice
Score

Nurses nurses=0 score if positive
* attitude was less than 3.0

0 1 2

.o
.

This scheme formed the basis on which the different discplines' con-
sistent, preferred choice of discipline score was obtained for use
in Table 15. A high score would be two and a low score would be

less than one.
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TABLE 15

COMPARISON OF CONSISTENT ATTITUDE MEANS
OF PREPROFESSIONALS AND PROFESSIONALS
BY HEALTH DISCIPLINE

Discipline Preprofessionals Professionals
Social Workers .33 1.38
Nurses .94 1.06
Allied Health .38 .50

Total .60 1.0

As can be noted above, the preprofessionals were less consistent than
professionals although both groups did not seem to have very consist-
ent attitudes.

Table 16 compares the two groups in terms of atti-
tude consistency; no significant differences between the preprofes-
sionals and professionals were found in terms of their consistency.
Since there is a significant difference between the various
disciplines (shown in the lower part of the Table), and it is likely
that experience does have a major effect upon the scores. This

effect is examined in the next section.
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TABLE 16

COMPARISON OF PREPROFESSIONALS AND
PROFESSIONALS ON CONSISTENT ATTITUDES

Source Mean Square df F
Preprofessionals/professionals 724 1 3.09
Disciplines .98 2 4,19%
Covariate (Experience) 1.04 1 4. 44%
Error .23 83

p=<.05%

p=<. 01%%

p=<. 001%*%*

c. Experience as a Factor

GRAPH 2
Adjusted Mean Attitude Score for the

Disciplines (with experience equated statistically)
Professional

- Preprofessional
2 High

Student

ocial Workers Nurses Allied Health

One of the student groups, the nurses was as consistent

as their professional counterparts when experience was considered.
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Of the étudent groups, the allied health group was slightly more
consistent than their professional counterparts. The social work
students had the most inconsistent attitudes toward other health
professionals. Other major studies have confirmed that the student
social workers can have the greatest difficult with defining their
consistent roles as Beloff and Winerman noted in their studies .at

Yale.10

The low scoring in these ratings reflects part of the reason
for their role difficulty.

The fact that students do not have consistent atti-
tudes was expected. As professionals, the social workers were the
most consistent group examined, followed by the nurses and the allied
health professionals. The above information could improve our efforts
to focus the effects of training. The data suggest that although
positive attitudes may be inculcated, the other remmnants of stereo-

typical ideas may prevent some students from altering their attitudes

or from wanting to work with some disciplines on teams. Since no

discipline showed a totally consistent viewpoint, a synergistic learning

process in interprofessional education which encourages new positive
attitudes, may need to be developed. This process could encourage
increases in the general knowledge about other professionals and
ensﬁre more exposure of students to attitudes toward teams which
might make it less difficult to overcome background influences and
preferences.

Another totally different approach might be taken
to the problem. The admissions process of the different professional
schools could select individuals who express attitudes which could be

compatible with collaborative teamwork. This may be the more fruitful
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approach in the long run.

D. Discussion and Interpretation of Findings
Regarding Interdepartmental 200

The findings suggest that the course can be considered to
have satisfactorily achieved its objectives. In terms of overall
outcome the following points should be considered:

The most successful component of the course as rated by the
students was the group project, followed by the discussion group,
and then the lecture component. The course met its objective by
being adopted into the general curriculum and was a required
course for two out of the five health professional schools. From
the point ?f view of the faculty, the course was partly successful,
and they concurred with the students that small group process was
the most helpful way to approach team education.

The course, in large part, with the exceptions noted below,
met its objectives in content and attitude inculcation when the
following differences and similarities between students and pro-
fessionals and the disciplines are considered.

1. Students compared favorably to professionals in terms of
health knowledge, and it is likely that the Project, in part,
accounted for the knowledge gained by the students. Two of three
groups of students performed better than could be expected, and
one group did not perform as well as could be expected. With the
exception noted above, the course could be considered to be partially
effective in giving students the content they needed.

2, The course is substantially helpful in helping students

to form positive attitudes toward other health professionals. Using
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the professionals as a normative group, the students had: 1) as
favorable an attitude toward health care teams as professionals,

2) as positive attitudes toward other health workers as profession-
als, and 3) were almost as consistent in those attitudes as
professionals. Neither the professionals nor the students were
very positive in their attitudes toward other health professionals.
Although the professional did have a slightly greater, but not
significant, tendency to be more consistent in their attitudes,
both groups did not seem very consistent in their attitudes.

These results can be attributed to these three influences:

1) differences in actual experience, 2) differences between the
disciplines, and 3) differences which were accounted for by the
course. First, there was no significant interaction due to experi-
ence on any of the training variables except attitude consistency.
It seems reasonable to conclude that greater team experience may
affect the consistency of attitudes.

Second, since there were major differences between the disci-
plines, it seems reasonable to conclude that the course did have a
different effect on the attitudes of each student discipline and
that the disciplines may, in turn, affect how future courses should
be handled.

Third, the course met its overall attitude objective when the
students are compared with the professionals. However, future
courses would need to concentrate more in this area by considering
whole curricula and their influences, by consideration of different
teaching strategies that might be needed for each discipline, and

by obtaining considerably more curriculum supports for team-based
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education in social work.

3. The training achievement in the course suggests that the
adoption of new, positive attitudes toward health care teams can be
encouraged more in small groups than in the classroom, but that
these attitudes will need to be selectively reinforced for each
discipline. Coursework assisted by a well-designed clinical experi-
ence could be an effective educational addition to the coursework.
On the basis of these findings, model clinical sites staffed by
unambivalent, motivated professionals who believe in the team method
should be encouraged. The group project could be enhanced by an
opportunity for students to work with professionals at such clinical
sites.

University-based training can help students learn about health
knowledge and understand the limitations of their own and other
disciplines with whom they interact in group projects and discussion.
Without losing sight of the fact that any anticipated level of class-
room or small group success must be ultimately tested in a clinical
setting, it can be concluded that the process of learning and the
fusion of a collaborative identity through team-oriented education
can be partially enhanced by coursework at an early point in career

development,
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CHAPTER VII

SUMMARY AND CONCLUSIONS

I. SUMMARY
At its best, teamwork includes the spark of scientific
theories, individual genius, joint ingenuity, and good personal

1 vt its worst," Eaton has

relationships among collaborators.
said, "teamwork has been a facade behind which people work under
the label of togetherness or collaboration, while they engage in
meaningless activity or sabotage each others' efforts."2

The course described in the preceding Chapters has been an
interprofessional attempt to reduce isolation and conflict among
the health disciplines, and to foster the best in teamwork by
exposing students and faculty to some of the concepts, issues, and
problems of team interaction. At the same time, efforts were made
to design the course and administer it interprofessionally, and to
actively influence the learning process of students both through
the presentation of sound, basic, health knowledge and through

stressing the development of attitudes thought to be important to

interprofessional teamwork.

A, Changing Needs for Teamwork

As reported in the preceding Chapters, professional educators

have been increasingly concerned over the adequacy of current

132
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professional education for undergraduates. Universities, educators,
and students, as well as the public, are questioning whether the
methods and practices currently followed will be adequate to meet
health manpower needs for effective, efficient, and less costly
arrangements of personnel who can deliver humanized, comprehensive
health care in a wide range of settings.

The undergraduate course (ID200), central to this Project,
was a response to these needs and to a health care system that is
undergoing change, particularly in the development of health care
teams.

At their best, teams can improve health care by bringing the
full spectrum of health knowledge to bear on a patient's problems.
The trend toward the use of health care teams, as described earlier,
holds great promise for the optimum application of the knowledge
of professionals from various health fields. But, that promise
cannot be fulfilled unless professionals who will work in teams
are taught early in their education to work together efficiently
and harmoniously.

A number of experimental programs have been undertaken to
help foster that efficiency and harmony, programs exploring the
tréining of graduates and undergraduates as well as on-the-job
training, The course prepared and conducted in this Project at the
University of Connecticut 1s one experimental effort designed to
develop the interprofessional knowledge and skills of the under-
graduate.

The course design reflected these considerations in the
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development of a large, intérdepartmental, one-semester course
for over 200 students from all five health schools at the University
of Connecticut. The courses offered 15 one-hour lectures on
general health issues, integrated with small group discussions of
topics generated by the lectures. Within these small groups,
research ideas were evolved and developed with faculty guidance by
a multi-disciplinary team of students who completed a project
together,

Course content focused on interdisciplinary definitions of
health; a description and analysis of the health care system; and an
in depth exploration of health policy issues, including the legal,
social and cultural impact of these issues on consumers and
providers.

A core faculty, including the author, taught the lectures
in teams. The core faculty was also responsible for the planning
and administration of the course. Another group of faculty members
from these same schools led the group discussions and supervised
the student research in teams of two. Integration and administra-
tion of the course components —- large lectures, group discussions,
and student research projects —— were achieved in weekly team meet-
ings of the core faculty. Guidance and policy direction was given
by an all-University interdisciplinary committee.

The objectives of the course were implemented in three ways:

1) by the educational methods used and their associated
components;

2) by the integration and leadership provided in the
weekly and bi-weekly administration meetings;



135

3) by the demonstration of collaboration, emphasis on
positive attitude building, and communication throughout
the format and content of the course.

Both the design of these collaborative aspects of the course

and the content of the course were seen as important facets of a
total approach to creation of an early effort to educate students
to a model of professionalism which emphasized collaboration among
health disciplines. The growth of practicing health care teams is
creating a demand for higher levels of this type of cooperation

at earlier stages of professional development. This, in turn,
means greater efforts must be made to establish a common instruc-
tional and communication base within the university, and to develop
a jointly held and mutually reinforcing respect among the health
professions. With this increased understanding might come a new,
altered professional framework for those who deliver care in teams
and a new framework for teaching basic health care courses to joint
classes of students from various health disciplines.

There are, and will continue to be, major obstacles to the
development of this new interprofessional framework. These obstacles
include practical problems of reorganizing curricula; the persistence
of established values which emphasize professional differences and
hierarchical status problems, including an exclusionary admissions
process in the different professions; and the idealization of
clinical practice, which tends to glorify the isolated, individual
practitioner. But new health settings and national legislation
may already be transforming the old system of values attached to

"gpecialization and health disciplines" into a new system which will

change educational goals.3
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Five factors are acting and interacting to bring about this
new system: the need for educational change; the proliferation of
health workers; the challenge to the biomedical model espoused by
many conservative health educators; new federal funding for team
education; and an incipient challenge to traditional professional
education in the university. This interaction ultimately may re-
sult in a higher priority being given to team education and to
interprofessional settings within the professional schools.

The Project is useful in providing information to those
interested in similar projects, since it brought together members
of the faculties of five professional health schools and generated
data on both student and professional attitudes toward team prac-
tice. The evaluation was also useful to the University of
Connecticut since it generated specific suggestions for change in
a continuing course.

To better define what changes in health education were needed,
the results and implications of the Project —- both the expected
changes at the University of Connecticut and the implications for
other coursework —- have been examined. Some practical implica-
tions for professional education are discussed, followed by the
impact of these new design considerations upon faculty and students;
next is considered the Project's impact and potential contribution
to the educational problems encountered in professional education.

B. The Project's Implications for Future
Courses at the University of Connecticut

l. Continuation of the Course

This dissertation has focused on the early stages in the
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cycle of developing an interprofessional course and on the evalua-
tion of its success in meeting its objectives. After the Project
was completed, the evaluation helped the faculty of the five

schools involved to refine the course, which continues to be offered
to students of all five schools and is required by three of them.
Some 600 students have taken the course since its inception and
there is evidence that some of the implications could be generalized
as relevant for education in other universities or professional
settings and with other health students.

The design of the course with several different components
has been maintained as appropriate to the structure of an inter-
professional course. The use of team teaching and the small group
process as teaching methodologies have been endorsed by both the
facul;y and students.

Educational research in other universities has also con-
firmed that small groups are preferred to large groups as learning
settings.4 This small group component of the course should receive
as much emphasis as possible within the constraints of time and
money.

In terms of the future, it is important that efforts be
made to garner more curricular support from two of the five health
schools at the University of Connecticut, the Medical-Dental School
and the School of Social Work. These two schools had fewer resources
and fewer students involved in the course than other schools. Their
support might be increased by including master of social work candi-
dates and medical-dental students in the course and by actively

engaging more faculty in the course.
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2. Design of Course Content

There was a general agreement among the faculty and
students that the material covered in ID200 was the right subject
matter and appropriate for undergraduates, but that it lacked depth
and support by more advanced readings and clinical illustration.

Although consensus about the nature of the course
structure or course material was not expected at this demonstra-
tion-experimental level, the degree of acceptance was greater than
might have been expected from both students and faculty. Both
expressed some disappointment in this initial effort, but their
criticism was useful. It was almost as if the long-awaited
opportunity to cooperate released and focused some real and unreal
expectations. While the course content generated some approval and
some moderate dissatisfaction, it was also a focal point for posi-
tive suggestions and questions that faculty and students had about
each other as representatives of different disciplines. Airing
such criticism and expectations is often a necessary first step in

creating greater interprofessional understanding.

3. The Comparison of Students and Préfessionals
When students in the origina1>course were comgfred after
training with professionals already active in health care teams, it
was shown that they had learned from the course content. But the
comparison resulted in some surprises, including unexpected differ-
ences among the health care students from different schools.
For example, the course was more successful in imparting

knowledge to the allied health students and to the nurses who com-
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pared well with their professional counterparts. But, it was less
successful with social work students. The course was comparatively
successful in shaping student attitudes, so that student attitudes
after the course were almost like those of their professional
counterparts in terms of favorability toward health care teams and
consistency of attitudas toward health professions. However, it is
difficult to state definitely whether or not other supporting
courses in the curriculum affected these results, and how much.

It was not expected that students and professionals would
be as favorable toward health care teams as the testing showed. Nor
was it expected they would be so lacking in positive attitudes toward
other health professionals. Both students and professionals rated
other health professions very low in characteristics assumed to be
at the core of professionalism. -

This discovery may be an important starting point for fur-
ther research into issues in early career development, professionalism
and bias.

It was not expected that attitudinal differences among
students at an early, preprofessional level would be so reflective
of attitudes, preferences and differences among professionals in
corresponding disciplines. Whether or not the content of an inter-
professional course alone can deal with these complex issues is
problematic. However, the sharing of these results through discus-
sions in the course might help to shed light upon the lack of
attitude consistency and role satisfaction of team professionals

revealed in the Project testing.
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Educators must consider the built-in biases students
bring to their professional education as well as explore the effect
of these blases upon student development. Thus, educators may use
the data generated by the Project as a starting point for further
exploration and definition of who enters a given profession and
why. More data is needed for comparison since it is important to
determine whether these findings are particular to the five schools
studied or are generally supported by data from other universities.

C. Implications for the Design and Content
- of Future Interprofessional Courses

1. Design of Courses

Since the course was a new undertaking, there were few
comparable efforts from which to draw info?mation. The resolution
of the expected design issues and the benefits of this experience
may be useful to others interested in pursuing interprofessional
education. Four aspects of designing the course emerged as crucial:
selection of faculty and students; degree of involvement of the
various schools; the administration of the course, iﬁcluding the
amount of time allocated for delivery, planning, and communication;
and the integration of the course within the total curricula of all
professional scﬁools.

One of the important design issues was the number and kind
of professional schools to be involved. For example, it was expected
that there would be varying degrees of support. But the signifi-
cance of this uneven support was even greater than expected. Each
school had different numbers of students and resources involved,

different orientations to knowledge, different lengths of training
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time, and a different organizational framework, including class
schedules. Unfortunately, although one course can succeed within
its own defined limits, it will take more than one course to
transcend the influence of a biomedical model and the disciplinary
differences reflected in a student's professional education.

While it was anticipated that there would be a need to
invest a great deal of administrative time in the course, the
investment was underestimated. The amount of planning and administra-
tive time exceeded expectations since the course was designed to
reach a large number of students and involve a large number of
faculty. The involvement of fewer students and fewer faculty would
reduce some of the administrative burdens, such as the administration
of tests to large numbers of students, coofdination and scheduling
of the numerous faculty involved in the group discussions, and this
would make future courses more manageable in terms of time.

The practical difficulty of communicating with faculty
and students on different campuses was also underestimated at the
beginning. Nor were the true differences between educational
approaches of the different disciplines immediately apparent. For
examiple, each professional school might be presenting certain basic
material in the.health care field in its curriculum, but the timing
and priority given to the material varied. A thoughtful consider-
ation of the. total curricula of all schools would make it easier to
assess the content level, appropriate format, and appropriate place-
ment of the course within each different curriculum.

As a result of their varied backgrounds, the students who

enrolled in the Interdepartmental course reflected varying degrees
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of preparedness for the course content. Those who had been exposed
to other courses which supported the interdisciplinary approach had
certain advantages which were reflected in their attitudes and in
their testing. The design of future courses should take into con-
sideration this range of academic backgrounds among the students.

It would be prudent to study the total curriculum of each
discipline and then determine at which stage students in each school
might best benefit from an interprofessional course. Students might
then ideally enter at different stages in professional training,
with the time of entrance varying from school to school. It would
then be reasonable to offer the cﬁurse to a mix of undergraduate

and graduate students.

2. Designing Future Course Content

In designing future courses, it is important to keep in
mind that students and faculty generally agreed that the material
covered in the Project course was appropriate for undergraduates.
But, they indicated more advanced readings and clinical illustra-
tions could be provided. Students indicated that there should be
more emphasis on joint, task-oriented research projects and that they
weré ready for more independent, advanced work earlier than expected.

When the Project course was designed, emphasis was given
to helping students understand the demands, rewards and conflicting
stresses of teamwork. This emphasis was aimed.at creating favorable
attitudes towards teamwork. Testing revealed, however, that students
were more favorable toward health care teams than expected, so the

content of the course could be adjusted to deal with other problems
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in greater depth. One of the problems that might be studied in
the course is the low esteem health professionals showed for one

another in the testing done for the Project.

3. Design of Additional Interprofessional Offerings

Clearly, one way of dealing with this problem and possibly
evolving a long~term benefit would be the inclusion of a clinical
coﬁponent to follow an initial interprofessional course. This
clinical component would include material and structured experiences
deéigned to support and reinforce concepts presented in the first
course,

A minimum offering to reinforce the course in all pro-

fessional schools would be more elective interprofessional courses.

4. Interprofessional Training and the Student

a. Sharing Research

Before this Project, little was known about the impact
of large-scale, early team education upon the knowledge, attitudes
and perceptions of students. Much remains to be learned, but it is
important that the results of the research portions of the Project
be shared with students and faculty as a means of developing
reélistic attitudes and expectations for teamwork.

For example, both nursing and social work students
might benefit from learning the results of testing which showed their
attitudes toward team training were less favorable than the attitudes
of other students. And students might also benefit from seeing how
those in the course scored in knowledge and attitude testing when

compared with professional counterparts,
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The faculties of health schools might also benefit
from the results of Project testing. The faculty of the allied
health school might decide, for example, that allied health students
might enter ID200 at a relatively early stage in their professional
development since allied health students had such high scores in
knowledge testing. The value of such normative testing is that it
allows for a standard of comparison outside of each of the schools
and gives accurate feedback as to how these students are doing in
terms that have implications for the individual schools and their

faculties.

b. Understanding Student Pressures

The pressures on the student in interprofessional
courses should be examined further. For as Coser states, "In
learning new roles, a person faces ... ambivalence twice compounded:
he faces different expectations from various reference groups who
all have an inherent interest in his growth ... at the same time,
each reference group (health discipline) expects him to live up
to role requirements surrounding his present as well as future
status."5 Thus, conforming with a new requirement in student team
caaperation requires "nonconforming" with some of the role require-
ments of the student's other position in his own profession. As
Fuchs, Millis, and Coser have suggested, 'This simuléaneity of
conformity raises some issues in regard to the (using of the)pro-
cess of (professional) socialization."6

At times, as this Project demonstrates, the inherent

student role problems and new attitudinal positions rather than being
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a source of constraint, provided an opportunity for socially

creative behavior by the student professional.

c. Increasing Student Satisfaction

The lack of a perfect system for the inclusion of all
the professions in one course does not mean that interprofessional
courses should not be attempted or modified.

What seems clear was that each university must try
many different combinations, such as: the teaching of clinical
interviewing jointly; the inclusion of all students in basic science
courses together, followed by an all-professional course such as
this one. Interprofessionalism confronts students with "complex,
untidy tasks" which challenge the relevance and worth of ome's
professional, educational investment.7 The prevalent view, sustained
by this Project, is that a change in the values held in professional
education must accompany any effort to change the individual student
or his bias toward individual work preferably at an early prepro-
fessional level.

The problems outlined for the student do not mean that
large-scale, team-oriented courses, as demonstrated, should be
abandoned. The continuation of the course in its present, large-
lecture format is proof that it is possible to satisfy some of the
major content objections by developing lectures of more interest to
students, providing curricular support to students, and thus,

increasing student satisfaction.
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d. Adapting to Preprofessional vs Professional Education

One conclusion that seemed reasonable is that there is
a committment to professional education that does not actually crys-
tallize until entrance into a full~-time health professional program.
The indoctrination into interprofessionalism is a complex process
for both faculty and students and the clear indication of the Project
seemed to be that team education should be undertaken when that
committment is made.

One reason for the generally lower performance scores
on the health knowledge test of the social workers and other pre-
medical students was their lack of a clear cohesive program and
committment to a health profession. The undergraduate student
planning on graduate education may make a different decision about
his vocation or may not be. able to enter his chosen health profession
due to a lower grade point average or other reasons, e.g. a lack of
appropriate experience. 1In the Project, the student social workers
and the pre-medical students were a small number of students who may
have been 'trying out" the professions as opposed to those students
who were already admitted to professional programs. It may not be
fair to compare them to practising professionals.

Understandable differentials of status and grade point
average between graduates and undergraduates would make a difference
to those responsible for planning future programs. Certainly, the
degree of committment to profession varies even within those accepted
into programs. However, this Project, at the undergraduate level,
has shown that team education might be attempted with a mix of students

if different assignments and performance expectations were designated.
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5. Implications for Faculty in
Health Professional Schools

As demonstrated in the course, the interprofessional
approach to problem-solving by the participating faculties was highly
valued. Inherent in an interprofessional approach is the notion
that a number of professional teachers can and do merge their
energies as a team in a collective effort to produce a more
effective, more original course.

a, Problems and Opportunities

As the testing showed, the nature of team teaching
was felt by the faculty involved in the Project to be qualitatively
superior to, if not also quantitatively more extensive than the
work that any single health professional could achieve alone.

As Powers and Moss have suggested, this means, in essence, that
each of the faculty participants on an interprofessional teaching
team holds a power over certain key functions considered essential
to the ultimate achievement of the course's stated objectives.8

One problem in conducting the course centered on the
individual contributions of faculty members. For example, & few of
the faculty leading the small group discussions felt that there were
communication difficulties that implied status difference between
them and the core team teachers. This problem could be simply solved
by assigning the same faculty to a core team for lecgures and the
small group discussions. This would also have the added advantage
of lessening time-consuming communication problems.

Another problem, which may have contributed to an

overly critical attitude toward certain aspects of the interprofes-
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sional course, was an original lack of total consensus about the
value of the course and a misunderstanding about the supposed
merging of "professional identity." Since these issues arise among
most faculty, it is imperative to deal with these misconceptions
about interprofessional cooperation early in future courses.

A third consideration in the design of any interpro-
fessional course is the opportunity it presents for informal
interaction within the cooperative effort. The inculcation of
professional roles is a complex socialization process not totally
dependent upon one course, but much of the informal interaction of
faculty with students helped to create an easy atmosphere of
exchange. In this atmosphere, any agreements or disagreements
between faculty members were readily apparent to students.

This added another dimension to the demand placed on
the faculty, a dimension not present in individual classroom in-
struction. This dimension of faculty teaching can be threatening

or useful, but it must be anticipated in future courses.

b. Improved Recruitment of Faculty Teaching Team

The experience of this Project indicates that faculty
selection for interprofessional coursework should not be based
solely upon requisite knowledge, but upon interpersonal skills and
observational capacity as well. The task of proper selection of
personnel emerges as one of the essential prerequisites of inter-
professional education. All too often, chance rather than an
educated judgment, determines which faculty and which students are

involved. This Project demonstrated that voluntariness, while
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sometimes important, did not have to be a criterion for student
or faculty selection. In one sense, the effort to include repre-
sentatives of all health schools was one of the valuable contributions

to developing an interprofessional practice.

II. SUMMARY OF FINDINGS AND RECOMMENDATIONS

A.  Findings

The efficacy of team training in the pre-clinical
baccalaureate years depends upon these important considerations:
the extent to which training can or should increase knowledge about
general health care, shorten the amount of individual adjustment
necessary for students who work on teams, and modify attitudes
toward health care teams and other health professionals.

The prospect provided some insights into the dynamics of
training students for teamwork:

1. A strong positive relationship between the preprofes-
sional students' positive perceptians of the course
and the faculty's endorsement was shown.

2. Students perceived the objectives of the course and
reinforced them as faculty did also.

3. After a comparison between students and professionals
was made, it was found: (a) students were as favorable
toward health care teams as were professionals, (b)
students held varying degrees of positive attitudes
toward other health professionals, and (c) students
were inconsistent in their choice of which health
discipline they wanted to work with on a team.

4. The course did help students to gain knowledge across
disciplines although they gained knowledge in varying
degrees. These gains helped them to compare favorably
with professionals.

5. Since the structure of the course reinforced the
interprofessional content it would be important to
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focus future course design on content and format which
are -inter-related and were proven in this Project to be
successful., The most successful component in the course
was the small group research project done by students,
followed by the small group discussions, and the large
lecture. Variations of the design of these aspects of
the course should be considered.

These findings indicate that one optimal use of cooperative
resources, as demonstrated in the Project, can open new, educational
options to students and faculty by helping them to cooperatively
solve mutual problems within a new training structure. Exercising
these new educational options over time should influence what is
done in university facilities; the impact of an expanded interpro-
fessional effort would be far-reaching in its implications since:

" . ..in all societies, health, illness and medicine

constitute a nexus of great symbolic as well as

structural importance, involving interconnecting

biological, social, psychological and cultural systems

of action.”

Unless challenged, separate health professional education with
its ingrained habits, attitudes, and procedures, threatens to become
an aggregation of disparate parts more responsive to divisive than
integrative forces. As Evans and others have advocated, and as the
Project demonstrates, the university cannot exercise its unique role
in the future of human health if this seemingly haphazard arrangement

10
is permitted to continue. If the hallmark of the university is
anticipation of the future, then, interprofessional education is one
of the mediums through which faculties can energize themselves for
change. Even though interprofessional education seems to provide a

local avenue for change, it is incumbent on those who promulgate

this type of education to base more of their decisions upon continuing



research into interprofessionalism and teamwork.

B. Recommendations for Interprofessional Education

The experience gained in planning, conducting, and evaluat-
ing Interdepartmental 200 showed that an ideal course in teamwork
can achieve its interprofessional objectives and should include
the following:

1. A conceptual framework which emphasizes comprehensive

health care within a team format and which values each

profession's contribution;

2, Continuity with, and reinforcement of, the course in
other areas of the student's curriculum;

3. Joint management of the course by all the health schools;

4. Emphasis not only on knowledge of health, but on an
understanding of attitudes and team relationships;

5. Study of the interprofessional aspects of health care
knowledge, including role and status problems and
communication skills;

6. Use of several integrated compoments, such as faculty
team teaching and small group research project by
students;

7. An emphasis on developing positive and consistent
attitudes toward working with other professionals.

In addition, more work is needed to measure the long term
success of interprofessional courses; this could be done by planned
follow~up, interviewing, and testing of students after they enter
the job market.

It is clear, however, that early inculcation of regard for
other health professionals can be achieved and that knowledge can
be imparted in the process, but not without some difficulties.
Although a tradition of separate training was broken in this

Project, one course, even when combined with an effort to use
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socialization to produce different values, cannot bring about
interprofessionalism.
An important part of the success of the course grew out of
two efforts. One of them was the administrative coordination of
the course. The other was the attempt to use and combine educa-
tional methods with the teaching and inculcation of new attitudes.
The following recommendations were drawn by the author from
a review of the total experience with the Project. These recommend-
ations have been selected from the perspective of their wvalue to the
student, the faculty, and the university:

1. To start and complete an interprofessional effort,
the administrative responsibility must be allocated
and fixed with an individual or team of individuals
to avoid time-consuming and complex decision-making.

2. The selection of faculty should be based on the follow-
ing criteria: teaching ability and ability to collaborate,
personal attributes which make it easy to cooperate,
and belief in the efficacy of teams. If possible,
experienced team teachers should train interprofessional
teams prior to their participation in the course.

3. The course should have available more time, faculty, and
resources than the ordinary course since the effort is
time-consuming and requires constant revision and
communication among faculty.

4. Since the physical setting of the course proved a
critical factor in the large lectures, efforts should
be made to find a convenient and suitable meeting place,
even one outside the university in a community laboratory.

5. Outside funding or elaborate resources are not needed;
however, an organizational consultant or faculty person
from outside the health schools might be involved to
help faculty develop sound interpersonal relationships.

6. From the experience of this Project, it is clearly
valuable to make the course a requirement at some, if
not all, the health professional schools. This under-
scores the importance of the course and makes it less
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a special demonstration project and more a part of
routine professional study.

7. It is reasonable and beneficial to include a mix of
graduate and undergraduate students, although the present
course included only undergraduates.

These recommendations can be an important step in developing
the best in team care. It is hoped they will stimulate other
interprofessional demonstration courses in other universities.

The new courses, in turn, can provide more basic research into the
effects of interprofessional training on students and faculty by
adding to interdisciplinary knowledge.

For students, this Project has demonstrated that an under-
graduate course can help meet the need for teamwork in a less
haphazard fashion. Students and faculty responded and gained in
kno&ledge about each other while engaging in a socialization process
across professions. Specifically, students demonstrated that they
gained in knowledge and also developed more positive attitudes
toward interprofessional teamwork within a required course format.
Their exposure to the concepts, issues, and problems of team inter-
action should help them adjust more quickly to the practice of
professional teamwork.

' For faculty, this Project has demonstrated that in individually-
oriented health professional schools it is feasible and possible
to develop jointly a curriculum that cuts across disciplines.
The demonstrated value of this interprofessionalism for health
faculty lies in the opportunity to learn from each other by making
the best cooperative use of knowledge and skills.

If the university is to utilize its faculty and student
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resourc;s efficiently and effectively in fostering the best in
team care, a permanent administrative mechanism for the implementa-
tion of interprofessional coursework has to be developed to
synchronize curricula and to make feasible the entry of both
graduate and undergraduate students into similar interprofes-
sional courses with corresponding and supportive clinical
experience. This would help to end the costly duplication of
basic coursework with individual professional health schools.
The possibility also exists that a feallocation of faculty and
resources might be beneficially and equitably made among health
schools., The universities and the professional schools have an
opportunity to exercise leadership in changing a disciplinary
focus which constricts by exercising leadership in anticipating
the need for a more comprehensive, publicly-oriented, team-
trained health professional before changes in the health care

system make educational changes immediately imperative.
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APPENDIX A

List of Objectives
For Interprofessional Project: Phases, I, II, and III

PROJECT OVERALL

Objectives are listed sequentially in the order of accomplishment:

1. Establish a committee. The Interdepartmental
Health Committee (coordinated in Phase I).

2. Implement a coordinated curriculum (planned by a
team of faculty). This resulted in a course,
Interdepartmental 200 (Coordinated in Phase II).

3. Assess the institutionalization of Interdepartmental
200 in five University of Connecticut professional
schools (Coordinated with Phase III).

Objectives for Attitudinal Skill Knowledge Development in Inter-
departmental 200 (Ind. 200): Evaluation in Phase III by Attitudinal
Scale.

1. Understand and have favorable attitudes toward pro-
fessional roles among interprofessional teams.

2. Apply a problem~-solving method in the discussion
section to the activities of the health-care team. Be
aware of potential management problems in teams.

Minor objectives related to Knowledge: Evaluation by Health Know-
ledge Test in Phase III. ‘

1. Have knowledge of the health-care delivery system.

2. Have knowledge of the educational preparation of the
various health team members.

3. Have basic knowledge of the legal and ethical responsi-
bilities of health professionals.
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APPENDIX A
2

COURSE NUMBER AND TITLE: INTERDEPARTMENTAL 200. An Interdiscipli-
nary Approach to Health Care.

COURSE DESCRIPTION:

An interdisciplinary approach to health care which focuses on
the role of the health team in the health care delivery system.
Emphasis is placed on the preparation and roles of the health team
members, both independent and interdependent, the system of health
care delivery in the nation, modes of communication and collabora-
tion, the role of the consumer of health care, and the ethical and
legal responsibilities of health professionals.

COURSE OBJECTIVES:

At the conclusion of each section of the course the student
must understand:

I. The Meaning of Health

1 Define "health" and the "wellness".

2 Describe and compare the various states of "illness"
and "infirmity".

1.3 Identify and compare the major factors influencing

the health needs of individuals by social and

economic groupings.

1.
1.

Identify and contrast the major environmental
factors and personal living patterns which influence
the health of individuals and groups.

1.4 1Identify responsibilities of health professionals
as a group and promoting the health of individuals,

Identify the common and individual goals of health
professionals.

II. Health Care Planning

2.1 Identify the major components of the health care
delivery systems in the United States.

Describe how the current system meets/fails to meet
the health care objectives of prevention, amelio-
ration, restoration and maintenance or conservation.
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Course Objectives » Rationale

-

Unit 1. Time: 2 hours

Unit

RKnows a definition of Understands the

"health" and "wellness" delicate balance
to be maintained
in health

Knows a definition or Understands how

description of "illmess" 1illness differs

and "infirmity" or from health; un-

Yaging" derstands the
significance of
aging

Recognizes major environ-
mental factors and per-
sonal living patterns
which influence the health
of individuals.

sick role

well role

Knows the responsibilities
of health professionals

as a group in preserving
and promoting the health
of individuals (emphasis
on consumer and his needs)

II. Time: 12 hours
Knows aspects of the Understands how
health care delivery care is secured.

system in the U, S.

Understands how health
care policy is
established.

COURSE PLANNING FORMAT

Learning 1
Activities Resources ' Evaluation
Cognitive Exercises, Dunn - "High Level

Small group process Wellness" Who
definition of
health

Uses definitions
in speech

Observation in Teams Group notation:
evaluation

Development of
Positive attitudes

8¢l



Course Objectives

Understands the role of
government in the .
establishment of policy
concerning health care

Understands the role
played by private inter-
ests in the establish-
ment of ‘health care policy

Identifies expectations
which consumers have of
health workers

Identifies the cultural
and attitudinal problems
of the client facing a
health problem.

Knows of the costs
involved in securing
health care.

Recognizes deficiencies
in the current systems and
organizations of health
care.

Rationale

To learn the
issues and goals
of National Health
Insurance. Knows
of legislation
affecting health
care.

Appreciates some

of the social
barriers to obtain-
ing health care.

To learn about
health insurance
1. Private

2. Public

To understand
changing health
needs and demands
dictated by social
changes

[

Learning
Activities

Lecture by team

Resources

Medicine in a

followed b
discussion

Lecture by team

Changing Society,
Corey et al

National Health

followed by dis-

Care, Elling

-cussion

Small Group
Discussions and

Sociology of
Medicine, Coe

Role Relations

Considers problems
of the deprived,
minority groups,
the affluent, and
the middle-class

Examine various
types of policies

Lecture/followed by
small group
discussion.

Health Strategy
Game, Hepner and
Hepner

The American
Health Empire

[

Evaluation

Test, Items
3,4,6,7,8

Test, Items

No Evaluation

661

Test, Items 12,
17,18,21,22

Test, Items 5,8

Test Examination
(Essay)

em e .



Course Objectives

R L)

Rationale

Learning
Activities

Resources

B ey

Evaluation

Unit III. Time: 14 hours
Knows the fundamentals or

essential aspects of role
theory.

Role modeling in
small groups as a
team/Project/Peer
Review.

Role Theory: Con-
cepts and Research,
Biddle and Thomas

To understand
role strain and
status inconsist-
ency

Understands the process
of system analysis

Role modeling in
small groups as a
'team/Project/Peer
Review.

Joyce Finch,
Systems Analysis...

Test of Health Care
Team Inconsistency
and Management of
Dissonance

Understands their
basic preparation
in order to know
the potential con-
tribution of each
team member.

Knows the educational
preparation and area of
expertise of the various
health team workers

-Expects conflict and
can identify.
Positive Attitudes.

Odgers and Henberg,
Introduction to
Health Professions

Test, Items,
1,2,3,4

091

Identifies and ver-
balizes stereo-
types of each of
the health
professionals.

Understands what
each team member
contributes to
health “care.

Knows the function, roles
apd activities of the
health team members.

.See position papers Test, Items
prepared by each 1,2,3,4
faculty representa-

tive.

Can name the Health Pro-
fessional Goals -
Prevention, Restoration,
Amelioration, Conserva-
tion.

Contributes to
common value base.

Lecture and small
group project.

Faculty represents No Evaluation
value base consensus

to students.

Ameliorates role
strain.

Applies the problem-
solving method to the
activities of the health
team.

Small group Research Theory of Cogni-
/project. tive Dissonance.




191

" Learning
Course Objectives Rationale Activities -Resources Evaluation
..... — l 4=
Knows the purpose and ;Ameliorates statusg Small group iHuman Problem
methods of evaluation of |problems. ;Research/project. - Solving, Newall
clients' health and social ; , and Simon :
status used by various . ; g
members of the health team.: ' ;
Understands the role con- 'Develops manage— : Small group ¢
flicts and status differ- ment of conflict. ’ Research/project. E
ences and their effect on ' H
the health team. A
Knows how to determine the - Small group iSocial Stress 3 No Evaluation
leader of the health team. " Research/project. (ed) by Levine ’
~and Scotch
Unit IV. Time: 12 hours . ‘ : {
Understands the meaning of ‘ : { Test of Health Care
collaboration/and atti- : : " Team
tudes. (Clarifies the _ |
need/identification style) §
Understands the importance . " Motivation Product— No Evaluation |
of the coordination of ' ivity & Satisfac- .
activities in the delivery . " tion of Workers -
of care. : : - Mimeographed paper :
Knows the purpose and goals ' : * No Evaluation.
of interprofessional ' :
planning conferences. ;
' ; l
Participates in student - Anticipatory _Participates in Small group project.Evaluation by %
health team planning con-  Socialization. teams to work on project. }faculty of peer
ferences. .case study. Role » review and
play health profes-. . group project.

sionals and con~
:sumers in groups.




Course Objectives

Understands the need for
health team members to
conduct research in
appropriate groups.

Understands the legal and
ethical responsibilities
of health professionals.

Estimated Examination

Time: 6 hours

Total Time - 46 hours

Rationale

Contributes to
knowledge base.

Contributes to
value base,
attitudes

Learning
Activities

None

Lecture material

Resources

Lecture material.

Faculty represents
value base consen-

sus to students.

Evaluation

Evaluation by
faculty of peer
review and group
project and test,
item 19

No Evaluation

291

TOTAL TIME - 46 Hours
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"APPENDIX B

RESPONSIBILITIES OF SWALL GROUPS -

INE TN

" Bach student enrolled in Interdepartmental 200 is required to partici-
pate in the activities of one small group in order to earn credit for the
course. Students and faculty have been assigned randomly to groups.

During the first small group session, it is recommended that each group
" gelect a group leader and a recorder. Im future sessions.each group will
probably subdivide into smaller groups of 5 or ¢ students for the purpose of
accomplishing the group project. ‘ S

- The tasks of the groups during the first session are to suggest problems
in securing health care which might serve as the focus for a group project.
Faculty will collate student suggestions as well as make further suggestions

of their own. Decisions on topics for the group project should be reached
during the second proup session.

In addition to the above, each student should write a brief description
of how he views himself as a health professional. The written material should
be submitted to the faculty member assioned to that group.

The topic selected for the group project must, of course, be related to
the content of this course. The focus of the work should be on the team
approach to solving problems related’ to health care.

Each nember of a small group will receive tH same t'rade for the paper
submitted by the group. This practice is necessary in‘a group effort.
However, faculty are well acquainted with the difficulties sometines en~
countered in group work. ' In order to compensate for some members of the
group possibly contributing much more than others, faculty evaluation of the
paper will be coupled with a system of peer review. Both determinations will
be considered prior to assigning a final grade for the course to eacﬁ student.

Peer review will provide the opportunity for each atudent to evaluate
each other student in the group on the extent of each person's participation,
as well as evaluating how each person carried through on the responsibility
for tasks assumed. Faculty evaluation will be based on judgment of the

quality of content of thie project as well as perceptions of the extent to
which the group functioned as a team.- - e

ipoam

The grade for the course will be determined as follows:

Tern Paper 4O7*
Mid-term Exam 30%
Final Exam 30%

*This was later changed to 50% of the grade by the faculty team.
163
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APPEDIX B
CRITERTA FOR EVALUATION OF GROUP PROJECTS

The extent to whichk the group functioned as a team should be visible by the
extent to which the perepectives and knowledges of each of the professions
are represented in each segment of the paper, and this should be a con~‘
sistent consideration in evaluation.

Each of the following factors may be taken into consideration, if appropriate'

Format - Spelling, punctuation, sentence composition, grammar, proof-
reading, readability of graphs, completeness of references,
organization, smoothness of transition between sections, etc.

Statement of the problenm - Description, including its nature, scope,

. severity and probable causes, possible consequences of
problem situation if not corrected, consideration of view-
points of the various professions and the consumer in
definition of problem, consideration of factual material
regarding problem, :

Consideration of alternative potential solutions - Fvidence that a
reasonably complete literature search has been undertaken,
appraisal of effectiveness/cost balance of various attempted
solutions, relation of various potential solutions to the
functions and roles of the various health professionals.

Conclusion - prescription of solution(s) or research program designed to
lead toward elimination of problem, justification for
.deciding on this action over the various alternatives con-
sidered, relation of solution to roles, functions, perspectives
of each profession.

Bibliography - Sources taken from literature of the various professions
and social and biological sciences, if appropriate, accuracy,
completeness. R

Peer Evaluation - In addition to the above, each member of the group will
' be evaluated by his peers for his cooperation, contributions,

and degree of responsibility and reliability assumed within
the group.

. ~% TR BTN LA IOLI IR IR N T S IR
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~ APPEMDIX B .

[}

-~

PEER EVALUATION OF GROUP MEMBERS

~

Below are four statements describing certain behaviors which group nembers
display to varying extents. Describe the frequency with which each group
member showed these behaviors usiag the following scale:

1 ~ almost always ) e

~

2= usualiy

ee- .- - - . 3 = occasionally

" 4 - hardly ever i e T
In the top row of boxes write the name of each member of iour’group, iﬁcluding

-...-..yourself. Then respond to each statement by writing the appropriate number
in the boxes below, - . ' " :

vﬂaﬁés'of’croup lembers

Contributes to group by communicating
.. problems and knowledge wof his _ .
particular profession. - P P

Listens to and comprehends viewpoints
and knovledges from other professioms.

HelpsAgroup to synthesize the various
pexrspectives.

.. VWorks cooperatively with other group
members as peers, taking leadership
when appropriate and yielding leader- ) E
ship to others when appropriate. _ ’

" Carries through responsibly for tasks .
which he assumes.

Using the scale below, rate the extent
to which the contribution of this
person was valuable to the group in 1t4
efforts to meet its goals.
1 - extreme value
2 - above average value
3 -~ woderate value
4 - questionable value
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APPENDIX B .
_ GUIDELINES FOR GRADING GROUP PROJECT

DIRECTIONS: The following questions are intended to serve as criteria which
" should be considered in the evaluation of the group projects.
"' After reading the paper, record the extent to wvhich it meets
each of the criteria which are listed. Use the scale below:

1 - To an exceptional! extent
2 - To a moderate extent

3 -~ To a slight extent

4 ~ ot at all

Is the description of problem and its
causes accurate, convincing, and
meaningful?

Does the paper focus on a single topic
and avoid irrelevant digressions? .

Does the prescribed solution follow
logically from previous sections of -
the paper?

Is established knowledge and dominant
attitudes of various professions and
of social and biological sciences
taken into consideration?

Are these various knowledges and
perspectives synthesized in a
‘ constructive and balanced manner?

Does the solution deal with causes o D
behind the problem, rather than ‘ S o S ‘.
superficial manifestations? : 5 D
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APPENDIX B

Interdepartmental 200

Group Leader and Core Faculty Evaluation

I GROUP LEADERS
Responding: 13
Not responding: 3

A. LECTURE
"What were your reactions to the team teaching?"

The theory of team teaching is good but there needs to be
more evidence of collaboration. It was difficult to follow because
there was inconsistency in the lecture method. It seemed more unit
teaching than team which demonstrated a lack of continuity in the pro-
cess. There was evidence of discrepancy in policy of team approach.
Coordination of lectures minimal. Lack of continuity of lecture
material.

"What impressions do you have regarding the scope
of the content?"

The issues as stated are appropriate but the degree of

depth limited. It may be that there is too much material or too

broad and theoretical for adequate depth. The content needs more
analysis with a stronger factual base. There is a question as to the
adequate background of the student. Suggest 1. health professional,
2, team, 3 system.

"Were readings appropriate to the lectures?”

The general consensus is that the Horwitz text is extremely
poor although one member stated that Chapters #3, 4, 5, were good but
the rest overdid the concepts. There were statements of "boring",
"uninteresting", "dry", and "narrow". Milio as a reference is
illogical, poorly written, and although it did relate to the lectures,
was narrow. Suggest bibliography of reading that would be more stimu-~
lating. Suggest more responsibility for students.

"What were your perceptions of the ... learnings ...?"

The objectives were good. Learning was impaired by
anxieties and frustrations of the students.

B. GROUP DISCUSSIONS
"What did co-leadership of the group produce?"

The consensus of those reporting was that co-leadership was
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a desirable arrangement except for those reporting minimal coopera-
tion (2) from partners, not the idea. Wanted earlier contact.

"Comments on group size"
Three reported 23-26 too large, remainder stated O0.K.
"Comments on structure ... ?"

Increase structure of the group sessions with questions,
guidelines, planning by group leaders, designation of concepts to be
carried over from lecture. Failed to foster team as lecture material
had little to do with patient care functions - the basis of team
activities. Little reaction to lecture. Suggest case studies, “food
for thought" problems, simulation activities. Should be low on
information sharing and high on discussion.

"Miscellaneous"

Poor attendance.

C. GROUP PROJECT
"Value"

There is little doubt of the value of the project. It
tested group process skills, had high enthusiasm. 'Students prepared
with those skills either formally or inherently did well. The group
project was an academic exercise, not health team activity, i.e., a
committee activity, not team.

"Weighting of grade for project, exam"

Three answered yes, one said too high and unrealistic.
Needed consistency in grading; the criteria were appropriate but they
needed further clarification, particularly the process and product
criteria. Bias was highly evident in grading. More responsibility
should be accepted by group leaders and not those faculty outside the
group.

"Problems"

Clarify group leader responsibility in project. Needs to
have more clarification of guidelines and objectives of project.
Students need to meet regularly with stated objectives for each meeting.
Suggest specific topics, or problems to solve.
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D. OVERALL REACTIONS
"Value"

Course content invaluable, with graduate potential(?).
Change the form with student input. Demonstrate more interaction of
the core team. Increase the commitment of the core team, not research
or vested interests. Make the contributions of both schools equit-
able. Do not assign the responsibilities.

"E}{amS"

Mid-semester exam ambiguous. It should be the responsi-
bility of all to submit input, but role of core team to complete as
it is their ultimate responsibility. Need essay type of exam, by
group leaders with agreed upon guidelines. Need inservice training
in exam writing.

"Management"

1. Instructions to co-leaders: Objectives too broad, too
many, suggested objectives and sub-objectives. Hand out to students,
dates, subject, lecturer, questions for discussion and guidelines with
bibliography for each.

2. Group coordination: More group meetings, more
communication, earlier contact with group leaders, prompt circulation
of meeting minutes. Use meetings more productively, less strained.
The expectations are for more equity in the responsibilities. Clarity
in the responsibilities. Earlier contact with group leaders. Revi-
sions should be done by faculty with a strong practitioner base.



The

. . e GREATER HARTFORD CAMPUS

U niversli ty WEST HARTFORD, CONNECTICUT 06117

O SCHOOL OF SOCIAL WORK

y Tel. 203 « 523-4841
Connecticut APPENDIX ¢

To students in:

School of Allied Health Planning
School of Nursing

School of Pharmacy

School of Social Work

and others in Interdepartmental 200

Interdisciplinary Education Research

Dear Student:

You are now in a course which began several years ago when health
professionals, who were working on interdisciplinary education, developed
an academic program for undergraduate health students in team developm?nt
and health care, With your faculty, you have been exposed tc..any similar
ideas and projects,

I became interested in the area of student/faculty learning during my
doctoral studies at Hunter College, With a research team from Boston
University and several other universities around the country, I am conw-
ducting a study. From previous studies, it has been found that certain
data from faculty and students is useful before future, extensive train-
ing of students together can develop.

The research team and I would like you to respond to several question-
naires. These questionnaires are: (1) about you, (2) about some of your
experiences prior to taking this course, and (3) about your knowledge and
attitudes toward other health professional students.

I would like you to know why I am collecting this information, who
will see it, and how it will be used. This research will help increase
the understanding of interdisciplinary health teams and will help our
comprehension of how people can be taught to work on such teams. Every
effort will be made to return the data to you., The Student Research Contract
explains fully how this data will be made available to you and to your
faculty,

In no way should Yyou feel coerced to respond to either the questionnaires
or specific items on the questionnaire. I acknowledge your right to not
respond to questions in my doctoral study although I believe my questions
are reasonable and important,

I hope that this course has been worthwhile for you and that this research
will contribute to your learning. If you have any questions, please feel
free to contact me. A copy of the research design.is on file with the Dean
of the School of Social Work,
Sincerely,

Regina W. Falcon, MSW, ACSW
Assistant Professor
School of Social Work
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Because I am concerned about your understanding the policies and pro-
cedures of the following study, I would like to re-state a basic policy -
that information will be returned to your schools; So that planning may
be done and that you are under no obligation to respond to particular
questionaires, items on questionnaires, or to participate in other re-
search activities. While I hope you will participate, I respect your
right to control any information you provide.

It would contribute to this study significantly if you would put your
student number on the final course evaluation. A second basic policy is
that, Unless otherwise instructed by you, I will make every effort to
insure the confidentiality of your individualdgta.

Your individual data will be sent to outside consultants who will an~
alyze the data and send the faculty results by groups and disciplines.
Thus, the teaching faculty will not see your individual angwers , and
I hope this will allow you to answer as candidly as possible. Data
will, also, be used in my doctoral research.

Regina W. Falcon, ACSW
Assistant Professor
School of Social Work
FACULTY TEAM IND 200
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FACULTY OF
INTERDEPARTMENTAL
200

MEMORANDUM
Dear Colleague:

You have been a participant in an experimental course in inter-
disciplinary education. I am undertaking a study of the learning
our students have done through their participation in this course,
both as an effort to contribute to the development of our course

and as part of my doctoral studies at Hunter College in New York
City. Furthermore, this study is part of a larger collaborative
effort going on in several large Universities. The instruments were
designed with the assistance of Dr. Leonard Saxe and Mr. Jerry
Porter of Boston University Psychology Dept.

An important dimension of this study requires some information
about the teaching faculty. 1In order for me to obtain this infor-
mation about you, I would appreciate your completing the enclosed
questionnaire.

1. Please fill out questionnaire.
2. Please return by mail in the enclosed
envelope by Dec. 19.

Please be advised that I respect your right not to respond to this
questionnaire or to specific items within it, although I have made
every effort to formulate the questions reasonably. I feel that
the information will be important to us.

Note that you have been assigned a number from the Table of Random
Numbers so that your name need not appear on the questionnaire and
only a secretary will see the returns. The number is assigned so
that a followup letter can be sent to those who need it.

The confidentiality of your answers will be respected. Data will
be analyzed by groups.

Thank you in advance for your time.

Best Regards for a Warm,
Wonderful Holiday Season,

Regina W. Falcon, MSW, ACSW
Assistant Professor

School of Social Work
University of Connecticut
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ID:200 . 173 STUDENT NUMBER

11/12/75 Digoipline

PART 1
I. Background Information
Directions: Please complete the following items by either filling in the
blank where information is requested or circle the letter of the most
appropriate answer. Please make any additional comments, in the margins
or/ on the reverse side of the questionnaire booklet,
General background

1. Na’ne......O....l...'..l...‘.....

2. Sex: M F

3. Date of birth

4. Marital status

5« No. of siblings (Ages): brothers sisters

6. Father's occupation

T. Mother's occupation

8. Spouse's occupation

9. Which of the following socio-economic groups would you consider
your family of origin (i.e., your parents ) as belonging to?

a. lower class

b. upper lower class
c. lower middle class
d. middle class

e. upper middle class
f. lower upper class
g. upper class

10. Approximately, what is your family's (i.é., your parents yearly income)?

a. less than $5,000
b. $5,000-$9,999

c. $10,000-8$14,999
d. $15,000-$19,999
e. $20,000-$24,999
f. $25,000-$29,000
g. more than $30,000

10a. How many members of your family worked to produce this income?
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I.2

B, Professional background

11,

12,

13.

14.

15.

16.

17.

18.

19.

20.

What is the highest academic degree you have been awarded to date?

a. high school diploma
b. associate's degree

ce. Dbachelor's degree

d. master's degree

e. M.D, or Ph, D,

f. other (please specify)

What is the field and the sub-area, if applicable, of your highest
academic degree?

What academic degree are you currently pursuing?

a. associate's degree
bs bachelor's degree
¢, master's degree

d.' doctcrate (D.D.S., MoDo’ PhoDo,etc)
e. other (please specify)

What is your field and area of specialization, if any, of the degree
you are currently pursuing?

If this is not the terminal degree you are seeking, what degree
are you ultimately trying to obtain?

What, if any, professional certification do you have?
What professional certification are you currently seeking?

What is your current grade point average? (If it is
not on al to 4 scale, please describe the system)

What area of specialization, if any, do you want to enter when you -
finish your training?

In terms of your professional plans, please indicate how you think
you would like to be able to allocate your professional time.

Below are listed several types of activities and you can indicate
your allocation of time by dividing 100% between the five categories,

administration

clinical

research

teaching

other (please specify )

UL
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ID 200 Discussion Section #
11/12/75 Student No,
Discipline

II. Attitudes Toward Other Health Professionals

Directions: The following questions are designed to assess your attitudes towards
other health professionals. When working with people in other roles (i.ea,
individuals trained to perform different functions than ourselves), we ordinari-
ly have assumptions about what to expect, It is these assumptions this ques-
tionnaire is exploring.

A. Background attitudinal information.,

1. Please indicate, using the scale shown directly below, how much experience
you've had in working with professionals in each of these health fields.

1 2 3 4 5 6 T
no experience very great deal

at all of experience
| 8. physician
9, osteopathic physician
10. clinical dietetics
11. social worker
12, nurse practitioner
13. public health worker
14. nurse
15. physician assistant
16, pharmacist

17. physical therapist
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B. Attitudes PART I

This questionnaire is designed to reflect how you view the typical
attitudes of other health professionals., Your answers should be marked
by a check placed in a position on the secale which reflects your
feelings. Please make any additional comments about your attitudes and
experience with health professionals, under the last scale at the
bottom of the page,

2. Physicians seem to me...

cc self~assured H : : 4 : : tnot self-assured
18, -
19. putting down

not putting
down patients

patients

..
e
.
e
.
.
..

20, interperson-
ally easy : : : : : : : interperson-
ally difficult

21. professional : not professional

22, caring about not caring about
co=workers : s : : : : : co=workers

23, feeling not feeling
"put-upon" H : : : . : ¢ “put-upon"

24. egotistical : not egotistical

25. reluctant to
take respon-
sibility

not reluctant to
. . . . . . take responsi-
—" : : : : P bility

-
i

not dependent

26. dependent

27. putting not putting
down other down other roles
roles : : : s : : :
28. collabora-
tive : : : : : : ¢ not collaborative
29. concerned concerned with ~
with total specific aspect of
patient welfare : : : : 3 : : patient welfare
30, wanting to not interested in
learn from others : : H s : : : learning from others

Additional comments about your attitudes toward physicians:



3. Nurses seem to me,,..

self-assured

II.3

:nof self-

Putting down
patients

agsured

not putting
down patients

interpersonally

.interpersonally
‘difficult

easy

professional

caring about
co=workers

feeling
"put upon

:not professional

not caring
about co-workers

not feeling
Yput upon”

egotistical

:not egotistical

reluctant to
take responsibility

not reluctant to
take responsibie

dependent

1lity

not dependent

putting down
other roles

oo

not putting

collaborative

down other roles

not collabora—

concerned
with total
patient welfare

tive

concerned with
specific aspect
of patient

wanting to
learn from others

welfare

not interested
in learning

Additional comments about your attitudes toward Nurses:

from others



4. Social workers seem t0 mesess

gself-assured

II. 4

tnot self-

putting down
patients

assured

not putting
down patients

interpersonally

,interpersonally
*difficult

easy

professional

..

snot professional

- caring about
co=-workers

feeling
"put upon'

not caring
about co~workers

not feeling
"'put upon"

egotistical

snot egotistical

reluctant to
take responsibility

not reluctant to
take responsibie

dependent

lity

not dependent

putting down
other roles

.

not putting

collaborative

down other roles

not collabora-

concerned
with total
patient welfare

tive

concerned with
specific aspect
of patient

wanting to
learn from others

welfare

not interested
in learning

from others

Additional comments about your attitudes toward social workers:




5. Pharmacists seem t0 me...

self-assured

II. 5

snot self~-

putting down
patients

assured

not putting
down patients

interpersonally

interpersonally

easy

professional

*difficult

snot professional

caring about
co-workers

feeling
"put upon"

not caring
about co~workers

not feeling
"put upon'

egotigtical

snot egotistical

reluctant to
take responsibility

not reluctant to
take responsibie

dependent

1lity

not dependent

putting down
other roles

not putting

collaborative

[

down other roles

not collabora-

concerned
with total
patient welfare

3

tive

concerned with
specific aspect
of patient

wanting to
learn from others

welfare

not interested
in learning

from others

Additional comments about your attitudes toward pharmacists:
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6. Clinical dieticians seem t0 MBesees

self-assured

11, 6

¢enot self-

putting down
patients

assured

not putting
down patients

interpersonally

interpersonally

easy

professional

.
.
.

‘qifficult

:not professional

caring ahout
co-Workers

not caring
about co-workers

feeling
"put upon®

.o

not feeling
"put upon"

13
.-

egotistical

snot egotistical

reluctant to
take responsibility

not reluctant to
take responsibie

dependent

lity

not dependent

putting down
other roles

not putting

collaborative

down other roles

not collabora-

.o
..

concerned
with total
patient welfare

tive

concerned with
specifiic aspect
of patient

wanting to
learn from others

welfare

not interested
in learning

Additional comments about

your attitudes toward

from others

clinical dieticians:
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I1. 7
T. Physical therapists seem to me.sss

self-assured : : : s : : :tnot self-
assured
rutting down not putting
patients s : : s : : down patients
interpersonally . . . . . . ,interpersonally
easy ° ‘ * * : : ‘difficult
professional : : H H : H :not professional

caring about
co=workers

feeling
"put upon

[
..
[
..
o»
.

not caring
: about co-workers

not feeling
Yput upon"

egotistical

:not egotistical

reluctant to
take responsibility

not reluctant to
take responsibie

dependent

lity

not dependent

putting down
other roles

not putting

collaborative

down other roles

not collabora-

concerned
with total
patient welfare

tive

concerned with
specific aspect
of patient

wanting to
learn from others

welfare

not interested
in learning

from others

Additional comments about your attitudes toward physical therapists:
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8, Medical Technologists seem $0 MEeecass

self-assured

I1.8

snot self-

putting down
patients

(1]
s

assured

not putting
down patients

interpersonally

0

,interpersonally

easy

professional

.

‘difficult

:not professional

caring about
co-workers

not caring
about co-workers

feeling
"put upon"

not feeling
“put upon"

egotistical

tnot egotistical

reluctant to
take responsibility

not reluctant to
take responsibie

dependent

lity

not dependent

putting down
other roles

not putting

collaborative

down other roles

not collabora-

concerned
with total
patient welfare

..
£33

tive

concerned with
specific aspect
of patient

wanting to
learn from others

welfare

not interested
in learning

Additional comments about your attitudes toward

medical

from others

technologists:
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C. Attitudes about work relationships

Imagine you were about to work with other health professionals as a team,.
We assume that you have expectations about your working relationships.
Please answer the following two open-~enaed questions by imagining how it
would be working closely with professionals who have other health team
roles.

7. Which other discipline on a team would you anticipate having the most
difficulty in working with? Why?

8. Which other discipline on the team will it be easiest for you to work
with? Why?



ID 200 SeSe#
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Discipline

Intérdisciplinary Health Knowledge Test

Please answer each of the following questions by circling the one answer
that you feel best answers the question.

1., In most states, the earliest that physicais may practice medicine
independently is after completion of':

medical school

apprenticeship with a practicing, licensed M.D,
residency

1 year post=graduate training

specialty training

® 0 cP

2. A physician may admit a patient to a hospital only if:

b he/she has "admission privileges" gremnt2d by the hospital
c¢) the admission committee approves

§d he/she belongs to the local (county) medical society

e) the patient has adequate insurance coverage

gaé the patient is sick

3. A visit to a general internist's office is a visit to a:

. (a) primary care center
b) secondary care center
¢) tertiary care center
d) comprehensive care center

4. In hospitals, the director of pharmacy or chief pharmacist often has
completed additional training in obtaining a certificate of:

Residency in pharmacy

Residency in hospital pharmacy practice
Residency in pharmacy management
Internship in pharmacy

none of the above

IR =k

5« The Doctor of Pharmacy (Pharm. D.) Degree i3:

b) the Professional Doctorate Degree in Pharmacy

c) another way of expressing the academic Doctor of Philosophy degree
in the pharmaceutical sciences

&d; the degree given for advanced training in hospital pharmacy

%ai the undergraduate Baccalaureate Degree in Pharmacy

e) none of the above,
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Se
6. In order to practice in any state, an M.D. must be:

licensed

certified by a specialty board

a member of the state medical society

periodically recertified hy the state medical board
a member of the local (cowmty) medical society

oo o

7. The minimal educational requirements of an optometrist include:

a) undergraduate degree only

b) two years graduate degree training

¢) four years graduate degree training

d) one year post professional degree training

8. Ordinary responsibilities of the optometrist imclude all of the
following except:

ag funduscopic exam
b) refraction exam

c) prescribing glasses

d) prescription of topical anesthetics for the eye

9. In order to practice optometry, one must:
b) be a member of the AOA (American Optometric Association)

c) not be employed by a lay corporation (non-health professions)
d) be a diplomate of the ophthamology

a§ be licensed by the state in which the practice is contemplated

10, The degree grated to a graduate of an optometry school is:

D,0.
0.D.
M.D.
D.E,S.,

0 oo

11. A dentist's education (minimum) includes:

undergraduate degree only

2 years graduate degree training
4 years graduate degree training
1 year postgraduate training

0 oP-

12, Oral surgery allows procedures on the:

nose
throat

mouth

neck

all of the above

o RO CR



- 186

6.

13+ Licensure allows an M,D. to perform medical tasks and is grated
by the: -

state

specialty board
hospital

his/her medical group
medical school

o 0P

14, Which of the following functions may legally be performed by a dental
assistant?

b) clean teeth
c) fill cavities
(d) pull teeth

(e) b and ©

15« The minimal education requirements to practice pharmacy include:

ga) drill teeth

gag undergraduate (i.e., B.S.) degree in pharmacy

b) graduate degree in pharmacy

(¢) 1 year postgraduate training (internship/apprenticeship) in
pharmacy

(8) none of the aobve

16+ The determination of whether or not a drug is a "prescription" drug
is made by the:

(a) M.D,
_ b)) AMA
c) FDA
d) drug company
e) state medical board
17+ A hospital formulary is:

ho
a) a list of drugs approved hy FDA
éb; a description of drugs mamifactured with their side effects
or contraindications
(¢) a list of drugs approved for use in the hospital
(4) a list of drugs wpnavailable to the physicans of the hospital

18. A pharmacist may not f£ill a prescription signed hy:

ag an M,D,
b) a D,0.

c¢) a D,D.S,

d) a nurse practitioner
e) none of the above
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19, What percentage of practicing physicians take specialized post-
graduate training (i.e., a residency):

less than 50%
about 75%
about 90%

all

&0 op

20, In most states, if a pharmacist fills a prescription for a toxic
dosage of a drug, who is responsible?

a) the doctor who worte the presoription
b) the pharmacist

c) the drug company

d) aand b

e) all of the above

21, Which of the following degrees does not lead to R.N. designation:

a) baccalaureate degree in nursing
b) associate degree in nursing

¢) diploma in nursing

d) practical mursing

22 ° omit

23« An R.N., under usual circumstances is permitted to do each of the
following, except:

gag take X-rays

b) administer drugs
(cg do physical exams
(d) suture

(e) catherterize

24. Currently, a nurse practitioner may establish an independent
practice (in most states) under what conditions?

b) the N.P. is certified by the state

c) a physician agrees to consult (but not take responsibility for)
the practice

(d) none of the above

§a§ it is affiliated with a public health program
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25, Special registration is required for physicans to be able to prescribe:

b) diuretics

ga antibiotics
¢) cancer drugs
dg barbiturates

e) none of the above

26, When can s nurse change an inpatient order if the nufse considers the
order inaccurate or potentially harmful to the patient?

éa after telling the physican

b) after consulting with the head nurse
gc without discussing it with others

d) none of the above

27. For nurse practitioners and physicans assistants, "under supervision" is
a requirement that means:

2&3 physical presence of physician

b) accessibility of physician should assistarge be required
§C) appropriate under standing arders

d) anything a physician takes legal responsibility for

28, A nurse practitioner in order to practice is:

Eag licensed

b) certified

(¢c) approved by medical society
(d) none of the above

29, Primary routine tasks performed by the Family Nurse Practitioner
include all of the following except:

(a) well baby care

gb antepartum care

¢) family planning

gd minor, acute episodic problems
e) annual physical exams

30, Under what circumstances may a pharmacist substitute a more appropriate
drug for the drugmescribed by a physician?

(a) when the prescribed drug is not available (and a generic equivalent
is available

2b when he/she feels the prescribed drug is inappropriate
c) when patient requests it
(d) when the prescribed drug has an adverse interaction with a

simultaneously prescribed drug
(e) when the Drug Antisubstitution Law or Regulation has been
repealed in the state
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32,

33.

34.

35.

36.

189
9
The "PDR" (Physicians Desk Reference) 4- a:

a) compendium of information on currently available drugs
b) book of conversion tables amd equivalents

¢) handbook of differential diagnoses

d) manual for office procedures and legal restraints

e) none of the above

The primary professional degree for social work is:

a.; bachelor's degree (major in sociology)
SeW.D. gdoctorate in social work)

c) M.S.W. (Master of Social Work)

any of the above

fd
(e) none of the above

To be licensed to practice social work in most states, the following
is a requirement:

M.S.W,

membership in ACSW iAcadamy‘of Certified Social Workers)
membership in NASW (National Association of Social Workers)
none of the above

e) all of the above

oo

Examples of tasks currently common to social workers include all of
the following except:

counseling individuals, families and groups

helping clients effectively utilize community resources
preparing plans for proposed social programs

admitting indigent patients to the hospital

working with community agencies to establish needed services

o 0 oP

Currently appropriate tasks for the physicans assistant without
supervision include all of the following exocept:

b) suturing

c¢) debridement and dressing of wounds
dg Pap smear

e) Dand C

ai physical examination

All of the following are licensed to practice their profession except:

a) physicians

b) nurses

c) physicians assistants
d) optometrists

e) osteopaths
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37. Social work skills might include all of the following, except:

administering projective tests and 1Q tests
formulation of a therapy plan for a client
leading a treatment group for troubled adolescents
using play therapy as a tool in treating a child
none of the above are social work skills

o0 o

33, Which of the following areas is not a major field of concentration
in most graduate social work prozrams:

gag casework

groupwork

gcg marriage counseling
community organization

omit

40, "Coping patterns®, as used by social workers refer to:

éa; rationalization for stressful bebavior
different expressions of anxiety
écg behavior patterns in certain disease states

a characteristic mode or mamer the client utilizes to solve problems
(e) none of the above

41. The %"client" in social work:

Ea refers to those who come for service

b) is a term interchangeable with "patient"

c) is, by definition, physically ill

d) is clearly subservient to the practitioner

42, POMR refers to:
b) passive movements to limbs

c) a new patient record keeping system
d) a type of respirator

32 reference manual for orthopedic clinicians

43, What is CPR?

b) heart and lung resuscitation

c) the professional organization of physicians who specialize in
children's diseases

(d) a reference book for clinicians

(e) none of the above

gag a component of the central nervous system
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44. A physician's assistant, in order to practice, must be:
{b) certified

c) approved by medical board
d) an R.N.

a; licensed

45. At present, certified specialties for physicians assistants are:

(a) surgery

bg orthopedics

c) urology

d) all of the above

46. Which of the following health professionals are not considered
"mid-level™ practitioners:

gag physicians assistants
_nurse practitioners
(c) medexes

(@) physical therapists
(e) murse mid~wife

47. -Graduates of a 4 year dental school receive the following degree(s):

a) D,D.S.

b) D.M.D,

c) M.D.

%dg aand b

e) all of the above

48. Dentists are allowed to prescribes

(2) antibiotics (e.g., penicillin)

b) anesthetics (e.g., novocaine)

c) barbiturates (e.g., phenobarbitol)
d) analgesics (e.g., codeine)

e) all of the above

49. Plaque is:

lieavy staining on the enamel above the gumline
residue left between teeth

invieible film on the enamel

denuded gum tissue

none of the above

CIICE A Y

50. In order to practice dentistry, one must be:

2& a graduate of an approved dental school

b) perform a one-year internship (apprenticeship)

¢) receive certification from the state he/she resides
dg all of the above

e) none of the abgye
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51« The difference between the D,M,D. and D,D.S. degree

allows one greater privileges in the practice of dentistry
is of no consequence

lies in the different required areas of training

reflects presence or absence of medical school affiliation

a and ¢

oOROCP

52, Caries are:

synonymous with bridge work pieces
decayed areas of enamel

sores in oral cavity

pieces of a chipped tooth

e) small laceration on the tongue

0 o®

53, For an expanded role in a primary care setting, list the most
appropriate additional responsibilities for each discipline
(physician, dentist, pharmacist, social worker, optometrist, physicians'
assistant, nurse, nurse practitioner)
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55,

193
13.

By using the graduated scale below, circle a number to indicate how
much you know about the function of each of the following health
professions.

1 2 3 L p 6 7
nothing a great deal

M.D.

physician assistant
medical technologist
nurse

physical therapist
clinical dietetics

social worker

nurse practitioner

‘

List 5 responsibilities of the following disciplines found in a primary
care setting:

1. physician

2. clinical dietetics
3. pharmacist

4. social worker

5. physical therapist
6. physicians assistant
7. nurse

8. nurse practitioner
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III.1l. PART I.

ATTITUDES TOWARDS INTERPROFESSIONAL HEALTH TEAMS

Directions: Please circle the number on the scale which reflects your
attitude to the question,

1, How efficient do you think Interprofessional Health Teams are in
delivering health care?

1 2 3 4 5 6 7
Much less About equally Much more
efficient: effective as efficient;
more costly present sys- less costly

tems

Comments on your answer

2. When you are in practice, if you have the opportunity, would you want
to practice as part of an Interprofessional Health Team?

1 2 3 4 5 6 7
Definitely Wouldn't Definitely
not; I would matter much yes; I would
avoid it if one way or choose it if
possible the other possible

Comments on your answer

-3, Compared to the usual system of Health Care delivery, interprofessional
health teams provide,...

1 2 3 4 5 6 7
Much poorer About the Much better
quality pri- same quality quality
marily care primary care primary care

Comments on your answer

4. How important is it to you that you practice as a member of
health team?

1 2 3 4 5 6 T
Very unimpor- Makes no Very important;
tant; I would difference I would go
go out of my would neither out of my
way to avoid seek it or way to seek it
it avoid it

Comments on your answer

5. How confident are you that you know enough about health teams
to decide whether you would like to work in a team or not?

1 2 3 4 5 6 1
Not at all Fairly con- Very confident
confident fident

Comments on your answer

194
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REACTIONS TO YOUR DISCUSSION SECTIONS

Directions: Please circle the number along the scale for each item that

best represents your feelings. While answering the questions, try to use
the words which describe the scale points as guide lines.

1. On the average, how many students came to your discussion group?
(If your section split up, how many in the part you met with?)

2. How completely have you shared your ideas in your discussion section?

1 2 3 L 5 6 7
I've niot Itve shared . I've shared
shared’ any of a few, but all of the
my ideas not 211 ny ideas I had
ideas

3. How much have you tried to influence what has happened in your
discussion section?

1 2 3 4 5 6 7
I haven't I've tried Itve tried to
tried to to be an influence
influence influence everything
them at all ahout half that has
of the time happened

4. How clearly have you been able to communicate both your positive and
negative feelings in the discussion section?

1 2 3 4 5 6 7
Not clearly at I've com- Completely
alls no one municated clear; every-
knowshow some of my one knows how
I have been feelings, I feel
feeling but not all

5. How clearly do you understant the positive anf negative feelings of others
in the discussion section?

1 2 3 L 5 6 7
I have no I am clear I know
idea about about some, exactly
how anyone but unclear how every-

feels about others one feels
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6. Has the discussion section benefited to any extent from the unique
contributions of each individual in the discussion section

1 2 3 L 5 6 7
Not at all; Some bene- Completely;
uniqueness fits, some benefited from
has caused problems be- everyone in
more problems cause of the group as
than solved uniqueness much as poss=
ible

7. To what extend were the objectives of your initial discussion session (s)

achieved?
1 2 3 4 5 6 7
Not at all About 50-50 Completely

8. How much do you feel you have learned from your discussion section about
interprofessional health teams?

1 2 3 L 5 6 7
Nothing at all; Some A great deal;
completely Very worth=::
worthless while

9. Is there anything else you would like to share about your initial re-
actions to being a member of your discussion group?
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REACTIONS TO PROJECT GROUPS

Directions: Please circle the number along the scale which best represents
your feelings. When answering the questions, try to carefully consider the
words used along the scale points.

1. How many students were there (including yourself) working on your small
group project?

2. How did you share your ideas in the project group?

1 2 3 4 5 6 7
I've not I've shared I've shared
shared any a few, but all of the
of my ideas not all my ideas I had
ideas

3. How much did you try to influence what happened in your project group

meetings?
1 2 3 4 5 6 7
I haven't I've tried It've tried to
tried to to be an influence
influence influence everything
them at all about half that has

of the time happened

4. How clearly were you able to communicate both your positive and negative
feelings to the project group?

1 2 3 4 5 6 7
Not at all I've com—- Completely
clearly; no municated clear; every=-
one knowshow some of my one knows how
I have been feelings, I feel
feeling but not all

5. How aware were you about the positive and negative feelings of others on
the project group?

1 2 3 Lo 5 6 7
I have not idea I am clear I know
about how any=- about some, exactly
one feels but uhclear how everyone

about others feels
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6. Did the project group benefit from the unique contribution of each

“individual in the group?

1

Not at all;
uniqueness
has caused
more problems
than solved

L

Some bene-
fits, some
problems be=-
cause of
uniqueness

7. How productive was your project group?

1

Completely
unproductive;
‘project is
worthless

I

About half
as produc-
tive as we
could be

7

Completely;
benefited
from everyone
in the group
as much as
possible

7

Extremely
productive;
project is
excellent

8. How creative has your project group been in developing ideas?

1 2 3 4 5 é 7

Not creative at About 50=50 Extremely

all; ideas have creative;

been lowest common ideas have

denominator of been better

ideas from the than any one

group » ‘ alone could
have come up
with

9. To what extent did you feel the objectives of your project group were

achieved?
1 2 3 4L 5 6 7
Not at all About 50-50 Completely

10. Is there anything else you would like to share about your initial re-
actions to being a member of your project group?
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ID 200 ' PARP II

11/75 (5)
OVERALL COURSE EVALUATION

DIRECTIONS: The numbers on the following scale illustrate some typical
feelings about the quality of the course and the instructors., Please
give a number (1-7) on the blank at the right.

a1 LG Y |4 L2 2D 4
Strongly Agree Slightly Neither Slightly Disagree Strongly
Agree Agree Agree nor Disagree Disagree

Disagree

1. The class spent so much time trying to figure out what it wanted to
do that .it didn't have time to accomplish much of anything,

2., One thing which detracted from the class' effectiveness was the
teaching teams's manmner, which, at times, was distant and even
wnfriendly,

3. The instructors always seemed to have references and readings at their
fingertips regardless of the issue and regardless of their own
professional field,

4. The instructors set high standards for the class (without making
them seem arbitrary).

5. The instructors were too easily fooled by hard-luck and sob-
stories; some students got away with marder in the classes,

6. The instructors were so dry, unemotional, and impersonal that it
was difficult to imagine how they could be interested in the material
they were presenting,

Te The instructors were effective because they were able to communicate
a great deal of accumilated knowledge.

8. The instructors stressed their power over students by frequently
talking about grades, rules and regulations, and deadlines for
assignments.

9. Despite the instructors' efforts to generate interest and involve-
ment, I was generally bored in large lectures,

10. Overall, I have learned a great deal from this course,
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