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Abstract

Purpose and Relevance

Following a poliomyelitis epidemic, physiotherapy was introduced to Malta in
1943 based on the curriculum of the English Chartered Society of Physiotherapy
and has remained the core of Maltese physiotherapy courses. However, health
services in Malta are undergoing major changes in policy and resources
cumulating with the development of a new teaching hospital. The need was
felt both from the clinical and academic perspectives that the inherited
curriculum needed review to ensure it meets the current requirements of local
stakeholders including those of overseas authorities.

Description

Various research methodologies were examined and a qualitative approach
using an 'Action Research' paradigm was identified as the most appropriate.
Seven cycles of planning, action and evaluation using documentary research
and interviews with: educators, students, practitioners, patients, management
as well as the professional body were undertaken. 'Thematic Analysis' was used
to interpret and analyse the data. To triangulate the data collected during the
previous cycles, Q Methodology was applied as a means to offer an empirical
explanation to the qualitative data collected previously.

Observations

During the early stages of the study the data indicated that both students and
academia were not content with the curriculum and expressed scepticism that
the study will result in change. As the study developed their interest increased,
becoming actively involved in the research process resulting in the
empowerment of the primary stakeholders to ameliorate their curriculum, work
and working environment.

Conclusions and Benefits

Throughout the study changes to the course design, content, teaching and
assessment methods of the curriculum have occurred, encouraging students to
become critical and reflective practitioners. The study resulted in two curricula
being designed; a workable curriculum acceptable to the University which
would satisfy the needs of both local and foreign requirements and an 'ideal’
curriculum for future implementation.

Importantly this study offers a model and methodology for designing
professional curricula that could be utilised by other professions, both locally
and abroad. Finally, suggestions for further and future considerations are
presented.
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An Ode to the Future

"We need to stop and listen
To the echoes ofthe past,
To where we were and where we are
So what we build will last...

The answer is up to us,
Our construction, our design;
I f we build on firm foundation,
It will stand the

(Dr. B.J. May & Dr. B. Lauden 1980)



Terms and Abbreviations Used in this Thesis

Academic Member of Staff: a full-time academic, employed by the University of
Malta

Common Core Study-unit: these are the study-units in which students from
different divisions within the IHC or faculties at university attend for lectures
together

C.P.C.M.: Council for the Professions Complementary to Medicine

D.H.: The Department of Health

Division: the Institute of Health Care is comprised of eleven divisions, one of
which is Physiotherapy

European Network for Physiotherapy in Higher Education fE.N.P.H.E.*
Institute of Health Care (I.H.C.): this institute was inaugurated in 1987, forming
a part of the University of Malta and is concerned with the training of students

in the professions allied to medicine

Junior Member of Staff: a member of staff with more than two but less than 10
years of post qualification experience

Module: a collection of study-units. These might be assessed individually or as a
whole

Newly Qualified Member of Staff: a member of staff with less than two years
post qualification experience

Physiotherapy Curriculum: for the purpose of this study this term describes the

content, delivery and assessment of the physiotherapy course taught at the
Institute of Health Care

Senior Member of Clinical Staff: a member of staff working at St. Luke's
Hospital with more than 10 years post qualification experience

St. Luke's Hospital (SLH): the only teaching general hospital on the island, that
is to be replaced by the Mater Dei Hospital by the year 2005

Studv-unit: the title of a topic that forms part of content of the course
programme of the physiotherapy course

U.o.M.: The University of Malta
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CHAPTER 1

INTRODUCTION



1.1 Introduction

This thesis describes development of a modernised curriculum for an
undergraduate degree course in physiotherapy. Physiotherapy was introduced
to the Mediterranean island state of Malta following the poliomyelitis epidemic
of 1943. For the next 30 years, the service was staffed by expatriate British
physiotherapists and Maltese physiotherapists trained in the U.K. In 1976, a
training course was begun on the island using the curriculum of the Chartered
Society of Physiotherapy (C.S.P.), the physiotherapists’ professional body in the
U.K. The course tutor was a British expatriate and C.S.P.-approved external
examiners conducted examinations. The advantage for diplomates was
automatic recognition by the Council for Professions Supplementary to Medicine
(C.P.S.M.), the registration body in the U.K., how the Health Professions Council
(H.P.C.). The disadvantage was that, despite far-reaching changes in education
of physiotherapists in the U.K. in the last quarter of the 20" century, the
Maltese curriculum could be said to be -stuck in a time warp, more suited to
health needs in the U.K. in the 1970s and 1980s than to health needs in Malta
in the 1990s and beyond. In 1992, the physiotherapy course was incorporated
into the Institute of Health Care (I.H.C.) of the University of Malta (U.0.M.) and
the qualification was upgraded from a diploma to a degree. Although
physiotherapy degree courses in the U.K. had developed using a core
curriculum that satisfied both the C.S.P. and the C.P.S.M./H.P.C., an out-dated
model that was becoming increasingly less relevant to Maltese health needs
was still in use and educators were struggling to reconcile it with requirements
of the U.0.M. Modernisation of the curriculum to review it was essential to
ensure that practitioners were educated to provide a service commensurate
with the health needs of the population of Malta.

1.2 Background

Physiotherapy education in Malta is presently at the stage where the curriculum
has to be reviewed and assessed to ensure that the quality of physiotherapy
offered is abreast with the needs of the health services on the island. It
provides a service for a population of 397,499, which is expected to increase to

415,000 by 2020. The Maltese Health Service boasts of its efficiency and
2



effectiveness (C.0.S. 2003). While life expectancy exceeding that of most
developed countries (W.H.O. 2006) is a reason for self-congratulation it carries
the demands and expectation of an increasingly aged population requiring
further rehabilitation, and hence more physiotherapy. The health services on
the island are undergoing changes culminating in the building of a new teaching
hospital that is to be inaugurated in July 2007. Similarly, physiotherapy
education in Malta must respond to changing demands in order to fulfil the

needs of the health services on the island.

1.3 Objective of the Study

The objective of this study was "The Modernisation of the Maltese Physiotherapy
Curriculum".  Earlier investigation of locally trained physiotherapists' perceptions
of the physiotherapy course at the I.H.C. revealed that past students were
dissatisfied with certain components of the course (Sacco 1999). This
quantitative research produced some alarming data. For example: 84% of all
the respondents considered the course to be stressful, and only 11% thought
that it allowed them to reflect on and critically evaluate their development as a
physiotherapist. ~ Only 18% of the respondents thought that the clinical
teaching delivered during the course met their needs, and 64% were not
satisfied with the clinical supervision available to them. These initial data,
together with reports delivered by senior clinical staff regarding the quality of
physiotherapy practised by newly qualified physiotherapists (Board of Studies
2002), led Sacco to the conclusion that a total revision of the course curriculum

was required.

1.4 Research Question
Is the curriculum of study being offered to the physiotherapy course at the
Institute of Health Care the most appropriate for Malta following the new

millennium?"

1.5 Aims of the Study
The aim of the study was to initiate changes to the physiotherapy course

curriculum in order to educate and train the Maltese physiotherapist to the high



standards the new health service expects and requires. This new
physiotherapist is expected to be a) proficient in the skills necessary to practise
the profession, b) clinically and research orientated, and c) confident enough to

carry the responsibility of being an autonomous, diagnosing professional.

1.6 Contents of the Thesis

Following this opening chapter, chapter 2 introduces the reader to the changes
that the Maltese physiotherapy curriculum underwent from 1976 to date.
Chapter 3 discusses the theoretical underpinnings of curriculum design and
development. The next chapter deals with the theoretical basis of
physiotherapy education. Chapter 5 titled 'The Research Path' discusses the
philosophies that led the author from using a constructivist paradigm to an
action research methodology. It includes section on reflexivity and the ethical
issues that evolved during the undertaking of the study. Chapter 6 is titled
'Original Observations' and describes the seven cycles leading to the
formulation of the new curriculum and protocol to develop this curriculum.
Chapter 7 discusses the findings that were directly related to the research
question and the other findings that were revealed during the methodological
changes. The final chapter acts as a conclusion to the study emphasising that
the outcome of this study was not the actual development of a new curriculum
but the methodology how a new physiotherapy curriculum could be developed

to match the local medical, cultural and political needs of a country.



CHAPTER 2

THE DEVELOPMENT OF THE APHYSIOTHERAPY CURRICULUM IN MALTA



2.1 Introduction

This chapter sets the scene for the thesis (Appendix 1). It commences by
giving a short yet detailed description of the changes that have taken place in
the development of the Maltese physiotherapy curriculum. This is followed by a
section that discusses the new health policy of the present Government, which
influences the need for a new curriculum. The next section discusses the call
for a change in the teaching and learning that will be required as the need to

develop collaborative team working develops.

2.2 Development of the Local Physiotherapy Curriculum

The Maltese physiotherapy curriculum has undergone several changes during
the last 30 years. These changes have influenced the entry qualifications, the
course content, the mode of assessment and the clinical practice modules and

assessment.

2.2.1 Entry Qualifications

The academic entry requirements to enter the physiotherapy course has
changed from a pass in the Malta Matriculation Certificate or G.C.E. at Ordinary
level in six subjects and a preference given to students in possession of
Advance level passes in Biology, Physics and Chemistry to any two A-Levels
becoming compulsory subjects. An alternative mode of entry included a grade
'C pass from the newly inaugurated Pre-Vocational School. Following the
transfer of the physiotherapy course to the I.H.C. of the U.0.M. the new BSc
and diploma course commenced concurrently. The diploma entry qualifications
were lowered to six O-Level passes in specified subjects or a grade 'C' pass
from the Prevocational School or a maturity clause entry. The entry
requirements for the BSc Honours in physiotherapy were any three A-Levels
with grades of at least two 'C's and a 'D' together with a pass in Systems of
Knowledge and the necessary six O-Level passes. Following the adoption of the
Baccalaureate system in 1996 the entry requirements changed to two subjects
at A-Level, one of which had to be Biology with a minimum grade 'C pass,
three subjects at Intermediate level that had to include Physics and a pass in

Systems of Knowledge. All subjects had to be obtained in one sitting. In 2000,



following the advice of the external examiner and the Physiotherapy Division, a
‘numerus clausus’ of 15 students per intake was introduced. The criteria for
entry to the course were based solely on academic achievement, with maximum
points being awarded for a grade ‘A’ in Biology and or any other grade ‘A’
supporting subject at Advanced Level. A student could not obtain entry to the
course via the maturity clause (Appendix 2).

2.2.2 Course Content

The course syllabus and learning objectives for the 1976 course were the same
as those of the Chartered Society of Physiotherapy of that period (C.S.P. 1974;
Appendix 3). This curriculum remained unchanged till the transfer of the
course to the U.0.M. in 1992. Following this transfer the need to broaden the
knowledge taught was considered necessary by the University including
behavioural science subjects and research methods (Appendix 4). A difficulty
encountered by the course following the merger with the University also
experienced by other universities overseas (Brook and Parry 1985) was the
formal accreditation of the clinical modules. Having reviewed various curricula
from different institutions from different countries it became apparent that
there is no harmonisation between physiotherapy curricula in Europe
(E.N.P.H.E. 2005, 2006; Appendix 5). Another important observation of the
present physiotherapy curriculum was that it did not reflect the medical needs
and conditions of the Maltese islands. This issue was the original reason why
this study was undertaken.

2.2.3 Course Assessment

The initial courses did not have any formal system of continuous assessment.
These were introduced in 1985 using the same system as the Continuous
Assessment Record Book used by the C.S.P. in the U.K. Clinical practice was
not formally assessed. Course assessment took place by Annual
Comprehensive Examinations that tested the theory and skills by unseen
written papers and a practical exam similar to that of the C.S.P. Following the
transfer to the University and the adoption of the European Credit System a

student had to pass a stipulated number of the study-units allotted to that year
7



(Appendix 6). To be allowed to sit for the Final Comprehensive Examinations a
student must have obtained 85 theoretical credits assessed in the following
manner: 45 unseen written tests, 14 assignments, 12 practical skill tests
together with 10 clinical placement assessments. In 2003 following the new
General Regulations for the University (Appendix 7) the Physiotherapy Board of
Studies abolished the written Final Comprehensive Examination at the same
time amalgamating a number of study-units into modules. The number of tests
was significantly reduced as modular testing was introduced (Appendix 8). The
Examining Boards for the Physiotherapy course also developed from one that
was totally medically dominated in 1976 to one that was composed solely by
members of the profession including an external examiner (D.H. 1978; D.H.
1988; Brook 1985; I.H.C. 1993).

2.2.4 Clinical Practice and Assessment

For the courses from 1976 till 2005 clinical experience was obtained by
supervised practice in the clinical setting. These consisted of six to eight week
placements. Each student worked a twenty-five hour week that equated to one
credit. The total number of clinical practice hours throughout the course has
changed from 1750 hours to 1,250 (Physiotherapy Board of Studies 2004).
Students are assessed for the skills and behaviours demonstrated during this
clinical period and clinical supervisors mainly look out for professional maturity,
subject knowledge, willingness to learn, dedication and communication skills
(Cross and Hicks 1997). The clinical report-forms had to be signed by the
students and clinical supervisors. Marks given by the Clinical Supervisors
tended to be higher and unrealistic when compared to those given by the
Clinical Educators. These marking discrepancies in clinical practice have also
been reported in the U.K. (Bernard and Goodyear 1992). In 2005 a new
scheme was introduced whereby students commenced a short period of clinical
observation in their first year, followed by short clinical modules in the second
and third year. The final year was totally dedicated to clinical practice. Half
way during this final year students are examined on their assessment skills and
the course comes to an end with a final examination that assesses their

treatment skills.



2.3 Factors Influencing the Physiotherapy Curriculum

Physiotherapy education is increasingly subject to external influences. These
forces are perhaps most pronounced and possibly exert a greater influence in
programmes that prepare students to enter the health professions. These

influences are going to be discussed in turn.

2.3.1 Professional

The level of medical services offered on the island is of a very high standard
thus the quality of physiotherapy has to continually be improved to match these
services. The transition from a course that was taught by the Department of
Health to one within a University setting was expected to bring about change.
Unfortunately, the changes that were carried out to the curriculum were the
imposition of either an increased depth in certain subjects, especially the
behavioural subjects, or the introduction of new study-units, like research.
Essentially, the curriculum -of physiotherapy remained that which was
introduced to the island in 1976. The Maltese physiotherapist is an
autonomous practitioner who is capable of producing a physiotherapeutic
diagnosis, planning a treatment, altering this treatment to the patient's needs
and finally taking the decision to discontinue treatment. One of the biggest
influences on the curriculum came from the members of staff working at St.
Luke's Hospital and this concerned medical dominance. The profession on the
island has always prided itself as being very closely related to that being
practised in the U.K yet whereas the profession in England has continued to
develop and become more autonomous while that in Malta has remained
static. The present system of referral within the state hospitals is one of
medical referral. There has been a growing concern amongst the
physiotherapy profession that physiotherapists will loose the need and right to
carry out a physiotherapeutic diagnosis on which to plan and implement a
treatment plan. In the past the largest number of students who failed the
course did so by not passing the final practical examinations. These consisted
of carrying out a patient assessment and treatment. The fear that medical

dominance via the |.H.C. Board would suggest the removal of these



examinations viewed as stumbling blocks and irrelevant as medical referral was

already in effect would prevail.

The present physiotherapy curriculum did not encourage the student or the
potential physiotherapist to enquire or be more demanding, but on the contrary
this educational system was one that students expected to be given all the
material to be taught. All the necessary skills to practise physiotherapy were
also taught to very high standards; however the underlying taught processes
were not given too much importance. The emphasis was on the application of
skills rather than the rational logic required when, and how to use these skills.
The 'training' and not the education of physiotherapists was the term utilized by
the Department of Health. A large component of the course consisted of
clinical practice. A popular method inherited from overseas used to train
students to learn the skills they would require to practise their profession was
the apprenticeship system this has been used successfully in the training of
skilled personnel within the Malta Dockyards, the tourism industry and
engineering (Azzopardi 2004). The manner that physiotherapy students did
their clinical practice was very closely related to this system. Students originally
learnt by observation, then practised under supervision and this was followed
by a period of time that as the supervision decreased the management of the
patient became the responsibility of the student. Physiotherapy practice was
not evidence-based but depended very heavily on the 'grandma effect’, a
situation similar to that in the UK. in the early 80s (Turner 2001). A move
away from the 'apprenticeship' or 'experiential learning' towards a more
intellectual education (Teichler 1999) became evident as physiotherapy
education moved into universities (French 1992), however a certain amount of
discordance still exists and the 'art or science' debate continues Selander 1990;
Lindquist et al 2004). The new health service will dictate that clinicians are
expected to deliver high-quality care, improve treatment outcomes, document
those outcomes and reduce costs. However, all physiotherapists who have
furthered their post-qualification education, including the academic staff have
done so overseas, normally in the UK. (Muscat 2004), these and any members

of staff who have worked abroad noted the restricted manner that
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physiotherapy was being taught. A sense of professional frustration was
becoming evident, as this educational system was narrowing their scope of

practice as opposed to their colleagues overseas.

2.3.2 Political - Health Care Policy
There can be no doubt that the present legislation intends to increase the size
and quality of the health service being offered to the Maltese population, this
will climax with the opening of the new teaching hospital in 2007. Health care
commands 5.3% of the gross national product and constitutes 7% of the
labour force (W.H.O. 2006). A new 250 bedded purposely built Rehabilitation
Hospital is also expected to become operational by 2009. To provide the
manpower for this new workforce, it is the policy of the government in office to
try and enrol as many people as possible: both school leavers and mature
workers, into higher education (Ellul Micallef 2006). The scientific and
technological advancements of the new millennium have improved the ability
for the health professions to diagnose and cure. In Malta, the socio-economic
evolution that took place in recent years is characterised in particular, by the
decentralisation, privatisation and globalisation of ideas. The emergence of an
information society accompanied by a change in values and traditional life
styles, peaked by the end of the last millennium (Abela 1999). These same
improvements have also made possible the increased affluence of the modern
Maltese state. Associated with an increased affluence are a better educated
public, seeking more and more out of the health service. In the last decade
new pressure started to be exerted on the health service and a number of
changes were being expected. These included:

* improve access to health care in general

« improved quality of health care

* more accountability and effective control of expenditure

» improved cost-effectiveness

+ the need for a new hospital.

1



In response to these pressures, the Department of Health commenced a
restructuring system. The prospective benefits of change from this
reorientation of health care are expected to include:

* Improved accessibility and continuity of care,

» Decreased wastage of specialised health resources

* Improved co-ordination of health care and social services

* Improved Primary Health Care

* A decrease in the number of patients requiring secondary health care

This strong movement towards primary health care calls for changes in the
traditional partnerships between education and practice. In the past education
for medicine and the health care professions has always been isolated; the
medical school for the training of doctors, and various different schools for the
training of the other paramedical professions. Following 1989 with the
inauguration of the Institute for Health Care all the education for the
professions allied to health care were transferred gradually from the
department of health to the University. However, the various divisions
continued to teach in a separate manner and targeted their specialised
education towards a secondary health service. The educational system will
have to reorganise its present practice. Presently, the curriculum does not put
enough emphasis on the preparation for child development and health, social
psychology and psychiatry, rehabilitation and other areas of community
significance (Appendix 4). Priority has to be given to the growth of training
opportunities in primary health care and this need is not only necessary for
physiotherapy but for the whole range of health related professions. Models
for such implementation have been proposed and implemented in the UK,
Canada, and most of the Scandinavian countries with Sweden and Norway
being seen as the models to emulate. This new drive for change hinges upon
insuring that students in all the health professions:

* Receive practical clinical experience in a variety of community and family

settings, as well as the traditional specialised teaching hospitals;
+ Participate in joint clinical learning experiences, so that they are better

prepared for future teamwork;
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e Become more familiar and skilled in dealing with the host of social forces
that impinge on community health care.

Progress towards reorientation of health care and education will not be easy for
a number of reasons. One of the major constraints must be economical; the
country has seen a large portion of its budget targeted at the building of the
new state of the art Mater Dei Hospital, hence primary education has presently
been side lined. Most of the developed world has shifted the emphasis of
health services towards the improvement and implementation of primary health
care, yet in Malta this presently appears to be of secondary importance. Apart
from financial constraints there are other important issues that influence the
speed of transition including: previous capital investments, entrenched
professional practices, established social hierarchies, statutory requirements
and certification procedures, economic and labour market limitations. With
respect to physiotherapy education in Malta the fact that it has been and will
be following the new hospital, roots its education in secondary health care. To
complicate the issue further, clinical physiotherapy education takes place in
specialised units, under the supervision of specialised physiotherapists. This
reinforces the issue that the present curriculum trains physiotherapists to treat
specific conditions affecting a few people, rather than the majority of the
population in the community. Students emerging from such an education lack
appropriate training to work as a member of a multi disciplinary team
necessary to work efficiently in either the primary or the secondary health care
settings.

2.3.3 Inter-Professional Learning

The importance of inter-professional learning and education for health
professionals is not a new concept and was emphasised in 1988 by the World
Health Organisation (W.H.O. 1988) in their statement ‘Learning Together to
work together for Health’ and this drive has been repeated by other legislative
and policy requirements in several different countries. Examples of this include
‘Learning together to work together’ (D.H. 2000) in the U.K., ‘The Inter-

professional Education for Collaborative Patient-Centred Practice’, supported by
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Health Canada and public health legislation in France (Herbert 2005).
Tryssenaar and Brett (1996) suggested that I.P.E. should be mandatory for all
Occupational Therapy and Physiotherapy courses across Canada, whilst Pringle
et al (2000) also reported the same suggestions for the nursing profession.

What the I.H.C. presently calls ‘Common Core Learning’ is in reality ‘multi-
professional education’, which involves two or more professions learning the
same content side by side, and this should not be confused with ‘Inter-
professional education’ that focuses not just on the subject matter but also on
the way different health care practitioners can work together.

In a modern healthcare system in which patients are cared for by
multidisciplinary teams involving a wide range of healthcare and various other
professionals, it is essential that team-work that includes collaboration and
communication amongst equals takes place if patients are to benefit from the
service (Buttigieg 2001). This teamwork is essential in both primary and
secondary health care. The present situation at the I.H.C. is that the L.H.C.
Board does not appear to be fully aWare of the advantages associated with
I.P.E., and that even though a lot of lip service is offered to working as a
multidisciplinary team (M.D.T.), little or nothing is actually done to promote it.
Another important issue to be raised is that even though the medical profession
is included in this multidisciplinary team in Malta, there is very little, if any
integration taking place during the undergraduate years. There is a stark
difference between the attitude in medical education between some countries
in Europe and Malta. In the U.K. for example there is official backing by the
medical profession for shared learning, the General Medical Council in a report
titled “Tomorrow’s Doctors’ (2003) highlights the importance of communication
skills and for medical students to learn and work with other health and social
care professionals. In 2005 the British Medical Association in a report titled
‘Health Care in a Rural Setting’ recommends that I.P.E. should be a part of the
undergraduate curriculum to allow healthcare professionals to respect and trust
each other allowing professionals to work across traditional boundaries. This

has been reiterated by the Royal College of Physicians of London in the report
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'Doctors in Society' (2005). The introduction of a new physiotherapy
curriculum coinciding with the opening of the new hospital and what the
government is calling an improved health service (Gonzi 2007; Deguara 2006)
offers the ideal opportunity for the physiotherapy profession to promote |.P.E.
However, even though the physiotherapy division recognises the importance of
I.P.E., due to the nature of more than one profession learning together it is
therefore not in a position to implement it solely. As models of service delivery
and changes to the workforce take place so too must the providers of
education change. This was one of the driving initiatives for this thesis to
come about. The Board of Studies of the physiotherapy division is a firm
believer that |LP.E. is the way forward, and hopefully the changes being
proposed within the new physiotherapy curriculum will act as a catalyst for
change within the I.LH.C. The values and norms of a multidisciplinary team
working through I.P.E., thus building mutual respect and understanding could
be a solution to the present gap that exists between the various professions at

the I.H.C. and that between the medical course and the |.H.C.

The new health service will demand the collaboration between health and
social care professions as well as that between the health and welfare/social
care agencies arising from the multiple needs of specific service users and the
variety of required service responses. All this will necessitate the need for
effective information exchange and discussion with regards to care, planning
and delivery. For the new health service to be really effective communication
between the different professions and agencies is going to be the key to
success. The present curriculum not only does not include any |.P.E. but also
lacks a basic study unit in communication skills. Again this is an opportunity to
include a study unit in communication skills within the new proposed
curriculum to prepare undergraduates for |.P.E. and help any future
physiotherapists to communicate within the M.D.T. and the patients. The lack
of ability to communicate within a M.D.T. has been documented in the
literature and has led to failure to respond to the needs of service users
effectively (Conway and Macmillan 2003), and a failure of service (Glasby and
Lester 2004; Hudson 2005).
15



The new physiotherapy curriculum should also prepare students for I.P.E. not
only whilst learning theory at the institute itself but also during clinical
placements. There is evidence to support that collaborative practice by
practitioners from different professions is an excellent positive driver for
student inter-professional development (Freeth et al 2002; Dickinson and
Carpenter 2005); examples of this are the multi-professional training wards run
in both the U.K. and in Sweden enabling students from different professional
programmes to be guided by professions other than their own (Fallsberg and
Wijma 1999; Fallsberg and Hammar 2000). A synergy should ideally be
achieved between the inter-professional experience in the clinical placement as

well as that during the 1.H.C./university context.

A review of the literature also reveals that a variety of learning and teaching
approaches amongst them problem based learning, case based learning
(Lindquist et al 2005), collaborative enquiry, and continuous quality
improvements (Barr 2003) can all promote I.P.E. However, these teaching
methods are not practised at the I.H.C. Thus a domino effect is generated; if
the physiotherapy division intends to introduce |.P.E. then changes to the
teaching and learning have also got to take place. This is another urgent issue

that drives the need for curriculum change.

2.4 Conclusion

This chapter can be summarised into two sections. The first part outlined the
development and history of the Maltese physiotherapy curriculum.
Physiotherapy education commenced in 1976 with a curriculum inherited from
the Chartered Society of Physiotherapy in England (D.H. 1976). The course
content of the Physiotherapy course in Malta might have started out as a
‘clone' of the Chartered Society of Physiotherapy, but has developed as a
'hybrid', a cross between the C.S.P. course taken as a core together with the
introduction of new subjects. The need for a curriculum that targeted
conditions and pathologies specific to the island was highlighted, which
together with the fear expressed by some of the clinical members of staff

regarding medical dominance via the referral system also illuminated the
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author of this research that the involvement of the clinical staff was going to be
necessary, not just as participants to collect data, but as partners within an
action research based study. The literature also highlighted the need for
change within the assessment and the teaching and learning that is currently
taking place, to review, improve and implement such changes will involve all
the primary stakeholders of the physiotherapy curriculum. Hence, the need to
involve the students, academic and administrative staff into the research team
all working with one eventual goal, the development of a new curriculum that
will meet all the needs that each stakeholder considers necessary. The second
part of the chapter is concerned with the underlying philosophy behind health
care policies and changes that will influence the health service and indirectly a
new physiotherapy curriculum. The fact that two new hospitals were being
built and the need for change from a secondary health care system to one that
is going to have to place more emphasis on primary health care acted as the
impetus to promote change and the reason why this study was considered
necessary and urgent. On having read this chapter, it becomes evident that
certain inadequacies needed to be addressed. Some of these issues were
considered so urgent that they had to be deal with during the actual
implementation of the thesis. These included the fact that the course was so
over assessed encouraging students to develop shallow learning and a lack of
inquisition leading to life-long learning, that immediate changes were
considered necessary. The Final Comprehensive Examinations were a cause of
unnecessary anxiety to both students and staff, and required change. The
clinical component was not considered ideal for the students as they had to
wait 24 months prior to becoming clinically effective and getting into contact
with the practical aspect of physiotherapy. It has set the local scene for the
reader, yet during this chapter a number of concerns have been raised. The
curriculum was no longer considered appropriate to the locally trained
physiotherapist to meet the health needs of the island in the new millennium.
At this stage it became evident that the physiotherapy curriculum was outdated
and that drastic changes were necessary, if the aim of the course was to
produce safe and autonomous professionals. This is the platform from which

this action research study has taken off.
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2.5 Chapter Summary

The first part of this chapter outlined the development and history of the
Maltese physiotherapy curriculum, which began in 1976 with a curriculum
inherited from the Chartered Society of Physiotherapy (C.S.P.) in the UK (D.H.
1976). Although the course content began as a ‘clone’ of the C.S.P. syllabus, it
developed as a ‘hybrid’ as new subjects were added to the core C.S.P. syllabus.
The need for a curriculum that targeted conditions and pathologies specific to
the island was highlighted. Importantly, the fear expressed by some of the
clinical members of staff regarding medical dominance via the referral system
showed that clinical staff should be involved in curricular development not just
as participants to collect data but as partners within an action research based
study. The literature also highlighted that the current methods of assessment,
teaching and learning needed to be revised. Implementing changes would
involve all of the primary stakeholders in the curriculum, students, academic
staff and administrative staff.

The second part of the chapter is concerned with the underlying philosophy
behind health care policies and changes that will influence the health service
directly and a new physiotherapy curriculum indirectly. Two new hospitals
were being built and change from a secondary health care system to greater
emphasis on primary health care was not only the impetus for review of the
curriculum but also the reason this study was considered necessary and urgent.
It is evident that certain inadequacies needed to be addressed. Some of these
issues were considered so urgent that they had to be dealt with during the
study. For example, the course was so over assessed it encouraged students to
develop shallow learning and not to develop skills for life-long learning. The
Final Comprehensive Examinations were a cause of unnecessary anxiety to
both students and staff. The clinical component was not considered ideal for
the students as they had to wait 24 months prior to becoming clinically
effective and getting into contact with the practical aspect of physiotherapy.

Above all, the curriculum was considered outdated and no longer appropriate

to provide safe and autonomous physiotherapists who could meet the health
needs of the island in the new millennium.
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THE CURRICULUM



3.1 Introduction

The new Maltese physiotherapist should be one who is proficient in the
necessary skills, clinically and research orientated, reflective and confident to
carry the responsibility of being an autonomous professional (World
Confederation for Physical Therapy 2003). The old curriculum did little to
prepare the student with the skills necessary for the future development of the
profession. These skills are difficult to teach or to quantify, but have to be
incorporated throughout the whole process of a student’s development.

To reach these aspirations a review of the curriculum had to be carried out.
The literature has revealed that there is no single definition of the word
‘curriculum’, let alone a consensual definition for a ‘physiotherapy curriculum’.
For this reason, a definition of ‘curriculum’ for the purpose of this study is
pertinent, at this stage. My definition reads as follows: “ 7The curriculum is the
academic, practical and clinical content that must meet all the professional and
academic needs, together with all the required teaching, assessment,
interaction, and learning. In a professioha/ course like physiotherapy this must
include the implicit, hidden curriculum.” The hidden curriculum is particularly
important as values and beliefs that constitute a ‘complete’ physiotherapist are
hidden within the curriculum. The new physiotherapy curriculum must also
include any developments in science and technology and at the same time,
have the ability to modify physiotherapy treatment from the traditional to a
more evidence based practice, simultaneously encouraging life-long learning.
Another essential feature of a curriculum must be its potential for translation
into practice; this is particularly relevant to a health related course such as
physiotherapy.

The idea of curriculum review is not new but its interpretation has changed
over the years. At its simplest, the curriculum can be viewed as a body of
knowledge, a syllabus that is to be transmitted. The definition given for this
study is: ‘The curriculum is the academic, practical and clinical content that
must meet all the professional and academic needs'. This is not only concerned

with a ‘body of knowledge’, but as will be discussed, is also related to the
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curriculum when viewed as a 'product’. When taken one step further the
curriculum becomes a 'process', whereby it is not just a physical, objective
composition, but the interaction between teachers, students and knowledge
(Roger 2003). Finally, the curriculum can be viewed as 'praxis'. It is not simply

action based on reflection but is a continual interplay between ends and means.

3.2 Curriculum as a Syllabus to be Transmitted

Many people, including staff at the 1.LH.C., still think of the curriculum as a
syllabus where it is, described as a 'programme of studies' (Stivala 2004). This
implies that it is a series of lectures or topics that have to be covered during an
academic year, without any regard to the importance of content, or the order in
which they ought to be covered or studied. As a result, a curriculum that is
solely syllabus orientated is in reality only concerned with content. " Education
in this sense, is the process by which these are transmitted or delivered to
students by the most effective methods that can be devised' (Blenkin et al
1992 p23). Curriculum development along these lines results in consideration

solely of the content that has to be transmitted.

3.3 Curriculum as a Product

The curriculum may be viewed as a product when education is seen as an
exercise where the objectives are set, a strategy is planned and carried out,
and the result is evident and measurable. This way of thinking has been

influenced by the development of management strategy and practice.

"Since the real purmpose of education is not to have the
instructor perform certain activities but to bring about
significant changes in the students’pattern of behaviour, it
becomes important to recognise that any statements of
objectives of the school should be a statement ofchanges to
take place in the students.”

(Tyler 1949 p44)

This view of seeing the curriculum as a product is heavily dependent on the
setting of behavioural objectives and a set of objectives that have to be

implemented. The old physiotherapy curriculum was designed in this manner:
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as a syllabus, viewed as content to be transmitted as well as a series of
objectives that have to be achieved. The university administration, to a certain
extent, still encourages this mode, as it annually asks for an update on study-
unit objectives (University of Malta 2002). As a result, precise behavioural
objectives predetermine outcomes and foster low-order thinking processes.
The present definition of the curriculum leads the reader to accept that the
course is still dependent on the accumulation of credits; consequently, students
are encouraged, by this behavioural approach, to study thus acquiring a
measurable outcome. This measurable outcome is what the university
registrar's office is really concerned with (Appendix 28). Students are allowed
progression from one academic year to the next, or are granted a degree
according to the amount of measurable outcomes they have obtained.
Behaviourism, thus, remains a popular educational approach, and tests and
examinations are still assumed to be the manner by which one measures
students' understanding and learning. This product model is an attractive
model for any university administration as it is systematic, leading to better

organization and control (Appendix 28).

3.4 Curriculum as a Process

Another way of reviewing curriculum theory and practice is as a 'process'.
Curriculum is not just a physical objective as described previously, but should
be the interaction between lecturers and students. It is an active process in
which the outcome is no longer the defining feature.  The curriculum is a
process that defines the development of the educational procedures of both the
teacher and the students. This process, "together with all the required
teachingassessment, interaction and learning, is an important component of
the definition of the curriculum. This approach to the curriculum is important
to this study, as it places 'meaning-making' and thinking at its core and treats
learners as individuals and active participants, as opposed to objects.
Physiotherapists have to have the thinking skills, but also the " meaning-making
skifid' (McKenzie and Higgs 2005 p51) to become the professionals required
nowadays. The danger, as Grundy (1987 p77) describes it, is that this process

describes the actions as though they were the end product, the processes have
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become the product, and worse still "whether or not students are able to apply

the skills to make sense o fthe world around them is somehow overlooked.”

3.5 Curriculum as Praxis

The curriculum has also been described as 'praxis’ that is, related action. " The
curriculum is not only a set of plans to be implemented, but rather is
constituted through an active process in which planning, acting and evaluating
are all reciprocally related and integrated into the process” (Grundy 1987
pi15). The latter two models, the process and the praxis models, associated
with curriculum change have all the right ingredients for any new curriculum.
Both models make the process of learning, meaning-making, and thinking the
main scope of the teacher, and as a result, places less emphasis on the actual
content and the assessment. This results in a lack of uniformity in the content
of the syllabus and how it is taught. However, this approach to education
encourages characteristics such as reflective and performance-based learning
activities through inter-professional collaboration, divergent thinking and
authentic, self-directed exploration of topics and issues. The new curriculum
must stimulate a new breed of students into becoming self-directed learners,
yet at the same time, be a member of a team dedicated to health care. This is
one of the reasons why change to the curriculum was considered necessary.
Curriculum, as praxis, should look at learning and practice that does not focus
on individuals, but encourages collective understanding, a deeper inquisitive

mind, and stronger values.

Over the last forty years, there has been a shift from a university education for
the elite few, to a higher educational system (Halsey and Leslie 2003) available
to all. The University of Malta has seen a dramatic increase in the number of
students, from 364 students in 1959 to 11,284 in 2006 (University of Malta
2006). The need to alter the curriculum to meet new requirements is necessary
as it is intended that all physiotherapy students, in the future, spend part of

their undergraduate education overseas.
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Finally, another paradigm shift regarding the curriculum is now evident. The
old physiotherapy curriculum could be described in the terms of the 'classic
curriculum' (Jarvis 2002) in which both educators and students were led to
believe that there is only one truth, and that there is only one way to learn
physiotherapy and finally, that there is only one way to practise it. In the same
manner that education in the sixties realised that there is more than one
interpretation to theory, the progression of physiotherapy education has
developed along these same lines (French 1992). The new physiotherapy
curriculum is going through the 'romantic' phase thus students are being given
the reasoning skills to treat a patient, encouraging diversity of thought,

treatment and care (Gangaway and Stancanelli 2008).

The previous physiotherapy curriculum was heavily dependent on the medical
mode! of education, where people who are not in good health are defined by
their illness or medical condition. This promotes the view of a disabled person
as dependent, needing to be cured and cared for, in order to return to their
healthy state. Important to the medical model is that control resides firmly with
the professional (Miller and Miller 2005). The old physiotherapy curriculum
based on this model of education, encouraged students to assess patients and
produce a diagnosis, as specialised professionals. This narrowed the students’
perception of a patient. Flowever, the scope and practice of physiotherapy has
changed, and a more social or open approach is now being encouraged, where
rehabilitation promotes a closer relationship between the professional and the
patient, and focuses on treating the person and not the illness. This study has

highlighted this problem.

3.6 Political Influence on the Physiotherapy Curriculum

One of the aims of higher education today is to create a work force with the
required skills to succeed in their place of work in a global environment. Malta,
like many countries all over the world, is looking for a better way to educate its
population. There is a paradigm shift, a whole new philosophy from education
for employment, to education for employability. This is very pertinent to this

study, as the island now has a 7.9% unemployed workforce (The Malta
24



Independent 2006) and the number of vacancies for physiotherapists has
reduced dramatically, causing newly qualified graduates to seek employment
overseas. Hence, the Maltese physiotherapist must not only have the
professional skills to enable them to work overseas, but also the necessary
basic skills that will enhance their overseas employability. This aim of a new
curriculum must also be in accordance with the Bologna Declaration that is to
be implemented by 2010. Its main two objectives are to increase the mobility
and the employability of European graduates, thus ensuring the global
competitiveness of European higher education.  Only a better-educated, highly
trained workforce can take Malta forward in this new competitive global
economic environment.  The curriculum, specifically the physiotherapy
curriculum, has to adapt to all these issues. As a result of E.U. membership,
our graduates now have to compete with physiotherapists from all other
member states.

“The people of Malta must continue to engage in critical
reflection and training that will enable them to confront the
socio-cultural, economic, industrial and political challenges
that characterise a small island state in a world that is
evolving into a global village.”

Ministry of Education (2000 p16)

The policy of the Government of Malta is that the integration of work, the
curriculum and improved learning experiences produce a greater economic
return (Gonzi 2004). This policy, that a more highly skilled workforce can only
come about through higher education, has been well documented (Yan 2003),
(Commonwealth of Australia 1999; MacLeod 2002).

3.7 Competency Framework as a means of achieving Fitness for
Practice?

One cannot talk about curriculum development without mentioning how

different professions have based their curricula upon a set of competencies

(Whiddett and Hollyforde 2003). A competency framework aims to outline a

model of good practice in regard to the establishment of an environment that is
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positive towards and supportive of a new and improved healthcare system.
The climate is right to pursue this objective, and ensure that entrants to
physiotherapy are adequately prepared for a career of changing roles, lifelong
learning and continuing professional development. This implies that a new
curriculum has to prepare a student both for ‘fitness for purpose’ as well as
‘fithess for practice’. Harvey and Green (1993) have defined ‘fitness for
purpose’ as fulfilling a customer’s requirements, needs or desires. In education,
fitness for purpose is usually based on the ability of an institution to fulfil its
mission or a programme of study to fulfil its aims. Although straightforward in
conception, ‘fitness for purpose’ is deceptive, for it raises the issue of whose
purpose and how is fithess assessed? Fitness for purpose offers two alternative
priorities for specifying purpose. The first puts the onus on the customer; the
second places it on the provider. It is for this reason that this new curriculum

was designed and assessed to meet the needs of all the local stakeholders.

By enforcing competencies, health care professionals establish expectations for
best performance, resulting in a systematic approach to professional
development, improved job satisfaction, better learner performance and finally
promoting continued professional development (Le Deist and Winterton 2005).
Competency models increase the effectiveness of training and educational
programs by linking them to defined criteria. Competency frameworks aim to
set out the attributes required for effective performance at various stages of the
development of a physiotherapist. This, together with the establishment of
modular programmes at the university has required that curriculum designers
are to be more explicit about the educational competencies to be achieved.
Thus learning outcomes have been designed in such a manner that they specify
both what the learner has to be able to do at the end of each module and the
level at which it is to be demonstrated again implying that a fitness for practice
has been established at the different stages of the course.

Another advantage associated with competency frameworks are as Storey et al
(2002) suggest that they support the need of the employer or the

establishment by ensuring clarity of the role and responsibilities of a
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physiotherapist within a healthcare system thus making physiotherapists more
accountable. This again is consistent with the new targets set out by the

Department of Health in Malta (Deguara 2007).

The new proposed physiotherapy curriculum is founded on a competency
framework that has been formulated by European Network for Physiotherapists
in Higher Education (E.N.P.H.E.) over the last four years after having reviewed
the European project Tuning Educational Structures in Europe (2005), the
Canadian Competency profile for the entry-level physiotherapist (2006), and the
Australian physiotherapy competency standards (2001). The subject-specific
competences in this framework have been developed by working groups at
several E.N.P.H.E. conferences starting in 2003 with entry requirements
(Valencia 2003); generic and subject-specific competences (Druskininkai 2003);
components o fcompetences (Dublin, 2004); assessment, teaming and teaching
(Estoril 2004); research skilled students (Warsaw 2005); innovative learning
environments (Helsinki 2005); learning in a clinical environment (Istanbul
2006); the influence of the use of competences on international education and
mobility (Brussels 2006); and ending with quality management and assurance
in Sofia, 2007.

E.N.P.HE. (2006) has described competencies as the essential values,
knowledge, attitudes, and skills necessary to practise physiotherapy (Ven 2007).
However, competence is a multifaceted and dynamic concept that is more than
knowledge and includes the understanding of knowledge, clinical skills,
interpersonal skills, problem solving, clinical judgment and technical skills. It
also incorporates the values and philosophy of the physiotherapist as well as
the knowledge and skills necessary. It is important to note that competence
changes and is dependent on the context in which an individual is working
(Alsop 2001). In physiotherapy competence is dependent upon the ability to be
autonomous and to be capable to self-evaluate and learn from past
experiences. Thus a competency framework reflects the legal, ethical,
regulatory, and political influences on the practice of physiotherapy in the midst

of inter-professional health care. For the purpose of this study, competence is
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viewed as a behaviour or set of behaviours that describe excellent performance
in a particular work context, and there has to be a clear distinction between
competence and capability. Capability has been described as an individual's
ability to develop and is related to future competence (Alsop 2001). In health
care, competencies are used to define discipline and specialty standards and
expectations and to align practitioners, learners, clinical supervisors, and
patients with evidence-based standards of health care and performance.
Competencies in education create an environment that fosters empowerment,
accountability, and performance evaluation which is consistent and impartial.
The acquisition of competencies can take place via experience, or training (Ven
and Vyt 2007). A competency model is a set of success factors that include the
key attributes required for excellent performance in a particular role. The
identification of competencies and the models for their implementation are
therefore essentia! in present health care education. Another advantage of
using a competency-based curriculum is that it could be easier to allow student
exchange to take place. This is so as if a sending institution refers a student
with a list of competences a student is capable of doing then the receiving
institution can accommodate a clinical placement accordingly. However
Campbell and Rozsnyai (2002) state that there is frequently a divergence of
national views between "sending" and "receiving" countries as to both "fithess"

and "purpose".

At the [.LH.C. competencies are a signal from the Institute to the individual of
the expected areas and levels of performance. They provide the student with a
map or indication of the behaviours that will be valued, recognised and in some
instances rewarded. n Competencies can be understood to represent the
performance in any setting, be them clinical or academic, articulating both the
expected outcomes of an individual's efforts and the manner in which these
activities are carried out. Originally the competency frameworks commenced as
consisting mainly of behavioural elements. Eventually however, competency
frameworks became broader and included more technical competencies and
this was done in an attempt to improve the treatment skills of our

undergraduate students.
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Students at the I.H.C. have been working on a competency framework as it
sets out a number of objectives to work towards, indicating how and to what
extent they are expected to perform their tasks. There is a link between
organisational and personal objectives. This has also resulted in a fairer and
more open manner of assessment as the processes are measurable and
standardised across organisational and geographical boundaries.

However, a competency-based system has a number of criticisms that are
attached to it. With respect to the E.N.P.H.E. competency framework that the
physiotherapy course at the I.H.C. has adopted, the most basic difficulty was
language. Due to English being the official E.N.P.H.E. language some of the
competences were either described in a manner that were off-putting or over-
elaborate. It was difficult to strike the right balance between reviewing the
competencies often enough for them to remain relevant but not so often as to
become confusing or broken down into such small competencies that they loose
their relevant importance. A danger also exists in that students working to a
competency framework run the risk of becoming clones rather than individual
thinkers with the right attitudes to become reflective practitioners for new ways
to tackle with a case. The L.H.C. has noticed that competency frameworks can
become out of date very quickly due to the fast pace of change in the
profession and the health care system and it can therefore be expensive and
time consuming to keep them up-to-date. Finally, as has been previously
stated even though most Socrates exchanges are carried out with universities
that are all E.N.P.H.E. members using the same competency framework the
difference between institutions in different countries results in some
competences being weighted differently or the underlying philosophy regarding

the actual competence might be completely different.
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3.8 Chapter Summary

The course has had the theoretical component praised by foreign modulators
on more than one occasion (Selfe 2005, 2006; Lindquist 2007) and the Board of
Studies are aware that the present curriculum provides a sound theoretical
knowledge base, yet are also conscious that the reasoning and treatment skills
are lacking. The early research showed (Sacco 2004) that there is concern that
newly-qualified physiotherapists do not possess the practice skills expected of
them by their employers about levels of preparedness for practice (Aquilina
2003) hence not meeting the fitness for practice expectations. However, it is
the believe of the Board of Studies that following a short period of time at work,
newly-qualified physiotherapists will develop, becoming effective, capable
practitioners with critical reasoning skills. This new curriculum has been
focused on the effective delivery and integration of theory and practice within
‘the four year programme, because it is believed that the aim to produce
‘*knowledgeable practitioners’ is right for the profession in Malta now and will
continue to be so in the future. The aim of this study was to produce a
curriculum that will match the health needs of the country. This new proposed
curriculum has a validated competency framework, built around a new modular
system. This curriculum ought to meet all the criteria to guarantee that new
graduates will reach the standard to practise safely and efficiently as expected
both by the profession and the state.
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CHAPTER 4

THEORETICAL BASIS OF PHYSIOTHERAPY EDUCATION
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4.1 Introduction

The previous curriculum did little to address the manner in which the
transference of knowledge took place. Teaching and learning were carried out
in a traditional manner, with little attention given to the fact that physiotherapy
students were adult learners following a professional course. A review of the
literature regarding modern learning commences by introducing the fact that
there has been a progression from education and training to learning. The
traditional concept of education, of experts in the field passing on their
knowledge to the next generation in a formal setting, is slowly giving way to
the idea that learning is status free and available to all. Students can now
learn at their own pace, in their own time, not necessarily at university and also
to the depth they desire.

During the initial years of physiotherapy education, teaching and learning
resembled the behaviourist theories described by Skinner. Tasks and skills
were broken down into a series of independent components and a response
was reinforced so that the probability that they recur in the future is increased.
Clinical practice was apprenticeship based and the treatment of patients was
dependent on the traditional ‘grandma’ approach. During this period, treatment

effectiveness could not be measured and was biased.

During the 1970s, the trend in physiotherapy education, in some institutions,
focused on the capability of qualifying students to carry out specific skills. This
was the era of the Continuous Assessment Record Books (C.A.R.B.) both in the
U.K. and in Malta. A specific examination at the end of the second year was
introduced to test students on the skills necessary to practise physiotherapy.
Skill-based curricula continued to be the trend in the 1970s and early 80s.
Curricula, though based on a problem-solving approach, targeted the skills
required to solve the problem rather than the critical thinking necessary. The
process of problem solving and the method of inquiry were given more
importance than the simple mastery of content (Barr 1977).
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During the 1980s and early 90s, changes to the health care systems, which
appeared to have taken place simultaneously throughout the western world,
catalyzed changes in the education of all medically orientated curricula. The
concepts of cost effectiveness, evidence-based practice, the reflective
professional and life-long learning began to emerge insupport of these

changes.

To satisfy these demands, cognitive learning theories, such as those described
by Bruner (1973) began to evolve. Learning was considered an active process,
in which physiotherapy students understood certain facts and principles through
a process of conceptualisation and categorisation. By the 1990s, this process of
concept attainment was seen as a series of decisions. The emphasis was now
based on decision-making, revolving around critical thinking and a problem-

solving process.

In this proposed study, a framework forinvestigating the quality of
physiotherapy education is being offered. The benefits of having a scholarly,
well-developed theoretical underpinning for acurriculum model have been
pointed out in the literature (Trigwell et al 1999), and having reviewed the
different theoretical and practical models available, it was decided that the most
appropriate framework for this curriculum development project would be the 3P

model described by Biggs (2003).

This model also focuses on the notion of "curriculum integration" (Brophy
1999), that is the congruence between curriculum structure and learner
attributes, as a conceptual underpinning for the analysis of the implementation
of a physiotherapy course. It is suggested that Biggs' (1999) "3P" model of
student learning provides a descriptive mechanism allowing for the evaluation
of the analogy between learner, lecturer and curriculum components in the

design, implementation and evaluation of this course.

Adopting a systems approach, Biggs maintains that a fully integrated system
attuned to learning will support higher-order learning processes in students of
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all levels. In Biggs' view, the constructive alignment of a curriculum presents
the optimal conditions for quality learning and a teaching environment where
teaching and assessment practices are aligned to the aims of teaching.
According to Biggs (1999) the 'construction’ is the process adopted by students
to deal with the learning activities and environment they find themselves in, be
they academic or clinical. The 'alignment' refers to the association between
learning outcomes, learning activities and assessment in order that a student

must learn what is intended by the lecturer.

4.2 The 3P Model

Much of the recent research on student learning in education has been
summarised in terms of the 3P model described by Biggs in 1993. It is
important to understand that the 3P model of learning has undergone many
transformations over the last decade yet the basic components of presage,
process and product have remained constant. The three main elements in this
model are: presage, process and product. The 3P model of learning and
teaching is a useful method for structuring discussion of the components and

the dynamics of a planned educational experience.

Presage Process Product

Students’ characteristics

Perceptions ofthe

, . Approaches to Learning
learning environment

learning Outcomes

Learning environment
(teaching method,
assessment, course and
department)

Figure 4.1: A 3P model for students' learning

(Adapted from Biggs (2003) and Prosser & Trigwell (1999))
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Referring to the diagram there is a natural flow from left to right: presage
factors exist before the learning experience and influence the creation, conduct
and outcomes of learning experiences. Process factors describe a particular
learning and teaching mix, leading to the product, the outcomes of learning.
However, it is too simplistic to assume that knowledge of presage will allow the
process to produce the desired outcomes. The 3P model represents a complex
and dynamic system. Some presage factors influence the product directly
others interact with each other. Feedback can occur at different stages of the
model.

4.2.1 Presage Factors

The Presage Factors provide the context in which a learning experience is
carried out, influencing the planning, form and outcomes. A prospective
physiotherapy student brings personal elements such as prior knowledge and
motivational goals, self-regulated knowledge plus all the characteristics of an
aault learner including their own conceptions of learning to the learning
experience. In addition, environmental influences such as the curriculum and
teaching manner also play a role in this learning experience. The point of
contact between the student and the learning environment is known as the
perceived learning environment and depicts a relationship between these two
domains (Prosser and Trigwell 1999). The learning environment includes the
situational factors the teaching method, assessment, course and department.

The Adult Learner

Modern literature reviews describe adults as having special needs and
requirements (Lieb 1991; Chall 1994). Jarvis (1987) describes Knowles as one
of the pioneers of adult learning, who identified certain characteristics
associated with how adults learn. Adult learning according to Mezirow (1991)
“involves the process of justifying or validating communicated ideas and the
presuppositions of prior learning. Adults operate within horizons set by ways of
seeing and understanding that they have acquired through prior learning.
Formative learning of childhood becomes transformative learning in adulthood.
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Transformative learning involves reflective assessment of premises, based upon
movement through cognitive structures by identifying and judging
presuppositions. Meaning schemes that constitute interpretations of experience
become more differentiated, integrated or transformed by reflection on the
content or process of problem solving in progressively wider contexts.

“In its broadest meaning, 'Self-directed learning’ describes a process in which
individuals take the initiative, with or without the help of others, in diagnosing
their learning needs, formulating learning goals, identifying human and material
resources for learning, choosing and implementing appropriate learning
strategies, and evaluating learning outcomes” (Knowles 1975 p18). This last
point is contentious in itself as it implies that all learning can take place by the
students on their own, without any sort of guidance whatsoever. Self-directed
learning should not be viewed as “an intellectual Robinson Crusoe, castaway
and shut off in self-sufficiency” (Moore 1973 p669), but ought to be viewed as
any form of study in which individuals have the primary responsibility for the
planning, implementing and evaluating of their effort. However, Brockett and
Hiemstra (1991) imply that self-directed learning is an instructional process
founded on such activities as assessing needs, securing learning resources as
well as implementing learning activities and evaluating the learning undertaken.
In the same manner that Hiemstra and Sisco (1990) refer to this as
individualised instruction, in essence this aspect of self-directed learning centres
on factors external to the individual.

Adult learners should participate actively in what they are about to learn. Self-
directed learning might imply that lecturers are no longer necessary and
possibly ought to be made redundant, as learning will take place without any
formal education or within a formal setting. In reality, however, the successful
lecturer of self-directed learning is extremely necessary and assumes an active
new role. This is the paradigm shift away from lecturers, seen as the 'fountains
of all knowledge', standing on a podium transmitting knowledge in a
unidirectional manner, to their new role as facilitator (Bauman 1987; Lieb

1991), involving negotiation, exchange of ideas and views, as well as offering
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the resources and the eventual validation of outcomes. Readers, not from an
educational background, might think that the lecturers’ role has suddenly
become much easier, yet this change is very challenging to the lecturers as
they are not yet familiar with the required new skills.

A move away from learning by rote, to learning by a means of reflection is
taking place. The rapid changes in the modern world have resulted in previous
knowledge being disclaimed and new knowledge being generated (Beck 1992).
This is particularly true in the physiotherapy profession as it is becoming more
and more evidence based. As a result, staff no longer encourage students to
learn by rote, but rather encourage them to seek to understand and to become
more critically aware of any information being imparted to them. This again
ties in with the statement that lecturers can no longer be viewed as the sole
possessors of truth, and their new role has to change to one of an interpreter
of knowledge (Bauman 1987).

Another problem associated with self-directed learning is that University
administrators find it difficult to place any value on what is learnt individually or
outside the formal university setting. The physiotherapy division is experiencing
this current problem. Students are only awarded credits for the number of
clinical hours that are supervised and not for any spent in self-study, necessary
for clinical practice.

Finally, Knowles (1987) talked about the de-institutionalisation of education.
Allen Tough’s (1993) previous work in Canada supports this theory. However,
with the advent of the internet, distance learning has become so much easier;
reducing the dependence of students on lecturers and formal environments
nevertheless as stated previously, it is unlikely to replace the traditional mode
of teaching (Peters 2002). If one of the aims of this study is to promote life-
long learners, then self-directed learning as the literature has shown must be
incorporated into the new curriculum.
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Motivational Goals

These are a key element in the learner's pursuit of further education. Winne
(1995) viewed motivation as a form of knowledge for reaching learning goals
that are inherently valued. No similar studies on physiotherapy students could
be found in the literature so a survey of Australian nurses is being used. This
paper revealed that the most important reason for undertaking graduate study
amongst nursing students was personal or job satisfaction (42%), increased
professional status (22%) and better job opportunities (17%) (Pelletier et al
1998). The extent of motivational goals will impact on the quality of learning
outcomes. Conversely, the physiotherapist’s perception of learning outcomes

will influence motivation.

Self-Regulated Knowledge

Another key element attributed to the Learner's ability to learn is the concept of
self-regulation. Self-regulation is a complex interactive process involving
cognitive, motivational and behavioural components (Boekaerts 1995). Self-
regulation refers to the perceived self-control the learner holds with regards to
his/her learning acquisition. It is the students' awareness of themselves as
learners and the approaches they use to finish their work, how they will
eventually use their knowledge about learning will allow them to organise, plan
and monitor their learning (Archer et al 1999; Boekaerts 1995).

Teaching Manner

The teaching styles offered by the Physiotherapy Division of the I.H.C. are very
traditional comprising mainly lectures and tutorials. Student-lecturer interaction
is minimal. Certain lecturers only seem intent on delivering the detail (Stabile
2005). ‘Chalk and talk’, with much regurgitation from books or notes, is still a
teaching method, practised at the U.0.M. (Physiotherapy Board of Studies
2003). The problems associated with lecturing are old and well documented
throughout the literature. This teaching method has to be reviewed and
improved, as previous research into the curriculum (Sacco 1999) indicated that
this mode of teaching was found to be dissatisfactory to a large percentage of

respondents. Since the early 1990s (Kezar 2000), a new trend has emerged,
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placing more importance on the manner a curriculum is delivered rather than its
content. There is an increasing concern with the imparting of relevant
knowledge and developing the appropriate skills in the limited time available

(Barnett et al 2001).

A broad definition of teaching used by Ramsden (1992) includes the design of
the curriculum, choice of content and methods, various forms of lecturer-
student interaction and the assessment of students. His criteria for good
teaching have been divided into six principles:

i. Interest and explanation

ii. Clear goals and intellectual challenge

iii. Concern and respect for students and student learning

iv. Independence, control and active engagement

v. Appropriate assessment and feedback

vi. Learning from students.

Burroughs-Lange (1996) defined three different ways that teaching can come
about:

i. Asthe transfer or transmission of knowledge

ii. As the facilitation of learning

ii. As reflective practice.

Prosser and Trigwell (1998) have classified teaching into two. The first is
'teacher-focused', whereby knowledge is transmitted from expert teacher to
inexpert student. This is not sufficient, as the teacher must also increase the
students' understanding of the concepts necessary to learn the discipline.
Prosser and Trigwell (1998) also suggest that modern teaching ought to be
'student-focused’', using strategies, which focus on how students acquire
knowledge. The emphasis is on what students do to achieve this understanding

that is important, rather than what the teacher does.
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Prosser and Trigwell (1998) and Biggs (1999) talk about three 'common
theories of learning', which are:
i. Learning that comes about as a direct result of interaction with
students;
ii. Learning is primarily the result of appropriate teaching;
ii. Learning is the result of student-focused activities, which are carried

out by students as a result of the previous two statements.

They then go on to describe three progressive levels of teaching, each having a
separate focus. The most basic level is very teacher-focused whereby the
purpose of teaching is to convey the information. The onus for learning is on
the student; students have to attend lectures, listen carefully, take notes, and
do the required reading. The teacher has done her/his duty and presented the
material. If students do not reach the required standard then a 'blame-the-

student attitude' is brought into effect.

The next level is again teacher-focused, but takes the transmission of
knowledge a step further. In this situation, apart from the information, the
concepts required to understand the information are imparted. The
responsibility again rests with the teacher; this time not only in what the
teacher says but also in what the teacher does. To satisfy these demands a

teacher may be required to use various teaching skills.

The final level of teaching is 'student-focused'. The focus is on the student and
depends on how well the teacher can guide student activities, so that learning
may take place. Teaching at this level is not just concerned with the
transmission of information, but also with how students understand, and apply
the knowledge gained. The important factor at this level of teaching is not
what the teacher does but what the students do to be capable of engaging in

learning and understanding the required information.

Therefore, two generalisations, regarding teaching in institutions of higher

education can be made. The first is that lectures continue to dominate as the
40



main form of instruction (Lockwood 1996), and secondly, that the dominant
pedagogical transaction is that between a single lecturer and individual students
(Rettinger 1995). These two generalisations are true for many university
courses, including those at the I.H.C. The dominant paradigm of the teaching
responsibility remains that of the authority in the field imparting knowledge and
skills to individuals. This criticised method of teaching will always exist, to a
certain extent, yet alternative methods of imparting knowledge have to be
encouraged (Lorenzo & Abbott 2004).

There are, however, some disadvantages associated with lectures as a primary
teaching method that ought to be discussed: the most prominent being that
they do not provide students with individual feedback. Lectures do not
promote active learning and cannot be adapted to individual learning. This fact
means that they do not promote independent learning, neither does it
encourage the notion of life long learning. An effective lecture requires
extensive research and preparation as well as good delivery skills to maintain
students’ attention and motivation. Should any of these not be delivered, then
the lecture ceases to be an effective teaching method. Lecturers may be under
the impression that because they have prepared a lecture with excellent
content that learning must take place leading them to think that their
responsibility has been fulfiled because they have imparted the right
knowledge and it is now the students’ duty to learn it. Lecturers may think that
if their lectures are well prepared and contain excellent content, then learning
should take place, freeing them of any further responsibility. It is this attitude
towards teaching and learning that this study intends to tackle. An important
aspect that the old curriculum did not take into account and that the literature
is now recommending is the whole paradigm shift away from the traditional
teacher-centred lecture, to a more learner-centred approach (Mangena and
Chabeli 2005).

The Curriculum
The curriculum design must take into consideration the learners' and lecturers'

attributes, the available resources, the learning environment and assessment
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relative to the desired learning outcomes. There must be alignment/congruence
between aims, objectives, and assessments within the curriculum (Biggs 1999,
Brophy 1999). Assessment tasks should be reflective of clearly stated aims,
objectives and desired learning outcomes (Biggs 1999). Assessment methods
should encourage the development of analytical and critical thinking abilities
and reflective practice (Boychuk 1999).

Environment

Overly competitive (Archer et al 1999) or hostile environments can increase
anxiety levels to such an extent that they interfere with the students’ ability to
make use of relevant self-regulatory strategies (Bandura 1993). It is
mandatory that physiotherapy education has a strong clinical focus and involves
close collaboration with the appropriate care provider. The learning
environment is crucial 'for the success of any under-graduate education
programme, especially one in the caring professions like physiotherapy.
Conducting under-graduate physiotherapy education from a combined hospital / |
university based setting is an optimal learning environment. It minimises the
theory and practice gap, providing current "hands-on" application of knowledge
and skills acquisition (Benner et al 1999). '

4.2.2 Process Factors

This component of the interactive model is affectéd by all the elements involved
in the Presage section. Process factors refer to the way students interact with
learning situations.  During this process, deep versus surface learning
approaches are analysed. Successful learning and teaching processes capture
both the student’s reasons for learning and the student’s methods of tackling a
learning task will lead to improved quality of learning outcomes (Entwistle
2001). Biggs (1999) hypothesised that the approaches to learning mediate
between the stated presage factors and the learning outcomes.

The way students learn
The method whereby people learn and the technique to enhance their learning

has been the subject of research amongst psychologists for most of the
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twentieth century. In its most simplistic form learning can be defined as a
‘relative permanent’ change in behaviour as a result of experience.” The point
has to be stated that both students and lecturers have a role to play to ensure
that learning takes place. Over the past 30 years, general agreement has
emerged on the basic ways in which students approach learning (Biggs 1999;
Entwistle 1991; Prosser and Trigwell 1999). They have a constructivist theory
of knowledge in common, which recognises that it is the learner who constructs
knowledge, not the lecturer who imparts it. Research into approaches to
learning has derived from two theoretical frameworks: student approaches to
learning (S.A.L.) and information processing (I.P.). The S.A.L. framework is
derived from qualitative work on student learning (Biggs 1993; Prosser and
Trigwell 1999). This S.A.L. framework is generally viewed as having a student-
focused methodology underpinning its development. Conversely, the I.P.
framework is derived from cognitive psychology (Schmeck 1988; Meyer 2000).
Biggs (1993) criticizes the IP framework as being too narrow and ignoring the
role of the teaching context and in the same manner that Biggs considers the
IP framework too narrowly focussed, the proponents of the more recent
perspective on learning consider S.A.L. to also be too limited (Meyer 2000;
Prosser and Trigwell 1999; Vermetten et al 1999). They are of the opinion that
the separation of the person from their perceptions of their environment to be
inappropriate. They suggest the individual’s awareness of each learning task is
influenced by their previous learning experiences and that the individuals
perception of the learning task, based on this awareness is vital to the student’s
choice of learning approach. It is important to recognise the dual manner of
approaches to learning. Some researchers (Eley 1992; Schmeck 1988) state
that approaches to learning are traits and therefore do not change, however
Biggs (1999) contends that students have a predisposition to one approach to
learning that may be influenced by a range of presage factors. The literature
however suggests that researchers agree that the approach to learning adopted
by a student influences both the quality and the quantity of their learning
(Biggs 1993; Richardson and King 1991).
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Marton and Saljé (1976) are thought to be the pioneers of student learning
research. They concluded that students have either a surface or a deep
approach to learning. At the same time that this research was taking place in
Sweden, Biggs in Australia (1987) was also working on students being active in
the learning context, and some strong outcomes for teaching emerged. Both
Marton and Saljé’s (1976) and Biggs (1987) definitions of deep and surface
learning share a motivational or intentional component that effects the
approach that a student uses when learning. There are however two major
differences between their research towards approaches to learning. Both have
identified deep and surface approaches to learning, however Biggs describes a
third approach one that he describes as ‘Achieving’ (Biggs 1987). Marton and
Séljé (1976) made use of interviews encompassing the S.A.L. methodology
while Biggs (1987) used a quantitatively based questionnaire. During this same
period Entwistle (Entwistle 1991, 1998; Entwistle and Tait 1994) and his
colleagues in the U.K. also researched learning approaches using a similar
approach to Biggs and found four constructs related to approaches to learning
namely meaning (deep), reproducing (surface), achieving and non-academic.
Non-academic being those aspects of learning associated with a lack of
motivation, negative attitudes, disorganised study and a desire not to be a
participant in the learning environment (Entwistle and Tait 1990). Comparing
Entwistle (1991) to Biggs (1993) results in a number of similarities beyond the
definitions provided for deep and surface learning.  Both researchers
independently used questionnaires to measure approaches to learning, both
agree that although the student’s approach to learning can be influenced by the
context and the content of learning, this is helped by their predisposition to use
one approach over another and finally that both consider the process of
learning and the intention of learning to be of importance. Cognitive
psychologists also offer an insight into a theoretical understanding of
approaches to learning, Schmeck (1988) in particular focuses on the
relationship between strategies, tactics and learning outcomes. There appear
to be differences between the cognitive psychologists and the work done by
Biggs, Entwistle and Marton and Séljé but a closer inspection of the research

suggests that the differences are semantic.
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The modernist thought which has been the dominant scientific paradigm for the
last three centuries influences the traditional educational curriculum with
emphasis on the teacher and a one-way transmission of knowledge. More
recent theories, such as post-modernism, the chaos theory and the complexity
theory reject positivism and reductionism. Instead self-organisation,
unpredictability and randomness are now advocated (Classen 1998). The
learning paradigm that had been followed in education is scientifically known as
an objectivist paradigm, whereas the one that is now in place is known as a
transformational or constructivist paradigm (Norris 2001; Gericke 2002). There
are two main theories of learning: "Phenomenography" introduced by Marton
(1981) following his original research with Saljo and "Constructivism" with its
several forms mainly: individual, social, cognitive and post modern (Steffe and
Gale 1995). Even though there are differences between constructivist-driven
and phenomenological-driven teaching, Biggs (1999) favours constructivism,
with a strong blend of phenomenology, suggesting that teachers use a theory
that helps them reflect on what they are doing. In the past, knowledge was
taken as something true and definitive that had to be learnt and possibly
memorised.  Nowadays however, the status of knowledge itself is often
questioned (Lyotard 1984) and the need to consider and reflect on the extent

of truth within knowledge is considered more important.

The way students learn is one of the key issues that this study intends to
tackle. Learning is dependent on the teaching methods and unless the new
curriculum addresses the need to change the present teaching methods
students will continue to be influenced adversely. " Meaning is not imposed or
transmitted by direct instruction, but is created by the student's learning
abiiitied' (Biggs, 1999 p60). Learning is a way of interacting with the world,
and as a result of this, the world is viewed differently. Yet, it is not just
knowledge that brings about change, but the way we organise and make use of

this information. The modern physiotherapist requires all of these skills.
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Learning theories, which have their foundations in cognitive theories, are the
basis for a constructivist perspective. Traditionally, learning was based on the
assumption that a teacher transmits knowledge to a student and that
knowledge is an objective reality. On the other hand, constructivist-learning
theories state that learners actively construct their realities by developing
knowledge (Biggs 1999, Guba and Lincoln 1989) via their experiences, beliefs
and biases (Poplin 1988). The constructivist view of learning is an evolving
process leading to conceptual development in which students use their past and
current experiences. (Poplin 1988)

To facilitate and encourage this type of learning process the use of educational
methods, based on the constructivist learning theory, such as collaboration/
group learning, situated authentic contexts, cognitive apprenticeship and whole-
part-whole learning, are being recommended for adoption by the physiotherapy
division at the I.H.C.

Collaboration/Group Learning

Discussion amongst peers or together with their educators during group work,
allows students to attaih a higher level of understanding, which in turn
promotes a deeper learning. Problem-based learning is one example of how
this approach is now being used in physiotherapy education. It encourages
students to reflect on their previous knowledge promoting conceptual
development (Albanese and Mitchell, 1993) thus making their learning deeper.

"~ Other ways of promoting discussion within physiotherapy education may
include the use of tutorial groups, and opportunities to engage in collaborative
learning with one or more peers. Buddying or mentoring among students
promotes discussion (University of Birmingham 2000).

Authentic Contexts
In institutions offering physiotherapy education, most of the actual
physiotherapy skills are taught through simulated situations, while the non-

theoretical components are usually taught in laboratories. Students are then
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expected to transfer or apply this knowledge to the authentic context of the
clinical setting. This is not the ideal situation. To help overcome this situation,
closer ties with clinical facilities must be present. Ideally, all physiotherapy
skills ought to be carried out on actual patients, or at least, students should
observe these being carried out by the lecturer on a patient and then practise
amongst themselves (Larin et al 2005). Another alternative would be to bring
patients to the classroom or practical laboratories and allow students to interact
with them. If students can learn from simulated situations and clinical
placement, then the ideal context for learning through actual experience should
be provided. Clinical placements provide opportunities for students to
experience the clinical setting at first hand. This learning method involves both
discussion and experience and is closely associated to the situated/authentic
context.

Cognitive Apprenticeship

The apprenticeship method of learning is a very old one, usually associated with
the learning of skilled professions. The aim of cognitive apprenticeship is to
introduce the students to authentic practices of the field, discipline or
profession (Brown 1989). In physiotherapy education, this equates to the
students being exposed to qualified physiotherapists practising their acquired
skills on ‘real’ patients in the ‘real’ setting. At St. Luke’s Hospital in Malta, which
is the main teaching hospital, students are also exposed to ‘clinical educators’.
These clinical educators are University based staff whose duties differ from
those of the clinical supervisors. Their role is to help bridge the gap between
what is learnt in the classroom and the application of skills and knowledge in
the clinical setting. These clinical educators not only encourage discussion
between the students and their supervisors, but are also responsible for
students maintaining a personal portfolio of the patients they have treated.
This encourages ‘reflection’, and stimulates the thinking processes that
encourage learning.
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Whole - Part - Whole learning

Poplin (1988) describes another method of how ‘constructivist’ learning takes
place. The pupil begins to learn a topic with a generalised view of the concepts
to be learnt. He then gets to know specific details, and this possibly increases
his interest in the subject. Finally, the student puts all the details together
viewing the concept as a whole. In some instances where an authentic context
cannot be reproduced, the lecturers, mainly those who are still clinically
effective, often share their experiences with the students. The advantages to
this method of learning are that students can develop a context for learning,
even when they do not have the necessary experience in that area. Presently,
this situation often exists, as students might not always have the necessary
background knowledge or clinical experience to be able to understand the
concept as a whole. This learning method encourages a holistic approach to
the understanding of a subject rather than a focus on specific detail. This
lessens the emphasis on the memorisation of details and facilitates a greater
understanding of the concept as a whole. Students can also make use of
visualisation as @ means of recalling a concept without relying too much on

memorisation.

Constructivist learning theory appears to be the foundation for the modern
trends in physiotherapy education. Both problem-based learning and reflective
practice are included in this learning theory. The relevance of this to this study
is that lecturers at the I.H.C. have to be given all the necessary support if any
changes to the teaching and learning methods are to take place. Finally, Papo
(2002 p1) reminds us that learning is a "never-ending process' and should
open up teaching opportunities. There will always be a need for re-thinking old
ways and formulating new approaches to teaching and learning.

4.2.3 Product Factors
The product factors describe the quality learning outcomes of the new under-

graduate physiotherapy curriculum include two categories. The first category |
refers to quantitative outcomes that are the actual knowledge and skills the

student has acquired over the four years. The second category describes the
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qualitative outcomes including the student’s feelings regarding their motivation
and course satisfaction. Specific to this study the main outcome of the four
year curriculum would be to produce a reffective, safe practitioner capable of
critical thinking.

Critical Thinking

The new curriculum ought to be designed in a way that stimulates students to
ask questions, to seek answers for themselves and to explore various
possibilities on how to solve a problem through critical thinking (SAQA 1997).
This is what the old curriculum lacked and what literature is demanding from
modern educators. As previously mentioned, the modern educator has to
change from the traditional role of information provider to ‘maestro’; to guide
students to different knowledge sources, yet be present to answer any queries
and to stimulate thought processes. According to Shin (1998), critical thinking
is @ combination of practice, communication, and problem solving. This is what
the profession is expecting from our graduates, yet the old curriculum did not
permit this to happen. Adult learners should be encouraged to decide which
topics are the most important to them and how to understand and learn them
since they come with a wealth of experience and knowledge that has been
accumulated over the years. It is this knowledge that the modern educator has
to try to draw on. In this manner, the students will be relating theories and
concepts relative to their experiences and contributing them to their learning
(Jarvis 1987). The setting of goals and objectives, very early on in the course,
is another factor associated with adult learners. This is important, as students
nowadays want to set their own targets fo reach specified goals (Barell 1995).
The role of the modern educator is to help them achieve these goals. A goal
should not only be to pass and obtain a particular credit, but also more
important, be the acquisition of understood knowledge.

The literature describes adult learners as being relevancy-oriented and

practical, and who ought to be shown the respect they deserve (Lieb 1991).

The aim when teaching physiotherapists is to develop professionals who are

broad minded, objective and committed to learning. Critical thinking is the way
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forward and Glen (1995) goes as far as to say that it ought to be regarded as
an indispensable component of education. However, one cannot teach critical
thinking, unless one is a critical thinker oneself (Van der Horst and McDonald
1997). Most academics on the teaching staff were taught in the traditional
manner and are predisposed to the transmission of knowledge in the same
manner.

To conclude, staff must be supported, when a change in teaching methods is to
be introduced. It is easy to state that change is required, but is more difficult
to implement. Staff development must go hand-in-hand with any curriculum
development. However, sometimes, students themselves might be the ones to
oppose a move away from traditional methods of teaching. Most of the
students attendihgﬁ tﬁé'"Bh;»/’éi&hre}éby"_cibburse come directly from secondary
schooling where traditional teaching is the norm. Their first aim is to pass
exams with the necessary grades required to enter tertiary education, further
stifling critical thinking (Botes 2000).

One of the aims of this study and of the new curriculum is to motivate the staff
who will be involved in the teaching concerned. The literature (Davis 1993;
Ragan 1999) when analysed describes certain features that are consistent with
good teaching: these are knowledge, communication, interest and respect. The
lecturer has to be an expert in his field and this must be taken as a prerequisite
for any teacher at undergraduate level. Communication is the key to success in
modern teaching. Communication should not only be between the teacher and
the students, but also between the students themselves. Good teaching is as
much about passion as it is about reason. It involves hours of preparation of
which students are unaware. It includes the building of a strong relationship
with the students, together with the mentorship that takes place. Good
teaching is not only about good teaching methods but also about the capacity
to be versatile, and to vary the teaching methods according to the students’
needs. Good teaching must involve integrity on the part of the teacher. One
must not forget the influence a teacher has on any student. Finally, good

teaching must also include an element of fun and accomplishment.
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Reflective Practice

Reflection normally means a mirror image, however in adult education it does
not give back what it is, but what it might be, an improvement on the original
(Biggs 1999). A definition of reflective practice according to Johns in 1995 is
the 'practitioner’'s ability to access,, make sense of and /earn through work
experience to achieve more desirable effective and satisfying work (p23).
Schon (1991) differentiates between two types of reflection. Reflection-in-
action, that is associated with " critical treatment and is a dynamic process in
which thinking serves to reshape what we are doing while we are doing it’
(p26). He also describes reflection-on-action, which is a retrospective thinking-
process, making sense of an action after it has taken place. Unfortunately,
both types of reflection are individualistic and are usually in a written format.
Reflective practice is insular and does not promote discussion and transference
of ideas (Errington and Robertson 1998). Cross (1997), on the other hand,
suggests that since the outcomes of reflection are documented, then this
private knowledge should and can become public. Rothstein (1998) also
supports this claim if written debates are published in professional journals.
Physiotherapy education at undergraduate level in the UK., has adopted this
documented reflective practice with the use of professional development diaries
(Cross 1997, Morrison 1996).  Consequently, reflection in physiotherapy

education has become inextricably linked with diary writing.

Clouder (2000) and Errington and Robertson (1998) suggest a third type of
reflection, that of 'dialogical reflection'. This type of reflection is the type of
reflection that takes place on a day-to-day basis in the clinical setting. The
reflective practitioner discusses the new difficult patient he has treated or is
about to treat with his colleagues. He may research the condition on the
internet or in the library, or discuss the case at a multi-disciplinary meeting. At
undergraduate level, the student can carry out reflection with his/her peers,
clinical staff, clinical educators and the patients themselves. A combination of
dialogical reflection and written reflection is what literature is recommending.
Reflection does not stop at the individual but may also be dialogical, interactive

and socially constructed. No one doubts the need for a reflective practitioner
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especially as the profession moves away from medical dominance. The fact
that physiotherapists perceive themselves as autonomous practitioners
(Canadian Physiotherapy Association 2006; Australian Physiotherapy Association
2001) and not subordinates to the medical profession, reinforces the need for
reflection.  Reflective practice is associated with higher intellectual skills and

professional responsibility (Clouder 2000).

The notion of reflective practice is not evident amongst clinical physiotherapists
in Malta. Yet using the above definition, it can be argued that the aims and
objectives implied in the definition are obvious and that any physiotherapist, to
a certain extent, can be deemed a reflective practitioner. The term 'Reflective
practice' is relatively new to the LLH.C. All the other divisions within the
Institute seem to be familiar with the term 'Reflective practice' or the 'reflective
practitioner' yet none incorporate any applications within their courses. On the
other hand, curriculum development in the UK. has led to reflective thinking
being incorporated into the Curriculum Framework of the Chartered Society of
Physiotherapy. Physiotherapy is not the only profession that has incorporated
this 'reflective practice' into its education and practice. Teacher Education
(Clark 1995) and Management Education (Cunliffe and Easterby-Smith 1998)
and, closer to home, Occupational Therapy and Social Work (Errington and

Robertson 1998) have all done so in the U.K.

However, not all have accepted this close association to Reflective Practice.
Nursing, within the UK for example, questions its usefulness (Clarke et al,
1996). There are some voices, who are also questioning reflective practice

within physiotherapy (Clouder 2000).

The new proposed curriculum will promote professional socialisation at every
level and incorporate strategies that facilitate dialogical reflection, rather than
solely written reflection, thus helping to improve the quality of physiotherapy
practised on the Island. To encourage this type of reflective practice, the
academic setting could make more use of role-play, case studies and

videotapes to prepare the students for their clinical placements. Once in the
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clinical setting, clinical educators can play a vital role in helping students
develop their reflective practice. Workshops and seminars, involving clinicians,
L.H.C. staff and the clinical educators, together with students, can discuss
treatment regimes. All this promotes debate and encourages the individual to
reflect deeper on the quality of practice offered. The intention of this study is
to take dialogical reflection one-step further, making it inter-professional. Once
this inter-professional reflective practice is initiated, the maturity of the student
in the clinical setting should i'mprove and should tackle ‘reflection-in-practice’
and ‘reflection-on-practice’ helping students view patients in a holistic manner.

4.3 Chapter Summary

The education of physiotherapy has undergone a number of changes as the
profession and its education has developed over the last hundred years. The
behavioural theories of education were followed by the cognitive learning
theories in which a problem solving approach was utilised. By the early 80s the
concepts of critical thinking and reflective practice were introduced to the
education of physiotherapists. The modern approach to physiotherapy
education now revolves around problem solving by means of critical thinking.
Modern educational theories adaptable to the education of physiotherapy were
researched. The general conceptions of deep and surface learning appear to
be consistent, and the factors including the teaching manner and course
assessment have to be convergent to influence learning. The theory
underpinning the model for curriculum development considered the most
suitable was the ‘3P’ model described by Biggs (2003). This model appears to
be linear flowing from left to right. The student approaches education with a
set number of attributes, called the presage factors. These are then influenced
by a process that describes the approaches to learning that the institute where
the education is taking place undertakes. Finally Biggs describes the learning
outcomes as the product, taken as a conscientious, efficient, reflective
practitioner.
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4.4 Conclusion

These chapters commenced by describing and discussing the development of
the physiotherapy curriculum in Malta. A review of the literature led to a
definition of the term ‘curriculum’ specific to this study, and the selection of a
specific curricular model that would suit the education of physiotherapy in
Malta.

The literature has highlighted a number of inadequacies in the present
curriculum. These, together with data from the previous research carried out
by the author, confirmed the need for curricular change. The outcome of these
chapters is that literature has revealed that there are more efficient ways to
teach physiotherapy than the manner in which it is currently taught. The most
striking change is that there has been a transition from education and training
to learning. Literature has demonstrated that the curriculum is much more
than just a syllabus of study, but ought to be viewed as a programme of

learning.

Students, nowadays, have become more demanding and no longer accept what
is being taught as truth that has to be memorised. As a result, a paradigm shift
has come about: instead of learning being teacher led, it has become student
led. Learning by doing, discussion and independent learning all have to be
encouraged. This has resulted in a secondary research question: Does the
present curriculum motivate students to become critical, independent and life

long learners?

These chapters have convinced the author that not only did the content of the
physiotherapy course taught at the I.H.C. need to be updated, but that a
radical change, in the manner teaching and learning takes place, is necessary.
The methodology, by which the course is to be assessed, requires addressing if
deeper learning, critical and reflective thinking are to be encouraged. The

scene has been set to enable this research.
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CHAPTER 5

THE RESEARCH PATH: PHILOSOPHY AND METHODOLOGY
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Figure 5.1 The Research Path
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5.1 Introduction
This chapter describes how the methodology evolved as the study developed.

Rejection of a positivist approach in favour of a more interpretive approach is
the first major issue. Figure 5.1 illustrates the two bubbles ‘Positive Paradigm’
and ‘Quantitative Methodology’. The second is the evolution from constructivism
as the paradigm of praxis in the early stages to Action Research as the
paradigm chosen to research the curriculum (O'Brien 1998). The final
subsections concern the dependability of findings.

Typical of the classical participatory action researcher, Action Research became
the methodology of choice because of the dual role of the author: that of
course leader and participator, meaning that of practitioner and interventionist.
Hence, Action Research became the methodology used to improve the
physiotherapy curriculum at the I.H.C. The study delved deeper than the
limited scope of designing a new ‘ideal’ curriculum. It led to a methodology
that added to the existing theories of knowledge and was designed to cater for
the needs of a profession or institution that intends to commence a course from
scratch or improve on an established one. Action Research comprises a family
of research methodologies that aims to pursue and formulate action, critically
reflecting upon this knowledge, testing the research outcomes and finally
implementing change, monitoring and modifying this change as necessary,
typical of the Action Research Spiral (Kolb 1984). This is symbolised by the
bubble ‘Action Research’ that precedes ‘Q Methodology’ in Figure 5.1. A short
section introduces ‘Q Methodology’ and ‘Documentary Research’ that were two
other research methods used in this study. This is followed by a section titled
‘Rapport and Neutrality’ and another titled ‘Trustworthiness’ that have been
included at this stage to give the reader an indication of the research
thoroughness applied to this study. The final sections discuss the ‘Ethical
Considerations’, ‘Issues’ and ‘Reflexivity’ that the author encountered and dealt
with as the study unfolded.
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5.2 Positivism

Initially, methodological considerations focused on the content of the
curriculum, with the intention of investigating the contents of courses at
institutions within the E.U., comparing them with the contents of the course at
the 1LH.C. and formulating a new curriculum with generic and locally specific
content. Furthermore, based on previous knowledge of survey methods and
experience with SPSS, the methodology should be as systematic and positivist
as feasibly possible. Colleagues endorsed quantitative analysis of questionnaire
data, so that the method would appear 'more scientific' and the findings 'more

acceptable": "5 thatit would be ‘realresearch!”

Positivism is rarely present in a fully developed form in contemporary research,
but is usually associated with quantitative research (Rotheray 1993; Thyer
1989). Conventional biomedical research assumes the positivist paradigm -
that there exists an external reality separate from the researcher. The mode of
observation assesses its properties, which can be determined through
measurement and experimentation and whose behaviour can be predicted from

laws thus derived.

Guba and Lincoln (1990) argue that these assumptions deny the role of human
judgement and experience, and that 'data’ are given a voice louder than those
involved. These shortcomings indicated that this positivist paradigm was
inconsistent with this study. Additionally, Marshall and Reason (1994 p2) have
argued that ‘"research is a social process negotiated and pursued in
relationships with others” Data collected from students, clinical staff and
colleagues at the I.H.C. showed that much of the rich texture of social
relationships would have been lost if the positivistic survey approach had been

pursued.

5.3 Philosophical Background of Qualitative Research

Preparatory research confirmed that researching the curriculum means much

more than just researching the actual content. For the content of the curriculum

to be pertinent to local health needs and meet academic, professional, cultural
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and political needs imposed upon it, input from all the stakeholders is
necessary. Denzin and Lincoln (1994 p2) assert that “Qualitative research is
about other people studied in their own social setting and understood in terms
of the meaning those people themselves bring to their situatior’’. Patients and
students are major stakeholders as much as qualified practitioners and health
purchasers, such as the Maltese Ministry of Health.

As the qualitative paradigm views the human being aS the primary research
instrument, it is more fitting to the research aims and philosophy. Within the
paradigm, constructivism reflects the belief that humans construct reality and
hermeneutics has come to mean an analysis of a curriculum in the broadest
sense (Schubert and Schubert 1990). (See Figure 5.1: ‘Interpretive Paradigm’
leads to a ‘Naturalistic Inquiry’ and the ‘Constructivist Paradigm’.)

In comparison with its long history in primary and secondary school curriculum
research (Newman 2000; Page 1997; Kemmis 2001) the interpretive paradigm
is new to research in education of health professionals. Colleagues who had
carried out Masters and Doctoral research using quantitative methods were
assumed to be a critical audience who would either challenge the choice of
research methodology or the intellectual rigour and quality of qualitative
research.

Denzin and Lincoln (1994 p2) define qualitative research as “multimethod in
focus, involving an interpretive, naturalistic approach to its subject matter’.
Lincoln and Guba (1985) use the term ‘Naturalistic Inquiry’ to cover research
attempts in the new paradigm and they offer an introduction into some of the
philosophical assumptions that lay behind the ‘old" and the ‘new’ paradigms, or
sets of beliefs that guide action. Denzin and Lincoln (1994) define the view of

the researcher-as-bricoleur.

“The researcher, in turn may be seen as a bricoleur, as a
maker of quilts, or as in filmmaking, a person who assembles
images into montages. Thus, the methodological bricoleur is
adept to performing a large number of tasks. The theoretical
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bricoieur reads widely and is knowledgeable about the many
interpretive paradigms. The interpretive bricoieur understands
that research is an interactive process shaped by his or her
personal history, biography, gender, social class, race and
ethnicity, and by those o fthe people in the setting.”

(Denzin and Lincoln 2000 p4)

Lincoln and Guba (1985 pl30) began by asking the question ‘Can there be a
human Science? They promoted 'Constructivism' as an alternative not only to
the positivistic view that the goal of knowledge is simply to describe the
phenomena that can be observed but also post-positivist critical realism that
tempers positivism by recognizing that all observation is fallible and prone to
error and that all theory is revisable. Their critique of post-positivism raised
important issues and brought to the surface ideas and theories that became
more suitable. Guba and Lincoln (1985) identified four philosophical
paradigms: positivism, post positivism, critical theory and constructivism. They
defined science as 'our need to know'. This suggests that conventional
science/research has assumed the form of positivism but the post-positivists
and constructivists have all challenged this theory. Guba and Lincoln pose
three fundamental philosophical questions:

1. The ontological question: What is there to discover?

2. The epistemological questions: What is the relationship between the

knower and the known?

3. The methodological question: How can one go about researching this?
The answers to these questions are the fundamental beliefs of each theoretical
position. Using this paradigm, the first stage of this study found its niche in the

constructivist paradigm.

5.4 Constructivism

Lincoln and Guba are amongst the best-known advocates of constructivism.
They see sufficient risks within Critical Theory's goal of transforming the world,
on the one hand, and Positivism's goal of predicting and controlling the world,
on the other. They argue for an ontological position of accepting no one

reality, and support an acceptance of multiple interpretations of any given
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event. They advocate multiple socially constructed realities which, “When
known more fully, tend to produce diverging inquiry” (Guba and Lincoln 1989
p75).

They summarised constructivism as realities existing in the form of multiple
mental constructions: not the ‘real world" as seen by the positivists but one
dependent on the form and content of the persons who hold them. The
underlying philosophy is that the inquirer and inquired are fused into a single
entity. Research findings are the creation of the process of interaction and a
degree of consensus between the two, supporting the stance of wanting and
requiring the co-operation of all those individuals who influence the

physiotherapy curriculum, in order to promote change.

Guba and Lincoln (1989) suggest that individual human constructions are
elicited and refined hermeneutically, compared and contrasted dialectically, with
the aim of generating one or a few constructions on which there is substantial
consensus. “T7ruth is @ matter of consensus among informed and sophisticated
constructors, not correspondence with an objective reality.” (Guba and Lincoln

1989 p44) In this manner, the new curriculum can be formulated.

This paradigm, with its hermeneutic epistemology in educational research,
focuses on social practices. It assumes that all human actions are meaningful
and can be interpreted within social practices. To explain the social world, one
has to understand it, make sense of it, be a part of it, and only then, can we
understand the meanings that are constructed by interactive human behaviour.
Guba and Lincoln (1989) promote constructivism as the preferred alternative to
the other research paradigms, as it puts humans at the centre of the inquiry
process. They see it as an educational process to all participants, is associated
with ethical behaviour on the part of the inquirer, makes researchers *humans
too” and is both empowering and emancipatory. They see change resulting
from changed constructions, and the participants actively assisting in
determining what and how to do things. “T7he relationship when, properly
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established, is one of respectful negotiation, joint control and reciprocal
fearning’ (Lincoln and Guba 1986 p75).

Assuming that constructivism allows for multiple realities, there are times when
it is useful, and transformative, to act as if a certain truth exists. A challenge
posed by constructivism is to know when one is acting ‘as if’ something were
‘true’. At the same time, it seemed wise to bear in mind other researchers’
critiques of constructivism, such as running the risk of equally valuing all
constructions (Williams 1999; Irzik 2001). As Becker puts it, “ preaching about
how things should be done and settling for seeing how they are in fact done’,
(1996 p54) which implies that purist attitudes towards paradigms are not
appropriate in qualitative researchers. The essence of qualitative research is
flexibility, hence the term “ Bricoleur” (Denzin and Lincoln 1994 p2).

Cameron et al (1992) characterize research in three ways:

e ethical research: that is the ‘research on’

e advocacy research: the reséarch ‘on and for’

e empowering research: which is the research ‘on, for and with'.
The additional ‘with’ implies the use of interactive or dialogic methods, as
opposed to the distancing and objectifying strategies associated with positivism,
which these approaches have adapted. The fundamental theme behind these
approaches is the empowerment of research subjects, to include the sharing of
decisions about the aims, methods, and conclusions, as aspects of the study.

5.5 Action Research

As the project progressed, it became evident that answering the research
questions required the iterative process of Action Research. Reason (2001)
implies that the main reason behind academic research is to contribute to an
abstract "body of knowledge" available to third-persons, however, “in contrast
the primary purpose of action research is to develop practical knowing,
embodied moment-to-moment action by researchy/practitioner’ (Reason 2001
p2). If the simplest definition of Action Research is “learning by doing”, in

which a group of people, or an individual, identifies a problem (research), does
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something to resolve it (action), sees how successful their efforts have been
(reflection), and if not satisfied, tries again, then this paradigm suits this study.
It is this interplay between action and research that Tripp (1995) notes can
produce recognisable research. In defining the concept of action research one
ought to include aspects of both action and research. There is a risk otherwise
that action research can become the tool rather than the methodology for
genuine critical reflection and social action (Drinan 1991). This is so since this
methodology of research increases the understanding on the part of the
researcher, the researched or both. In recent years there has been much
debate in the literature as to what distinguishes action research from any other
type of research. Dick and Swepson (1994 p4) state that action research and
other qualitative methodologies are actually very similar: " Both are often
directed towards the achievement of change. Both tend to be flexible and

cyclic.”

5.5.1 Action Research as a Paradigm of Praxis

The Positivist Paradigm based on the principles of a belief in an objective
reality, knowledge only gained from data that can be directly experienced and
verified by independent observers, has been described previously in this
chapter. Its methods rely heavily on quantitative measures. This might be fine
in a laboratory but, in the real world, 'understanding' depends on the exchange
and communication of interpretations. In old paradigm science, this is termed
'bias’, yet in Action Research and the other new paradigms, this is the nature of
the research, and all the more reason for carrying it out. This value-driven
nature of the inquiry is in a better position to focus its research in the interests
of those who might be experiencing an undesirable situation, thus offering a
better chance of guiding theory towards practice. This new science arose from
a world of multiple and competing versions of 'truth and reality' as a way of
assisting people, both to come to the truth of their own reality and to include
that of others. Positivism, used in scientific and applied research, has been
considered by many to be the complete opposite to the principles of Action
Research (Winter 1989), as compared to the more qualitatively

methodologically based approaches, characterised by a belief that reality is
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socially constructed and subjectively based, referred to as the ‘Interpretive
Paradigm’. Action Research shares a number of perspectives common to the
Interpretative Paradigm, and definitely makes use of its related qualitative
methodologies, as opposed to the Positivist Paradigm. The Interpretive, or
new, paradigms underline the importance of social and collective processes in
reaching a conclusion about the research, and what the implications are for
change that are deemed useful by those whose problematic situation led to the
research in the first place. Having said this, there are some researchers who
feel that Action Research does not actually fit into any of the two predominant
paradigms (Lather 1986; Morley 1991).

In line with Aristotle, who explained that praxis was the sphere of thought and
action, comprising the ethical and political life of man, contrasting with the
theoretical designs of logic and epistemology (‘Theoria”), and considering that
he thought both are equally required, then Action Research can be considered
as a paradigm of Praxis with close affinity to the Interpretive Paradigm. The
foundation stone of Action Research is that knowledge comes from practice,
and practice is formed by knowledge, in an ongoing cycle.

5.5.2 Participatory Action Research
According to Reason (2001) an important characteristic of action research is
that it has a ‘collaborative intent”: the primary value of action research is to
increase people’s involvement in the creation and application of knowledge
about them and about the world they live in. Definitions of Action Research
include: “A systemic inquiry that is collective, collaborative, self-reflective,
critical and undertaken by participants in the inquiry’ (McCutcheon and Jung
1990 p148); and “ A form of collective self-reflective inquiry undertaken by
participants in social situations in order to improve the rationality and justice of
their own social or educational practices, as well as their understanding of these
practices and the situations in which these practices are carried out’ (Kemmis
and McTaggert 1990 p5). Within these definitions of Action Research, Masters
(1995) offers four basic themes which represent the wide range of definitions:
empowerment of participants, collaboration through participation, acquisition of
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knowledge and social change. Whilst it is being acknowledged that these are
important values underlying action research, it almost implies that action
research could be considered as an everyday occurrence not a methodology for
a research study. However, terms such as systematic inquiry, critical reflection
and strategic action are terms associated with action research, implying that
action research is a systematic and deliberate research process.

Having concluded that action research has a distinct identity; it is also an
overall term having particular characteristics, and a variety of types and
models. A number of different forms of Action Research have evolved (Carr
and Kemmis 1986). Hence, in the same way that action research has been
distinguished as a form of methodology various authors differentiate between
different types and models of action research. Grundy (1982) describes three
modes of action research: technical, practical and emancipatory. It has been
described to have three different approaches by Holter and Schwartz-Barcott
(1993): technical collaborative, mutual collaborative and an enhancement
approach. Other models regarding action research have also been suggested
by McCutcheon and Jung (1990) and McKernan (1991). Reason (2001) talks
about three different broad strategies: first person action research fostering an
inquiring approach to one’s own life, second person action research in which
one inquires face-to-face with others into issues of mutual concern, and third-
person action research that aims to create a wider community of inquiry
involving persons who are not known to each other. Hart and Bond (1995)
describe four action research typologies: experimental, organisational,
professionalising and empowering. Whilst acknowledging that different models
and types exist, what is being implied is that they do not differ in methodology
but in the underlying assumptions and views of the participants.

5.5.3 Participatory Action Research as the Approach to Curriculum
Development

Participatory Action Research as opposed to traditional research is not just

research, which is followed by action, but is action, which is researched,

changed and re-researched, within the research process by the participants. It
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aims to be active co-research, by and for those to be helped, in a manner that
is democratic, whereby those to be helped determine the purposes and
outcomes of their own inquiry. Participatory Action Research approach can
contribute positively to any activity within the tertiary sector.

“Through systematic, controlled action research, higher
education teachers can become more professional, more
interested in pedagogical aspects of higher education and
more motivated to integrate their research and teaching
interests in a holistic way. This, in turn, can lead to greater
Jjob satisfaction, better academic programmes, improvement
of student learning and practitioners insights and
contributions to the advancement of knowledge in higher
education.”

(Zuber-Skerritt 1992 p15)

Following the initial data from the first cycle of the study, it became evident
that all the stakeholders were of the opinion that changes to the curriculum
were necessary. It was at this point that the author realised that the help of
the other members of full-time staff were required if this project was to
succeed. Traditionally, lecturers, including those at the U.0.M., have not been
encouraged to draw upon theoretical developments as a means of improving
curriculum design and delivery.  Action research methodology offers a
systematic approach to introducing innovations in teaching and learning. It
seeks to do this by putting the lecturer in the dual role of producer of the
“curriculum and the person to use that theory. This was a very tactful way of
producing knowledge and then being in a powerful position to improve learning
and teaching practice. Thus, the participating lecturers were the people who
actually designed and delivered the content of the curriculum, as well as the
actual research required to ensure that the scope of the exercise had been
achieved. In accordance with Kolb (1984), who extended this model to offer a
conception of the action research cycle as a learning process, (whereby people
learn and create knowledge by critically reflecting upon their own actions and
experiences, form a plan, test the plan, and then implement these plans), is the
methodology that was used by the author to formulate this research study. To
quote Torbert (1981 p140) “..what practitioners really require is a kind of
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knowledge that they can apply to their own behaviour in the midst of ongoing
events, in order to help them inquire more effectively about their common
purposes, about how to produce outcomes congruent with such purposes’.
Torbert (1981) further states “.... the capacity of a social system to produce
valid data becomes the degree to which confrontation and exploration of
possible incongruities is initiated and welcomed” (p150).

5.5.4 Principles of Action Research related to this Study

Stringer (1996) states that whilst carrying out action research there is often a
conflict for the researcher to meet the requirements of both the participants
and the administration. Thus the choice of an approach is often a compromise.
However, according to Hart and Bond (1995) once a consensus is reached and
an action research study begins, then there is greater scope for movement and
a chance of shift in orientation. The reason of having prior discussed the
different approaches within action research is to enable the appropriate type to
be chosen for this study. The primary difference lies in the underlying
assumptions, not in the methodology (Grundy (1982). The degree of
collaboration and the nature of the participant is one of the distinguishing
criteria in suggesting the type of action research to be used. Hence, if one
refers to the four action research typologies described by Hart and Bond (1995)
this study commences by following the ‘organisational typology’. This typology
is concerned with problem solving in institutions aimed at improving tangible
organisational change by consensus. However, as the study developed and the
need for a new curriculum became evident, it became obvious that an element
of empowerment became apparent. The typology thus changed from
‘organisational’ to ‘empowerment’. “ 7he choice of which typology to use is one
of personal preference. None are meant to be prescriptive and movement
within each typology is acceptable at different stages in the research process’
(Hart and Bond 1995 p40).

It ought to be mentioned that different types or models of action research are
associated with a certain concept of ‘power’ (Grundy 1982). As the typology

changed in this study the role and the associated power of the researcher
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changed too. In the first cycle that was characteristic of the initial
organisational typology involved the sharing between a group of equal
participants, however the power is still emphasised by the individual researcher.
During the following cycles as the typology changed to a more empowering
typology then the participants became co-researchers and the power was
distributed within the group and not with a particular individual. As Grundy
(1982 p363) states “it is often the change in power relationships within a group
that causes a shift from one mode to another.”

The following principles described by Winter (1989) have guided this research
in order to demonstrate and improve the credibility of this study:

o Reflective critigue — This is where all the documenté, transcripts,
proposals, minutes of meetings and various versions of curricula at the
different stages of development were made available to the different
members of the Curriculum Development Committee, so that their
reflective critique made explicit their interpretations, biases, assumptions
and concerns so that modifications of judgments and decisions could be
made. In this manner, hypothetical theories gave rise to theoretical
considerations.

o Dialectical critigue — Language and the written word consensually
validate reality, mainly educational reality. The numerous meetings, held
between the researcher and the other participants in this study, led to
numerous discussions whereby, the theoretical considerations were
conceptualised in dialogue. This dialectical critique was necessary for
the understanding of the relationship between the stakeholders and the
need for change to the curriculum.

e (ollaborative resource — The principle of collaborative resource
presupposes that each person’s ideas are equally significant to the goal
of the study. All contributing participants were made aware that they
were actually co-researchers in the study. Any changes to the
curriculum were negotiated by all present, hence avoiding the skewing of
credibility by any member trying to influence the project with any pre-

conceived ideas.
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Figure 5.2 The Process for Curriculum Development
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e Risk — Winter describes this principle as ‘risk’. Risk in Action Research
can be generated throughout the process, and the facilitator often
experienced it personally or noted it in others. Proposals for change to
long-established institutions, for example the University, the running of
the physiotherapy department, or the teaching methods used by fellow
staff, generate an element of fear. Not only can ‘risk’ come about du’e to
the element of change, but Participatory Action Research means open
discussion about one’s ideas, interpretations, suggestions and
judgements, that may not always be acceptable to the group, and can
lead to ego stemming and the fear associated with that. This latter
situation was quite evident when meetings were held between the
researcher, and senior and junior clinical staff.

e Plural structure — As has been explained previously the nature of an
Action Research study embodies a multiplicity of stages, views and data
collected, leading to multiple possible actions. In this study, this can be
considered as being composed of seven cycles!.

e Theory, Practice, Transformation — In Action Research, theory informs
practice, and practice refines theory, in a continuous transformative
cycle. The epidemiological data that were collected, together with the
first stage interviews held with all the stakeholders, provided the theory
justifying the action. The ensuing practical applications that followed
were subject to further analysis. The academic years 2002/2004 were
the trial years in which the proposed changes to the curriculum, to the
mode of assessment, and to the mode of teaching commenced. Monthly
evaluation meetings were held during which feedback, regarding the
changes taking place, was collected, and further refinements to the
curriculum took place, following open discussion. These transformative
cycles of change took place throughout those academic years with the
emphasis alternating between theory and practice. Initially, meetings
were held in larger groups, involving the academic staff, who discussed
the changes and worked together to mould a curriculum that would be
appropriate to the demands being made, yet feasible within the

! Refer to figure on opposite page.
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academic and structural constraints available. Individual meetings held
between the different lecturers and the researcher to resolve any
teething problems followed these. Each time these meetings took place,
a new cycle in the development of this ‘ideal’ curriculum would spin off
new experiences that in turn, were re-evaluated and tackled, as
required. This process is unending. Four years down the line, changes
are still being proposed, re-evaluated and tackled. The purpose of this
study was not just to formulate a curriculum, but also to produce a
‘protocol’ whereby any institution in any country can formulate a
physiotherapy curriculum particular to their intrinsic needs.

5.6 Summary of the Action Research used in this Study

This study was typical of action research in that it consisted of a number of
cycles (Kolb 1984). These cycles were integrated together into a spiral, as at
the end of each cycle this acted as the catalyst to commence the next. It ought
to be emphasised that at the end of each cycle the outcome was a consensus
of the participants. This issue is important to this study as the final outcome
was a new curriculum that was considered to be ideal by all the stakeholders
and participants.

The outcome of the first cycle was that the old curriculum being taught at the
I.H.C. was considered dated, very stressful, not conducive to deep learning and
critical thinking and required immediate change. This first cycle consisted of an
initial focus group interview. Taking part in this interview were the two full-
time academic members of staff, a principal, senior and junior members of the
clinical staff working at St. Luke’s Hospital and a final year student. Following
this group interview, the participants held meetings with their counterparts and
another set of individual in-depth semi-structured interviews with the original
participants took place.

The second cycle consisted of documentary research of various curricula being

offered by different universities within the E.U. and a study of the medical

conditions referred to physiotherapy within the state hospitals over a six month
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period. The academic staff who taught the speciality and the clinician in charge
of that unit later held meetings and developed modules that were related to the
occurrence of referral; in this manner a proposed curriculum matching the local
medical needs was designed.

The third cycle meant returning to the primary stakeholders (the final students
and newly qualified staff), to investigate their opinions about the new proposed
curriculum. Following this meeting, the participants again held meetings with
their counterparts and this was followed by focused individual in-depth semi-
structured interviews. Two other interviews were also carried out during this
cycle to the co-ordinators of the Radiography and Occupational Therapy
Divisions to investigate their curricula and to research whether other divisions
were content with their curriculum and whether they would be conducive to

change.

The fourth cycle involved researching the public’s opinions regarding the
physiotherapy profession and the service it offers. This cycle consisted of eight
in-depth semi-structured interviews with members of the public who were both -
inpatients and outpatients attending state physiotherapy and patients attending
private physiotherapy within a private hospital or clinic. Any direct or indirect
suggestions were discussed with the Curriculum Research Committee and

included, where necessary.

The fifth cycle consisted of six unstructured/open elite interviews with
influential stakeholders who either directly or indirectly influence the curriculum,
and one other unstructured interview to a senior member of clinical staff. At
the end of this cycle, it became evident that changes to the new ‘ideal’
curriculum were necessary, as in it's present state this was not acceptable to
the office of the Registrar.

As a result, a sixth cycle was introduced, to alter the proposed new curriculum
into one that meets all the administrative rules and regulations. This consisted

of a number of meetings between the academic staff, and a meeting between
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the academic staff and the Registrar's representative. Another final meeting
with the Curriculum Research Committee took place in which the new proposed
curriculum was discussed and following mutual agreement, this was considered
to be ‘ideal’ at the time.

In order to finalise this study, it was considered necessary to include a final |
seventh cycle, whereby all the newly qualified staff who were final year
students during the first cycle, were again presented with the changes that took
place to the curriculum and by means of Q-Methodology had their feedback
objectively concluded.

5.7 Q Methodology

Q Methodology was introduced by William Stephenson in 1935. It "combines
the strengths of both qualitative and quantitative research traditions" (Dennis &
Goldberg 1996 p104) and can also be viewed as providing a bridge between the
two (Sell & Brown 1984). Q Methodology is a technique for the objective study
of subjective findings and allows the researcher to understand and interpret the
subjective data of his or her respondents (Smith 2001).

Typically, in Q Methodology, respondents called the P-Set are asked to rank-
order a set of statements (particular themes taken from the Action Research
Cycles) from their individual point of view using a quaéi-normal distribution
according to a scale, usually from strongly agree (+3) to strongly disagree (-3),
with scale scores provided to assist the participant to think and answer about
the task. These individual subjective ratings are then subject to factor analysis
resulting in an objective outcome. Stephenson (1935) described Q
Methodology as an inversion of conventional factor analysis, in that Q correlates
to the respondents as opposed to the number of tests. Correlation between
respondents thus indicates similar or different views that exist on a particular
issue (Brown 1995). The factors resulting from Q Analysis thus represents
clusters of subjectivity, (the views of the respondents) as opposed to traditional
research that would reveal a population of respondents (Risdon et al 2003).
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5.8 Documentary Research

The study included a small element of documentary research. Documentation
provides a valuable source of data for researchers and can be divided into the
gathering and analysis of both personal and impersonal documentation. In the
initial stages of the study, the author researched the history of the
physiotherapy curriculum in Malta. The Department of Health (D.H.) allowed
him access to all their files pertaining to the physiotherapy courses. These
included copies of the initial Physiotherapy Course Programme, the Course rules
and regulations and all the correspondence between the World Health
Organisation and the Health Department. The Director General in charge of
Health granted approval for access to all relative documentation, thus resolving
any ethical issues. Finally, another major issue in dealing with documentary
research is the establishment of authenticity. In this case, this was relatively

straightforward and taken as ‘dogma’, due to its source.

Personal Documentation
This consisted in the examination of numerous formal letters between W.H.O.,

the Physiotherapy tutor and the D.H.

Impersonal Documentation

In accordance with Gribch (1999), impersonal documentation comprises the
examination of public records and medical referrals. With specific reference to
physiotherapy, these included the examination of all the course syllabi, course
descriptions, and rules and regulations of both local and foreign physiotherapy
course documents.

5.9 Rapport and Neutrality

One cannot describe or demonstrate rapport on paper as this refers to the
ability of the interviewer to respect what the respondent replies in such a
manner that this feeling of mutual understanding, between the person speaking
and the person listening, is brought about. It is hence being suggested that
there ought to be a close link between neutrality and ethical issues while

conducting interviews (Gribch 1999). During the study this was a difficult issue
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to overcome, as some of the interviewees expressed a very honest opinion
regarding their employer, work place and colleagues and at other times the
author was made aware of certain confidential or politically sensitive
information that was made known yet could not be disclosed. What is
important is that the interview was designed in such a manner to minimise any
differences in status, knowledge and position of power. The interviewer must
be impartial, never judge or show any feeling or attitude to what is being said.
The reason behind this was to establish a sense of equality enabling the free

flowing of communication between the interviewer and the interviewee.

In order to enhance my rapport with the interviewees the following steps were

taken:

» Prior to all interviews each interviewee was contacted either by phone or
directly and advised what his or her participation in the study would
involve. They were informed about the approximate time of each
interview and that this could take place either at the I.H.C. or at a

location of their choice.

« The rights of the interviewee were explained, in that participation was
entirely voluntary and that they could withdraw at whatever stage of the

interviews without prejudice.

« The background and reasons why this study was taking place was
explained thus allowing all the participants to make an informed choice

regarding their participation.

* Finally any concerns raised by the participants were dealt with.

To minimise any errors that could have been associated with the interviews a
number of measures were taken, some of these might sound obvious to the
reader, but as more and more interviews were held, the technique improved
and hopefully any margin of error decreased accordingly. Special attention had
to be used to reduce bias. The tone of voice and facial expression had to be

kept neutral to give the respondent the freedom to express what they really
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wanted to say. It was emphasized that no correct answer existed, but that
every honest answer was what was required. Every effort was made by the
researcher to create a sense of warmth and trust in order to gain co-operation
and build rapport whilst at the same time remaining objective and neutral
(Neuman 2003).

Patton (1990) talks about how the interviewer can try to maintain neutrality by
means of the use of a particular type of questioning called ‘illustrative type
format’ or ‘role-play and stimulation questions’. This type of questioning was
used when asking sensitive questions. Another example of what Patton (1990)
refers to as a ‘Simulation question’ was used whilst asking a question as though
it were somebody else asking - in this manner an element of neutrality was
maintained, and the respondent was free to reply in whatever manner, they felt
the most comfortable.

Being the course co-ordinator, researcher and interviewer the danger of
introducing error and bias was quite large and true. Given that the curriculum
was already researched as part of the author’s Master’s degree, it was clearly
evident that the gathering and interpretation of data might bias preconceptions
regarding the present curriculum. The whole process was therefore one of
researching the present curriculum with an open mind, and not trying to

influence the research process, the interviewees, nor the data interpretation.

To summarise therefore, subjectivity in a qualitative study is almost
unavoidable, but in order to be as transparent as possible, certain measures
had to be taken, in order that the data collection would be ‘real’ and
‘trustworthy’ thus allowing the reader to make their own judgements freely.

5.1b Trustworthiness

Lincoln and Guba 1985, suggest the basic question addressed by the notion of
trustworthiness is quite simple: “How can the inquirer persuade his or her
audiences that the research findings of an inquiry are worth paying attention

to?” (1985 p290) Strauss and Corbin (1998 p250) believe that the “wsua/
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canons of good science....require redefinition in order to fit the realities of
qualitative researcf’. Lincoln and Guba (1985 p300) have come up with an
alternative set of criteria that correspond to those typically employed to judge
quantitative research. They have proposed that ‘credibility should be the
naturalistic term to describe the conventional term of internal validity, and
similarly, ‘transferability should replace external validity, ‘dependability
replacing reliability, and ‘confirmability that of objectivity. Yet, not all
researchers agree with this stance on ‘comparable criteria’, Smith and
Heshusius (1986) for example, sharply criticize Lincoln and Guba and state that
there is little difference between the conventional criteria and that, which they
proposed. The section below discusses these terms relating them to this study.

Internal validity versus credibility

In conventional research, internal validity refers to the extent to which the
findings accurately describe reality, yet Lincoln and Guba (1985 p259) argue
that one would have to know the “precise nature of that reality’ and if one
knew this, then there would be no reason to test it. The qualitative researcher,
on the other hand, assumes the presence of multiple realities. Credibility in
qualitative research is established by having the findings approvéd by the
constructors of the multiple realities being studied. Hence it depends less on
sample size, but more on the richness of the information gathered and the
rigour of the researcher (Patton 1990). Lincoln and Guba recommend several
techniques that inquirers may use to enhance the credibility of their research:
prolonged engagement, persistent observation, triangulation, peer debriefing,
progressive subjectivity checks, and member checking. The precautions and
actions taken in this study to increase credibility were:

Prolonged engagement means being present, on site where the study is being
carried out, long enough to build trust with the participants. This was relatively
easy, as all the participants knew the researcher as their lecturer at the I.H.C.
However, this position as: course leader, previous appointment as Manager

Physiotherapy Services, and Chairman of the Interviewing Board to employ staff
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within the health service could be perceived as being ‘threatening’ to the
research population (Lincoln and Guba 1985).

Persistent observation is a technique that ensures depth of experience and
understanding, in addition to the broad scope encouraged through prolonged
engagement. To confirm persistency, a detailed literature review regarding
physiotherapy curricula developed depth, so that the researcher could be in a
position to decide what was relevant and important during the data collection
phase (Payton 1994).

Triangulation means the verification of findings through 1) referring to multiple
sources of information and 2) acquiring observations from multiple inquirers. In
this research, data were triangulated from as many stakeholders of the
curriculum as possible, and compared the local curriculum to those of
established overseas courses (Breitmayer 1993;Morse 1991).

Peer debriefing involves meetings by the inquirer with a peer: preferably
somebody not directly involved with the actual research process. The author
discussed his interest in the curriculum with all his fellow co-ordinators at the
I.H.C. and considered his meetings with his supervisor — Professor A. Parry as
being the most useful to the research. The amount of times that advice was
asked regarding this work and her questioning of his methods, emerging
conclusions, biases and so on, to the extent of sometimes feeling at a loss, has
meant that a constant independent critique of the work has taken place. This
peer review, has guided the author into questioning his own research strategy,
thus reviewing his research methods and methodology throughout the different
research cycles (Crawford et al 2000).

Progressive subjectivity checks involve archiving the inquirer's changing
expectations for the study (a priori and en route constructions, interpretations
of what will be learned, or what is going on). "If the inquirer ‘finds' only what
he or she expected to find, initially, or seems to become ‘stuck' or ‘frozen' on

some intermediate construction [interpretation], credibility suffers' (Guba and
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Lincoln 1989 p238). The initial research question was about the actual content
of the local physiotherapy course as this was considered outdated and needed
updating. The more the curriculum was researched, the more the realisation
that the problem being investigated was much deeper than originally thought.
Following this initial research, it became evident that if one were to modernise
the curriculum, this would involve more than just adding on study units to a
course programme, but must include changes to the way it is delivered and

assessed.

The different cycles involved in this research study are documented and the
findings are included in the appendices, to allow the reader to scrutinise and
follow the audit path adopted.

The perspectives of the participants should be highlighted in the study. It has
been brought to the readers’ attention that the data have revealed viewpoints
held by the studied population and it was subsequent to the data collection and
analysis that the research could spiral into the following action cycle. If only
the inquirer's perspective (often referred to as etic perspective) is present, the
study lacks one of the most critical characteristics of a naturalistic study (Guba
and Lincoln 1989).

Member checks are one of the most important techniques for establishing the
credibility of a naturalistic inquiry. In this process, all the members, who were
involved in the process of curriculum change, reviewed the data record,
interpretations, and reports of the inquirer. All transcripts were returned to the
respondents and they were asked to verify that the transcript was a true
transcription of the interview held. In the case where a tape recorder was not
used, the final notes were again transcribed and shown to the respondents, so
that they could confirm that what was written was a true version of what was
said, and that the perspectives expressed by the respondents were adequately
represented.
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External Validity versus Transferability

In conventional inquiry, external validity refers to the ability to generalise
findings amongst different settings. In the naturalistic paradigm, transferability
depends on the similarity between the original situation and the situation to
which it is being transferred. The researcher cannot specify the transferability
of findings but can only provide sufficient information that can be used by the
reader to determine whether the findings are applicable to the new setting
(Lincoln and Guba 1985). Hence the researcher collects the data in sufficient
detail and reports it back in such detail and precision allowing the reader to
judge about transferability. This has also been described by other authors:
Stake (1978 p6) calls this “naturalistic generalization” and Patton (1990 p489)
calls this process “extrapolatior’’.  Eisner (1991 p205) describes this as
“retrospective generalisatior’’ allowing us to understand our past and new
experiences in a new way. In this study, the author has made available the
question schedule used in all the interviews (except for the open, unstructured
interviews), the location was similar in all insténces, where like were
interviewed with like. This transferability analysis is facilitated by clear
descriptions of the time and context in which the different cycles took place and
developed by the naturalistic inquirer. Thick description of the phenomena
under study and as much of the context in which the study took place could
also be regarded as a technique for facilitating transferability decisions.

Reliability versus Dependability

Kirk and Miller (1986) have described reliability as the extent to which a given
measurement that is repeated, remains the same, and the stability of
measurement over time remains the same. Lincoln and Guba (1985 p316) sum
up depenydability in qualitative research thus “Since there can be no validity
without reliability (and thus no credibility without dependability), a
demonstration of the former is sufficient to establish the latter”. Lincoln and
Guba (1985 p317) suggest an ‘inquiry audit, and this has been maintained in
the study by the presentation of the work, including all the research data and
analysis, to his supervisors, both locally and overseas. The more consistent the
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researcher is in this research process, the more dependable the results, thus a
‘dependability audit’ ensures the transparency and trustworthiness of this study.

Objectivity versus Confirmability

Quantitative research defines a situation as being relatively value-free, and
hence objective.  Qualitative research, on the other hand, relies on
interpretations, that are value-laden, but considered, by the purists, to be
subjective. In quantitative research, subjectivity leads to results that are both
unreliable and invalid. Qualitative researchers, on the other hand, question the
true objectivity of statistical measures, and the possibility of ever reaching pure
objectivity (Lincoln and Guba 1985; Eisner 1991). Confirmability was addressed
in this study by including detailed excerpts from the raw data that supported

interpretations and conclusions drawn by the researcher.

Patton (1990 p55-58) states that the terms objectivity and subjectivity are
really “/deological ammunition in the paradigms debate’. He is of the opinion
that a researcher should be neutral and non-judgmental, and that data should
be reported in such a manner that is balanced, a term he calls “empathic
neutrality” — “empathy....is a stance toward the people one encounters, while
neutrality is a stance toward the findings”.

Lincoln and Guba (1985) have offered the term ‘confirmability’ of the research,
and talk about a ‘confirmability audit’, yet at the end of the day, one might
quote Phillips (1990 p35) who in respect to objectivity in qualitative research,
questions the differences, if any, between the two paradigms:

“Bad work of either kind is equally to be deplored; and good
work of either kind is still-at best only tentative. But the good
work in both cases will be objective, in the sense that it has
been opened up to criticism, and the reasons and evidence
offered in both cases will have withstood serious scrutiny. The
works will have faced potential refutation, and insofar as they
have survived, they will be regarded as worthy of further
investigatior'.

(Phillips 1990 p35)
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5.11 Ethical Considerations

The key issue regarding ethical issues in qualitative research is the
accountability and the relationship between the researcher and the researched.
For the purposes of this study these included: a respect for human dignity,
respect for free and informed consent, respect for vulnerable persons
(especially all students), respect for privacy and confidentiality, respect for
justice and inclusiveness, minimizing any harm, and maximizing benefit.
Deception regarding the purpose of the study was also considered unethical as
well as violating any promises of confidentiality.

The participants in this study were not treated as mere research objects or as a
homogenous group. The researcher has been known to all the participants in
the study for a number of years and the possibility of having day-to-day
interactions with them is not uncommon. These dynamics certainly placed the
researcher in an ‘insider’ position. Being familiar with the environment, local
culture and work conditions provided the opportunity for the researcher to gain
participant’s trust easily and to be privy to ‘insider’ information that would not
be easily available to an outsider. Yet being known has its shortcomings. Prior
knowledge, underlying personal bias and preconceived ideas can render
disadvantages to this intimate type of ‘insider research’. The researcher’s
situation as previous manager and course co-coordinator shaped the
methodology of the study. Having initiated a project that would rely on friends,
colleagues, students and various stakeholders who were unknown to the
researcher, the importance of ethical conduct came to the fore. The challenge
of the dual role of researcher and active participant was understood and
acknowledged. Extensive precautions to ensure that the balance between
personal/professional networks and the researcher role even though as an
‘insider” were maintained.

In order to combat these issues the following procedures were taken:
e Ethical written permission was obtained from the Chairman and Director
of the Institute of Health Care of the University of Malta. This was
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considered necessary as students, academic and administrative staff
were involved during the various cycles of the study.

Written permission was also obtained from the Director General of
Health Services in Malta. This was necessary as clinical members of staff
were engaged throughout the research process, and the public’s opinion
regarding the service offered was also sought.

Ethical approval was also necessary from the Ethical Board that is
constituted by representatives from the University and the Department
of Health. This was obtained following the forwarding of the full
proposal five weeks in advance and a presentation to the Committee.

A covering letter explaining: the aim of the study, the involvement
required, the benefits possible, the offer to answer any questions related
to the study, a promise of anonymity and how confidentiality was to be
maintained, and a clarification that the participants were free to
withdraw from the study at whatever stage without prejudice.

All the data were to be safely stored and only to be viewed by the
researchef and supervisors should the need arise.

Following the end of the study all tape recordings were to be destroyed
in the presence of the local supervisor or representative.

Prior to every interview the participants were reminded about the
purpose of the study, their ethical rights, and that they have every right
to decline to answer any of the questions or have the tape recorder
switched off at any stage.

5.12 Actual Ethical Issues that arose during the Study
The following cases demonstrate some of the ethical issues that arose during

the course of the study.

A senior member of clinical staff began revealing a lot of disapproval towards

the physiotherapy management and Continuing Professional Development

programmes occurring at St. Luke’s Hospital. This disapproval related to an

element of favouritism and nepotism regarding funding for any C.P.D. both

locally and abroad. These issues were tackled by lending a sympathetic ear,
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the switching off of the tape recorder and the reassurance that these stated
issues would not be included in the study.

Criticism of the senior members of staff by the newly graduated staff regarding
the quality of treatment offered the questioning of certain medical referrals,
and lack of time management. Even though some of these issues could have
provided ‘rich descriptions’ to the thesis they were not included to avoid the
chance of identity recognition by any future readers.

Some comments regarding the clinical educators that hold both part-time and
full-time University appointments were forwarded both by the students and the
clinical staff. This information was very informative to the researcher as co-
ordinator of the courses, yet was not tackled as this had been imparted in

confidence and my role as researcher did not allow for any prejudice or action.

Due to the nature of the research and possibly due to the contacts the
researcher had a number of interviews with certain members of the public who
hold standing in Maltese society was possible. These elite interviews also gave
rise to different types of ethical issues. Interviewing some of the eminent
figures in Health and Education in Malta gave provided insights to their private
lives and certain policy decisions. Some of this information regarded the new
hospital in particular, was and still is a political issue frequently appearing in
the local press. This information even though it could have been advantageous
to the researcher to know and make public could not be divulged as it would
have incriminated both the researcher and the researched. It also became
evident that in certain cases the use of some terminology expressed during the
interviews regarding certain professionals working in health care were not
intended to be derogatory but either used because of literal language
translation or metaphorically speaking. In either case these were not included
as a negative image of the participant could have been portrayed. In a
particular case certain potentially inflammatory remarks were discussed with
the overseas supervisors and it was decided not to have them included to avoid

any possible repercussions following publication.
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During the research process following transcription it also became evident that
certain data could have been taken out of context and given a different
meaning to that intended to the benefit of the researcher. Great care was
taken to prevent this happening by first showing the transcribed interviews to
the interviewees, the viewing of the interviews to my supervisors and the
keeping of a record of all interview material both transcribed and on actual
tape that could be made available on request. In line with Lincoln and Guba
(1985) the keeping of a ‘confirmability audit’ promoted both the objectivity to
the study as well as dealing with any of the ethical issues that arose.

5.13 Reflexivity

Reflexivity involves a process of self-awareness that is aimed at clarifying how
one’s beliefs and actions have been socially constructed and how these values
generated impact interaction and interpretation in the research setting. In
accordance to Marcus (1994), reflexivity for this study was based on a self-
critique based on experience and empathy; a self-critique designed to maintain
objectivity and finally reflexivity to location.

The reason behind this section is to introduce the reader to some of the
decisions taken regarding the author’s career, in order not to influence the
study by maintaining as neutral a position as possible and allowing his own
views to remain unbiased. At the same time, by not being perceived as being in
a 'position of authority' by any of the respondents whom he had to interview,
enabled him to undertake this study. To enhance this sense of rapport and to
minimise the researcher’s position of authority the following measures were
taken:

e The importance of the interviewee's participation was stressed and
explained, in that they would be actively participating in the whole
research process, not just as interviewees but as active participants
bringing about change to the curriculum.

e The concepts of empowerment and emancipation with respect to the
study were made clear. All participants were on an equal footing,
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starting a new curriculum with a ‘carte blanche’, ending with one that will
eventually be agreed by all.

¢ On the other hand, neutrality is another important issue that had to be
brought across prior and during the interviews. As the word implies
neutrality also means that the respondent must have complete trust in
the interviewer in that their replies will be kept completely confidential.
This issue has been discussed in the section titled ‘Ethical Issues’, yet is
being mentioned here again to reveal how certain professional decisions
regarding his various positions had to change to make this research
study feasible.

The author’s loyalties are two fold: his first obligation is to the students of
physiotherapy, to ensure that the time spent at University is an enjoyable
learning experience that culminates in their obtaining a qualification, which will
influence their working lives. The second obligation is to the Maltese public, to
ensure that the physiotherapists qualifying from the ILH.C. are true
professionals with decision-making skills and, the academic and practical
knowledge necessary, to ensure that the standard of physiotherapy practised
on the island would be comparable to, or better than that practised in the past.
Certain decisions that affected and influenced the author’s career had to be
taken prior to the commencement of undertaking this PhD. To many
physiotherapists in Malta, he appears to be the father of the profession.
Physiotherapy as a profession only started to have an impact on the island’s
medical services in the late 1970s, following the employment of the first locally
trained physiotherapists. Physiotherapy staffing levels increased from three to
twenty-two, thus extending physiotherapy services to St. Vincent de Paule
Hospital (a geriatric hospital), Sir Paul Boffa Hospital (an oncology and
convalescent hospital) and to Gozo General Hospital (the sole hospital on
Malta’s sister island — Gozo). Out of the original twenty-two physiotherapists,
only three have continued to practise the profession within the state services.
Therefore, the author has taught all but three, of the 250 physiotherapists
employed by the state, being the sole lecturer of the physiotherapy course from
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1985 to 1991. In 1992, when this course was incorporated into the I.H.C., the
staff increased by one, and later in 1994, by a further two.

Up to the end of 2002, the author was the nominated member representing the
Government on physiotherapy affairs, on the Board for Professions
Supplementary to Medicine, a post which he felt he had to give up in order for
him to h1aintain a neutral position towards this PhD research. Representing
Government on this Board conflicted with being the researcher investigating
whether the standard of physiotherapy taught is of the quality required by the
practitioner to treat the Maltese public. Parts of this research also involved the
public’s needs and expectations regarding the physiotherapy services offered on .
the island. Holding this Government nominated position on the Board, as well

as being the researcher, at the same time, was incompatible.

Between the years 2000 and 2001, the author was responsible for
physiotherapy services on the island, a post that he unwillingly had to give up
as administrative responsibilities, and duties including that of consultant to the
Rehabilitation Department of the new Mater Dei Hospital were unsustainable.
However, another important reason why this post as Manager of Physiotherapy
Services could not be retained was due to the nature of this study. It was
considered impossible, and totally incredible if the researcher had to investigate
the public’'s and clinical staff’s perceptions of quality of physiotherapy service

being offered whilst maintaining the position as manager.

Finally, another position that ought to be mentioned at this stage is the fact
that he was and is the Chairman for the selection boards for any
physiotherapists wishing to join the State Health Service. This position would
only have had an influence on the students participating in the study, yet
carried a weight on the researchers shoulders, to the extent that should
another call for applications be issued and the author be asked to act as
Chairman of the selection board, then a request for this appointment to be
refused would take place. The underlying reasons being due to:
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1. The co-operation of some students during the study meant that they
were no longer perceived as students but as participant researchers,
could have influenced the author to view these applicants in a positive
manner.

2. Some of the data that have been obtained during the course of this
study could have biased the author in a negative manner at times and a
positive one in others depending on the situation.

This section has been included as the author is or has been very influential
regarding the physiotherapy profession on the island as Course Co-ordinator,
Chairman of the Undergraduate Examining Board and Chairman of the Selection
Board within the National Health Service. At the same time in order to preserve
a stance of researcher neutrality the author has had to relinquish these
prestigious positions in the past and the immediate future.
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6.1 Introduction

The findings of this research are being presented as the different cycles took
place. Each cycle commences with a flow chart that can be viewed on the left
hand side of the script that summarises the text on the right hand side. The
findings commence with the ‘Research Aims’, followed by the ‘Research
Methods’, ‘Research Instrument’ and the ‘Research Tools’ utilised in that cycle.
This is followed by the ‘Research Population” and the ‘Sampling Strategy’ to
identify the participants that were involved in that cycle. Since the interview
technique was the method utilised in most of the cycles the ‘Location” where
these interviews took place is also provided. The method of ‘Data Analysis’ is
next followed by the ‘Findings and Comments’ section. The ‘Implications’
associated with these findings are then stated. Each cycle ends with a
completed flow chart with an extra section titled the ‘Research Objectives’
achieved at that stage. The findings of each cycle are described using the same
format.

. The first phase of this research was to substantiate that the curriculum of study
needed urgent change.  This was carried out by means of interviewing
stakeholders, directly or indirectly involved with the physiotherapy course
offered at the Institute of Health Care (I.H.C.) of the University of Malta. The
second phase consisted of the formation of a new curriculum that was
acceptable to all the stakeholders concerned with the education of
physiotherapy on the island. The methodology for the development of the
curriculum could be utilised by any institution or country introducing a
physiotherapy curriculum meeting the needs of the local medical and academic
environment. The research methods used were those commonly associated

with qualitative research.

6.1.1 Ethical Considerations

(Kindly refer to Appendix 9)
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6.2 Research Statement

The physiotherapy curriculum offered by the I.H.C. was a legacy of the first
physiotherapy course held in Malta in 1976. This curriculum was no longer
appropriate for the health services provided on the island.

6.3 Research Question

Was the physiotherapy curriculum at the I.H.C. the most appropriate to prepare
the future workforce with the necessary skills and knowledge required to deal
with the health needs of the island?

6.3.1 Subsidiary Questions
e Was the present curriculum relevant to the health needs of the island?
e How might the physiotherapy curriculum at the I.H.C. be modernised to

equip the future workforce of the nation?

Note for Readers

This research study is going to be presented in the different stages as they occurred. The reader is asked to correlate the diagram on
the left hand side of the thesis to the script that follows on the right hand side. At the same time, one can look up details related to the
script, by referring to the Appendices that are intentionally being supplied separately, to help get a clearer picture of the research
process. Each stage of the research is described in the following manner: Research Aim of that specific stage, Research Methodology,
Research Methods Used, Research Instrument and Research Tools, Research Population, Sampling Strategy Used, Data Collection, Data
Analysis and Discussion.
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Figure 6.2 Diagram of the Research Methods used for this study (Cycle IA)
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6.4 Cyclel

6.4.1 Research Aims

The primary aim, at this stage of the study, was to research the opinions and
views of the immediate stakeholders, regarding the physiotherapy curriculum as
taught at the I.H.C. of the U.0.M.

Secondary to this, was the necessity to investigate the appropriateness of the
content of this curriculum with respect to the present medical needs of the
Maltese nation.

6.4.2 Research Methods

Interviews — Methodology

The initial aim of the first cycle was to investigate whether the need to change
the curriculum really existed. According to York (1998) qualitative methods are
more suitable for research when the following circumstances exist: a) a
researcher is “seeking to develop theories or hypotheses,” b) a researcher is
“seeking an understanding of the subjective meaning of behaviours or social
processes,” c) “the concepts of interest are not easily reduced to categories or
numbers,” and d) “there is relatively little that is known about the subject of
stuay” (York, 1998, p. 23). Hence, the methodology utilised was that typical to
a qualitative study. There are five different methods of data collection used in
qualitative research and these are: a) observations, b) interviews, c)

questionnaires, d) documents, and e) secondary data.

Data were collected through in-depth, semi-structured interviews. In-depth,
Qualitative interviewing has been described as a focused conversation that
covers a few general topics in rich detail. A qualitative interview “is a goal-
directed conversation” (Padgett 1998 p59). The aim of the interview is to gain
an understanding of respondents’ views, opinions and experiences in their own
words. In the semi-structured interview, the researcher “/introduces the topic,
then guides the discussion by asking specific questions” (Rubin and Rubin 1995
p5). This semi-structured approach has the benefits of providing “comparable”

data across interviews, while also allowing for some flexibility during the
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discussion (Bogdan and Bilken 1998). Rubin and Rubin (1995) note that the
qualitative interview allows respondents to tell their story and provides them
with a message that people care about and value their experiences. (Appendix
11)

The semi-structured Interview was considered appropriate as the semi-
structured, qualitative interview has the highest response rate and permits
relaxed informal conversation, at the same time allowing the interviewer the
advantage of observing non-verbal communication. Another reason why semi-
structured interviews were utilised was that following the group interview, these
were followed by individual interviews to all the participants and by keeping to
the same questions the transcribed data could be analysed and compared.

‘Phone interviews’ were not considered appropriate as the number of interviews
held was small, all respondents were available in the same location and
according to Rubin and Rubin (1995) it is more difficult to conduct interviews
over the phone. Questionnaires even though used by qualitative researchers
when anonymity is important were considered inappropriate for this study as
the data collected is not so ‘information rich’ as the replies are limited to the
actual questions provided.

Interview Design

Great care was taken during the design of the formation stage and actual
interviews. The following are some of the major items that were specifically
addressed during the preparatory phase of the interview design. Primarily, all
questions were constructed in such a manner to be concise and as straight
forward as possible. The wording of the questions used in the interview was
very precise, as ambiguous questions can lead to imprecise replies, and
sometimes, throw the whole thread of the interview askew. In order to avoid
this, the questions were piloted on more than one occasion. Specific care was
also taken regarding the language, vocabulary and grammar chosen, each of
these are being discussed in further detail.
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After ensuring that the language, vocabulary and grammar were correct in the
questions to be asked in the interviews, the next stage was to translate them
into Maltese. Thus should any respondents have difficulty understanding the
English version, a Maltese translation was available. This too had to be piloted,
as in some instances, the use of colloquial Maltese made the flow of questions
easier. (Appendix 10)

Having read Patton (1990), it was decided to include as many different types of
questions as possible.  Most interviews commenced with Background/
Demographic questions which led to the collection of data relating to age,
occupation, career and so forth. These questions were used in the introductory
phase of the interview and, apart from providing the required information, also
helped put the respondent at ease. These introductory 'data’ questions were
followed by, as Crotty (1996) suggests, ‘Tell me about your experience....’
questions, which further helped break the ice. Most of the questions that
followed were of the ‘Opinion/Values type’. Patton (1990 p291) talks about
“understanding the cognitive and interpretive processes of people’. As it was
important to investigate the way people feel, their natural emotional response,
and the way they ‘think’ about certain issues, rather than their opinions, the use
of ‘feeling questions’ was often utilised. The interviews also involved the sort of
questions that elicit a description of the respondents’ feelings and thoughts of
their experiences and observations, such as their clinical placements during the
course of their studies. A number of these questions were used in the study.
Arskey and Knight (1999) state that many textbooks recommend avoiding the
use of ‘hypothetical questions’, yet, at the same time, state that this type of
questioning can generate a lot of useful information. This type of question was
used in nearly all the interviews carried out, and the responses it generated
were very constructive. Another category of question used was ‘knowledge
questions’.  These factual questions ask for information that only the

respondent knows. The final types were those described as ‘sensory questions’.
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Figure 6.3 Diagram of the Research Methods used for this study (Cycle IB)
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These questions are behavioural ones, asking the interviewee to describe any
experience that they had been exposed to, by means of scene-setting
questions. The use of these questions at this stage of the study was limited as
more factual, opinionated replies were sought after. Extra care was taken to
avoid any double negative questions or any assumptive questions.

Pilot Interviews

All interview questions were piloted prior to their being used. The semi-
structured interview was initially piloted on a secretary, to check her linguistic
understanding of the questions. The next stage involved the piloting on two
third-year students. Following further changes, the interview was re-piloted on
two final-year students. These student-interviewees were all volunteers and
were selected on the grounds of availability and convenience.

The last pilot interviews, on the final-year students using the semi-structured
format, took place in the boardroom, this being the same venue where the
actual interviews for the study were to be held. Following this simulation, the
decision to begin the actual interviews was taken. The same process of piloting
was repeated in the third and fourth cycles of this study.

Feedback from the Interviews
Feedback from the pilot interviews can be summarised under the following headings:
e The environment where the interviews took place
e The tape recorder
e The rate of speech of the interviewer
e The language and terminology used
e Problems identified during translation of the interview schedules
e Transcription of the recorded interviews
¢ The need for noting such details as non-verbal communication
e The need to reiterate the issue of confidentiality
e The need to put the respondent at ease
e The length of the interview

e The need to stress the importance of honesty from the interviewees
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Figure 6.4 Diagram of the Research Methods used for this study (Cycle IC)
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These sections regarding interviews have been included in this chapter to:
a) Demonstrate the methodologiéal theory the author was exposed to,
during literature research
b) Establish the actual practicality for holding these interviews,
c) Demonstrate that the research process was sound.
(Appendix 11)

Location of the Interviews

This research was carried out in various locations depending on the stage of the
study. The initial ‘group interview’ was held at the I.H.C. The Institute, a part
of the U.0.M., situated within the grounds of St. Luke’s Hospital, was previously
used to house the School for Nurses and the School of Physiotherapy. The
Institute was a convenient venue as the clinical staff could come to this
interview without changing out of their uniforms, as it is within walking distance
from their work place.

The Board Room was considered the most appropriate room as it contained a
large round table. This was convenient, as the tape recorder could be placed in
the centre, hence equidistant from all the respondents, giving the impression
that everybody was equal. The second round of interviews, in this first cycle,
was with each of the four members from the initial ‘group interview’. These
were held in the Board Room. This time around, the seating was organised at
one end of a small rectangular table that was purposely put into the Board
Room.

6.4.3 Research Instrument

Self

The researcher, in qualitative research, is the primary "research instrument" of
the research endeavour, and it is for this reason that the researcher is
responsible for the task of going through the data with the intention of
identifying the themes' that emerge from the data collected (Lincoln and Guba
1989).
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Interview Schedule

Focus group interview — Cycle I

Topic: Course programme

Question: Can you give me your comments/observations regarding the present
course programme being offered to physiotherapy students at the I.H.C.?

Topic: Mode of assessment
Question: What is your opinion regarding the mode of assessment of the
physiotherapy course?

Topic: Clinical modules
Question: Are you content with the clinical component of the course?

Topic: Academic component
Question: What are your views regarding the academic content of the present

course?

Topic: Common core lecturing
Question: Can I have your views on the common core system of lecturing that
the I.H.C. has adopted?

Semi-structured interview — Cycle I

Topic: Feedback from ‘group interview’

Question: Can you give me your comments regarding the group discussion
that we have had?

Topic: Academic course content

Question: Having discussed the outcome of our previous group discussion with
your colleagues, can you give me your comments regarding the academic
content of the course?

Question: Are there any subjects/topics that, in your opinion, ought to be
included in the curriculum of studies?
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Question: Are there any study-units that, in your opinion, are superfluous to
your course of training?

Question: In your opinion, do you think the present physiotherapy course is
too theory orientated?

Topic: Practical component

Question: Are you pleased with the amount of practical skill training included
in the course?

Question: What are your general observations on the manner in which the
practical component of the course was taught?

Question: In your opinion, did the course provide you with enough skills to
treat patients?

Topic: Clinical modules

Question: Can you give me your opinion regarding the clinical module
components of the physiotherapy course?

Question: Do you think that the time spent on clinical placements is adequate?
Question: Can you suggest a manner in which these clinical placements can
be improved?

Topic: Course assessment

Question: What is your opinion regarding the mode of assessment of the
physiotherapy course?

Question: Can you suggest a way in which this can be improved?

Topic: Non-specific

Question: Overall, did you find the course stressful at all?

Question: Can you give me your opinion regarding the dissertation that has to
be presented at the end of the course?

Question: Can you give me your suggestions whereby the course can be
designed to become more student-friendly?
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Figure 6.5 Diagram of the Research Methods used for this study (Cycle ID)
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Probes

Silent Probe. The:most effective probe used during these interviews was the
‘silent probe’. It was found to be a very effective method of encouraging the
respondent to further elaborate on a point of discussion.

Elaboration Probe. These can either be ‘verbal’ or ‘non-verbal’ in manner and
varied from a simple nod of the head or a wave of the hand, as is common in a
Mediterranean culture, to verbal cues like “Is there anything else that you
would like to add?” or “Can you explain that a little further to me...?”

Repetition Probe. In accordance to Trochim (2001), the Repetition probe, in
which the interviewer repeats the last sentence or the last few words uttered by

the respondent, was commonly used throughout these interviews.

Clarification Probe. These were used to clarify a point that the interviewer had
not understood or to elicit further detail regarding the topic in question. For
example, “Yes, anything you like...”

Detail-orientated Probe. These short sentences prompted the respondent to
continue talking or to do so in further detail. For example, “Can you tell me why
this mode of assessment is better...?”

6.4.4 Research Tools

A Sony Tape Recorder with an external microphone was used for the ‘group
interview’. The quality of the playback unfortunately was poor; this was not
due to any fault of the apparatus, but on the contrary, due to the external
microphone being so sensitive, that all peripheral noise, especially that coming
from the air conditioning unit was amplified. A Sanyo Transcriber/Recorder was
later used for the second and following interviews, giving better acoustic
performance.
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Figure 6.6 Diagram of the Research Methods used for this study (Cycle IE)

f Research Aims \

e To research the opinions and

views of the different Research Methods . .
. Pil
stakgholders regar@mg the « Focus group interviewing . Selcrettalrr;tervnews
physnotherapy curriculum taught e In-depth semi-structured « 2 Third year students
in Malta interviewing e 2 Final year students
¢ To investigate the e Observation

appropriateness of the content of
this curriculum with respect to
the present medical needs of the

\ country : /

v

Research Tools Research Instrument
o Tape recorder o Self
o Field notes o Interview schedule

A

/ Sample Strategy — \ / Participants/Population x

Purposeful Sampling
 Intensity sampling < 2 Academic members of staff -
Location
-« 1 Principal clinical member of e Boardroom - IHC

staff

« Random Typical case * 1 Senior clinical member of
sampllng [ S R— staff

¢ 1 Junior clinical member of
staff

K j ~ o 1 Final year student

\_ /

105



6.4.5 Population Description

Sampling of the Research Population

The sampling strategy, throughout this study, was characteristic to qualitative
research being that of ‘Purposeful Sampling’. A feature of qualitative research
is that @ human is the instrument used for data collection and the data that are
collected are often the words of the respondents; in this study the primary
stakeholders (Bogdan and Bilken, 1998; Maykut and Morehouse, 1994; Miles
and Huberman, 1994). In a quantitative study a large, randomly selected
sample are required to give ‘generalizability’ and thus providing good research.
However, ‘generalization’ is not the aim in qualitative studies. The goal, instead,
is often an in-depth understanding of a phenomenon as experienced by the
participants taking part in the study (Maykut and Morehouse 1994).

Because of the in-depth nature of this qualitative study the appropriate sample
size was small, selective and one in which the participants were considered to
be information-rich (Patton 1990; Cormack 1991; Trochim 2001). Information-
richness, as opposed to representative ness, is the aim of qualitative sampling.
Since the aim of this study is to gain an in-depth understanding of the
experiences of the respondents, non-probability, purposeful sampling is
appropriate. Patton (1990 p184) states “there are no rules for sample size in
qualitative inquiry.”

However, Achen and Snidal (1989), Geddes (2003), and King et al (1994) all
suggest that small population studies can produce serious error and this can be
avoided by traditional good large population, quantitative research. The heart
of this criticism is that qualitative studies “select their population on the
dependent variable” and thereby fail to study samples with the full range of
variation on this variable. Indeed, qualitative studies have been known to

sometimes only select cases with the same value dependent variable.

For the purpose of this study:
e ‘Typical Case Sampling’ is taken to mean the typical, normal or average

student from amongst a cohort of students or staff (Patton 1990). It is
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not intended to mean a typical final year student or staff as having
certain physical or academic criteria, but typical in the sense of them
being students or staff from the same intake, and at the same stage of
the course.

'Intensity Sampling' is taken to be information-rich participants that
manifest a direct influence on to the curriculum (Patton 1990).

'Random’' is taken to mean chosen in an arbitrary manner, from
amongst the purposeful sample. In this cycle these were chosen

randomly by the divisional secretary.

A 'group interview' was organised so that the comments generated by one

member would stimulate discussion from the other members of the group. The

sampled population for this cycle included:

2 Fulltime members of the academic staff: colleagues/co-workers who
together with the author make up the academic complement for the
physiotherapy division. As a result no sampling strategy was necessary
in this case;

1 Principal clinical member of staff (Random typical case sampling)
chosen from amongst the eight principal physiotherapists employed by
the State Health Service;

1 Senior clinical member of staff (Random typical case sampling) chosen
from amongst the 29 employed within the health service;

1 Junior clinical member of staff (Random typical case sampling) chosen
from amongst the 42 employed;

1 Final year student (Random typical case sampling) chosen from
amongst the total 26 students, less the four used for piloting the

interview.

Inclusion criteria

All Final year students, except the four students who participated in the
piloting of the interview, were eligible to participate in the study.
All the members of the public attending for physiotherapy at either St.

Luke's Hospital, or a private hospital or a private physiotherapy clinic were
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Figure 6.7 Diagram of the Research Methods used for this study (Cycle IF)
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eligible to be included in the study, as long as they were able to
communicate effectively, and did not suffer from deafness or dementia.

» All senior members of clinical staff were eligible to participate provided
they had qualified with a Diploma in Physiotherapy issued by the
Department of Health and had ten years post qualification experience.

e All newly qualified members of staff were eligible to be included in the
study, on condition that they qualified with a Bachelor’s degree obtained
from the U.0.M. and did not have more than two years post qualification

experience.

6.4.6 Data Collection

The first stage of data collection involved a number of interviews with academic
members of staff, senior clinical phySiotherapists, newly qualified
physiotherapists and one fourth year student. The initial ‘group interview’ took
place with all the candidates present. This was an introductory interview, to
investigate the feelings of the different members of the group regarding the
curriculum offered, followed by more focused interviews with members of
similar positions. The two senior clinicians, both part-time lecturers, were
interviewed first. This was followed by an interview with a fourth year student,
- then, the newly qualified member of staff and finally, with the two full-time

lecturers.

6.4.7 Data Analysis

Interviews have become a commonly used qualitative methodology for
collecting data. There are many ways to analyse informants' talk about their
experiences (Mahrer 1988) and thematic analysis has been the manner chosen
for this study (Benner 1985; King 2004; Leininger, 1985; Palmquist, Carley and
Dale 1997).

The first step was to collect the data. Audiotapes were collected to study the

talk interview. All the data obtained from the interviews were transcribed,

coded and analysed. According to Kreuger (1988), the first step in this type of

analysis is to transcribe the entire interview followed by the removing of all the
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text that related to the author. The next step was to combine and catalogue
related patterns into sub-themes. The next step was to read and re-read the
transcripts, analysing the content of the discussion until certain trends and
patterns became evident. Having read the transcript, a summary of the content
of each paragraph was written in the margin; a theme or a specific word to
describe that summary was introduced at this stage. Any recurring relevant
subject was identified as a 'Theme'. Themes are defined as units derived from
patterns such as "conversation topics, vocabulary, recurring activities,
meanings, feelings, or folk sayings and proverbs (Taylor & Bogdan 1989,
pl31). The aim was to identify and conceptualise the most important issues
(Fitzpatrick and Boulton 1994). The information, collected from the focus group
discussion and the interviews, was considered 'raw data'. These interviews

were then analysed using the following method.

Figure 6.8 Diagram of the Method used for Thematic Analysis

Category Themes References
Sub- Sub-
Category Themes

A record of the theme and the paragraph where it could be found was also kept

on a separate file. Similar themes were then collated to form the 'Category'.

Category: The next step was for the text to be broken down or coded into
categories. These categories can vary from single words, to word sense, to
whole sentences. In certain instances, the use of sub-categories was
necessary. When conducting the analysis it was apparent that not all the data
fitted one precise category or another, therefore in both interpreting and
writing up the findings there was the need to often cut across the different

categories.
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Themes: The themes, which were identified and related to a specific category
or sub-categories, were then listed accordingly. ‘7his coherence of ideas rests
with the analyst who has vigorously studied how different ideas or components
fit together in a meaningful way when linked together.” (Leininger 1985 p60).
Having done this, all the data, relating to the already classified categories or
sub-categories, were placed within the same pattern (Carley 1990). Themes
are identified by ‘bringing together components or fragments of ideas or
experiences, which often are meaningless when viewed alone (Leininger 1985
p60). They are defined as units derived from categories such as
‘Conversational topics, vocabulary, recurring activities, meanings, feelings or
folk sayings and proverbs (Taylor and Bogdan 1984 p131). The combining
and cataloguing of these related patterns, occasionally, required the use of sub-
themes.

Reference: Each different interview was given a letter as a code. So the
interview with Mr. Brown, for example, was coded as Interview ‘C’. The next
stage that followed was the numbering of each paragrabh in the transcription.
Hence, ‘C17" would mean the 17" paragraph of transcription, taken from the

interview with Mr. Brown.

Remarks: The transcription included a wide margin on the right hand side of
the script for any necessary comments to be added. These comments refer to
changes, for example changes in behaviour, the environment or any obvious

non-verbal communication.

The following is an example of the recording system used:

Category -  Course content
Theme —  Theory
Sub-theme -  Irrelevant
Reference - D244, C34, G211

Rigour in the analysis of a study has been described as the demonstration of

integrity and competence (Aroni et al 1999). In accordance to Crotty (1999);
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Figure 6.9 Diagram of the Research Methods used for this study (Cycle IG)
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Emden and Sandelowski (1998); Patton (2002); Koch (1994) a trail of evidence
has been present throughout the research to demonstrate trustworthiness. On
the other hand Horsfall et al (2001) talk about in-depth planning and careful
attention to the phenomenon under study for rigour to be present in qualitative
research, whilst Higgs (2001); Rice and Ezzy (1999) mention sound reasoning,
argument and a choice of appropriate methods to the research problem as
descriptions for theoretical rigour. The step-by-step process of analysis
described in this study is a method of demonstrating how the researcher
formulated transparency of the themes from the initial cycles. Rice and Ezzy
(1999) also suggest how to interpret the data and to illustrate findings with
quotations from the raw data. It is the belief in qualitative research that the
participants’ reflections, conveyed in their own words, strengthen the face
validity and credibility of the research (Patton 2002). Cutcliffe and McKenna
(2002) on the other hand suggest that ‘member checks’, ought to be the
method used to validate participants’ responses to the researcher’s conclusions
or to confirm findings with primary informant sources (Leininger 1994) both
these suggestions have adhered to. This has always occurred during the study
as the transcribed data have always been sent to the interviewee, and the
thesis supervisor has always been sent a copy of the transcribed interview for
verification. Themes or minutes of any curriculum development committee
meetings were shown to the participants to confirm or alter and to ensure an
accurate interpretation of the discussion. This section has been included to
provide an explanation of the steps taken in the process of data analysis
applied for this study describing the approach to demonstrate trustworthiness
within this qualitative study.

6.4.8 Findings and Comments

The first stage of the study consisted of a ‘group interview’, followed by a
number of focus interviews. The data were presented in a diagrammatic table
and can be reviewed in the appendix section. The order, in which the results
are shown, is in no particular order and has no significance. (Appendix 12)
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Category A: Course Design

Themei. Change in Course design: The manifest theme in this category
was that ‘a change in the sequence when study-units are taught during the
Physiotherapy course must occur’. The following quotes, taken from different
interviews with newly qualified members of staff, prove this a worthy category.

"“Disability issues’ is in this year’s module, theyre going to do
it in the 4" year and I think it’s too late.” (D23 2002)

"Reflective practice... should be done earlier, maybe in the
third year.” (D117 2002)

In the above quotes, we can see that the interviewee is recommending a
change in the timetable when particular subjects ought to be taught, as in the
case of one of the clinicians, who stated that problem-solving skills ought to be
introduced very early on in the course.

"Problem-Solving Skills, I think, has to start from Day 1, even
if they are not on placement... because they require a lot of
time to develop.” (A74 2002)

The students, on the other hand, suggested a change in the start of their
dissertation. The reason given was the length of time as it spilled into the final
year of the course and therefore, they felt that they did not have enough time

to prepare for their final exams.

"It was suggested that the thesis should be started earlier in
the course, in the beginning of the third year...” (C201 2002)

Finally, the course is designed, questioned and a suggestion offered:

"Let’s say the students are taught in house, the whole courses
are actually finished before they go into the clinical areas.”
(E17 2002)
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Theme ii. Better co-ordination between the theoretical and clinical
components of the course: The academic staff, the newly qualified
physiotherapist and the final year student brought up this theme.

"There was no co-ordination between the theory and the
clinical.” (D51 2002)

"I would think the better the quality of practice would be
brought about if every section of rehabilitation is backed up by
a placement practice.” (C67 2002)

"This idea is niggling me a lot, this idea of sending students
on clinical placements, who have not yet..., on placements
where the students have not yet gotten the academic
background, to me is a huge fault.” (E13 2002)

Theme jii. Ratio between theory and practice: Some interviewees
thought that the course was designed with too little emphasis on the practice of
basic physiotherapy skills and too much emphasis on the theoretical

component.

"We all agreed that we had a lot of theory and a little practice...
compared to what we have to do when we're actually qualified.”
(D7 2002)

Theme iv. Unbalanced/inaccurate academic weighting: 1t was stated
that certain study-units, in the interviewees’ opinion, unjustly carried the same
academic weighting as less important or less directly related subjects

"Credits like embryology and paediatrics were givén the same
weight.” (D15 2002)

"Certain study-units appear to be given the same amount of
weighting in the course as other more important ones. For
example do physiotherapists require a full study-unit on
Haematology?” (Bi15 2002)

Themev. Change to the course design: Another recurring dominant
theme was that a change in the actual design of the course ought to take place.
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"My opinion is that maybe we should, em, look at resetting
the whole course into doing all the academic work, and when
they finish, we do our exam in the clinical.” (E11 2002)

"The basic physiotherapy skills you can do in the second
year.” ' (D63 2002)

"You could set up a type of programme where for example the
credits like orthopaedics, the simple ones; they could be given
and delivered to the students at an earfier stage.” (D55 2002)

"Basic anatomy and physiology and the basics of
biomechanics and things like that are taught in the first year
of physiotherapy, skills and theory are taught in second year...
rehabilitation... would then be backed up with these two years
of stuady.” (C67 2002)

Theme vi. Students to be given the chance to experience all the
different clinical placements: Another theme to appear, which highlighted
another flaw in the present course design, was that not every student was
given the opportunity to attend each clinical placement available.

"It would be good to manage to do all the placements.”
(D159 2002)

"I didn't get the amputees placement, I didn’t do it and I had
an amputee in the final.” (D159 2002)

Theme vii. Lack of an 'observation’ period in the early part of the
course: This theme, about the lack of an ‘observation’ period, has been noted,
and will be included in the future courses. The following, a quote by a qualified
member of staff about a first year student, clearly indicates this:

"Maybe during the first year... the fact you go and observe... I
had a first year student, who needed some help, and I was
treating a patient and she had to wait for me. And she ended
up telling me, 'that was fun... there were things which we are
learning now, where I could see you doing them’ She was
exposed to physio-patient relationship, the way, the
approach...” (D194 2002)

"The best type of learning is when you are observing.”
(D180 2002)
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Theme viii. Ambiguous design of course: This is a very distressing

comment as it expressed by a current student.

"The actual design of the whole four years which as a whole,
which I find a big problem, the way, the ambiguity...”
(A44 2002)

Theme ix. Not stimulated to think: Even though this statement was
initially aimed at the clinical component of the course by one interviewee, it was

inferred a number of times, and therefore been termed an ‘implicit theme'.

"You're not stimulated to think on what you learnt in 1°* year,
2 year and 3° year.” (A54 2002)

"That place is so routine, everything is the same.”
(Bii42 2002)

Theme x. Change in the mode of assessment required: More specific
sub-themes regarding course assessment, are discussed under the category
‘course assessment’. This has been included as generic comments regarding

course assessment and course design were frequently made.

"I think the method of assessment should change.”

(A60 2002)
"There will not be a need for a final year examination at all.”

(A61 2002)
"We have to rethink the exam process.” (E59 2002)

Theme xi. Amalgamation of various study-units into modules: This
theme was considered a priority by all the teaching staff concerned.

"We need to look at grouping more the sequence of subjects
into one whole module and delivering it as a module, rather
than particular subjects.” (E15 2002)

"Weve failed them from the beginning because we didnt give
them the linking. So, we're giving them the little bits... cram
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everything in the middle... I think we need to look at the
course.” (E15 2002)

Theme xii. Course not designed to help students make the link
between knowledge and clinical reasoning and skills: This theme is
closely related to the previous theme.

"What really bothers me is that there is distance... when we
start doing the basic principles of physio, and the final year,
when students try and link things together.” (E17 2002)

"I find it very difficult sometimes... in first year, the students
see everything as woolly... dont worry well cover that next
year when we're doing...” (E32 2002)

"The lack of problem-solving skills and they are not capable of
prioritising patients’ problems” (Bi21 2002)

Theme xiii. Problem-based learning to be included: Problem-based
learning is associated with reasoning. A suggestion to include this method of
teaching is put forward in the following quote.

"There’s definitely a fault, now the other way round it, is to
start them off from day one, em in a patient, patient based
learning, problem based learning situation.” (E22 2002)

Theme xiv. Course designed around the Final Comprehensive
Examination (F.C.E.): This theme kept recurring in both the staff and
students’ comments. The staffs’ comments were mainly about the manner in
which they had to teach their particular topics and the pressure they were
under to finish the syllabus in time for the F.C.E. On the other hand, the
students” comments were critical in that they did not see the course as a
learning experience but as a number of credit tests leading to their Final
Examinations. This negative aspect was reinforced during the students’ clinical
placements, as the staff placed too much emphasis on pushing the students to
do their patient assessments correctly: ‘because that is the way how you will
have to do it in your finals'.
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"Actually speaking, were talking of a 120 credits being
nothing more than just a ticket, a ticket to ride really... at the
end of the aay, its all coming down to these 6 hours of
written work... then it’s the patient, it’s pot luck... because in
those nine hours of assessment... you get a pass, you pass
and you become a physiotherapist.” (E61 2002)

Theme xv. The Impartiality of the Final Comprehensive

Examinations: A member of staff put this theme forward.

"Which brings me to an idea which I have been thinking about
for a long time, but never dared to bring forward, maybe this
is the time. Em, maybe we should think of having an
autonomous exam process.” (E68 2002)

Theme xvi, Change in the course design necessary: Both a student and a

divisional co-ordinator blatantly stated this.

“...Nearly everyone is aware that a change has to take place
which is important, in my opinion” (C7 2002)

Theme xvii. Too many students: This theme has to be taken into serious

consideration, if a new curriculum is to be formulated.

Category B: Course Content
This is made up of two themes: ‘Theory’ coded as (1) and ‘Practical’ coded as
(2). Each theme is sub-divided into eight sub-themes coded numerically in

Roman numerals from i to viii.

Theme i. Irrelevant’

il. 'Too much detail* These sub-themes were specific to the theory
and surprisingly, came from experienced qualified staff, newly qualified
physiotherapists as well as the students themselves.

"'Someone commented that the amount of the syllabus should
be geared for a BSc, not an MSc, because we got so much
detail... so many details that we dont stick to the simple
things...” (D123 2002)
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"There are particular study-units which are given in too much
detail or possibly ought not be included at all.”  (Bil7 2002)

"Our basic credits, like anatomy and physiology we study
them with the pharmacy students, with the medical students,
and you end up getting a lot and a lot of information, which

some of it you need and some of it you don't need.”
(A55 2002)

"Certain areas anatomy of.. physiology, pathology,
psychology and these separate areas that are taught to a

certain detail which is not relevant to a physiotherapist.”
(C17 2002)

Theme iii. Discrepancy: This sub-theme refers to both the theoretical and
practical components of the course. It can also be considered a sub-theme to
theme (Aiii) which describes ‘the ratio between theory and practice’ in the

course design.

"It appears that there is a discrepancy between the amount of
theoretical credits and practical credits.” (Bi15 2002)

"Basic (physiotherapy) skills is very much lacking I feel.”
(A64 2002)

Theme iv. Omitted: This theme is the converse to 7hemes I and II:
Irrelevant and 'Too Much Detail”. In this case, certain skills and specialities
are identified as having been omitted from the course curriculum, mainly

‘Communicating skills’ as stated by all the interviewees.

"Things like writing a referral letter... writing a report to a
consultant, these types of things which we usually do, I mean
in our everyday practice but in the course you don't actually
have the type of training to do these things.” (D9 2002)

"There are other important areas of physiotherapy skills that
are not emphasized at all, for example lifting and handling
techniques, communicating skills, counselling skills, exercise
physiology which after all, one of the main areas of

physiotherapy is to provide a proper exercise programme”
(C21 2002)
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Theme v. Not suitable: This sub-theme, though similar to the theme
‘Irrelevant’, is worthy of being a sub-theme in its own right due to the context

in which it appeared.

"Maybe what is being taught in common core lectures is not
suitable for physiotherapists.” (Bi19 2002)

This comment is valid as some subjects, considered common core subjects, are
taught to all divisions that make up the I.H.C. but may lean towards a particular
profession. An example that comes to mind was a complaint made by the
physiotherapy students that lectures in the study-unit titled “"An Introduction to
Pharmacology” were being targeted at the nursing profession, with too much
emphasis on how to prepare and calculate drips.

Theme vi. More supervisiom. This sub-theme appears to be lacking in all

practical sessions.

"Regarding practicals, everyone agreed that there should be
more supervision.” (C85 2002)

This also applies to the supervision of students during their clinical placements.

"Sometimes you end up in a placement where your
supervisor... doesnt have the time.” (D78 2002)

Both of these are failings on the part of the staff: the academic taking the
practical class and the clinician on the wards. Neither situation is acceptable, as
a maximum of only 16 students attend any one practical session and in the
latter situation students are individually allotted a clinical supervisor.

Theme vii. Not applicable: This sub-theme will be discussed in detail in the
category ‘Teaching and Delivery of the Course’.

"We were given a lot of information, but at the end of the day
we ended up using maybe a little of it... maybe it could be
adapted in a way that they are applied to our, to
physiotherapy.” (D15 2002)
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"You're not taught how to implement it (management) how
to, em you know... the only thing that was put from theory to
practice was to keep a diary.” (C59 2002)

Theme vili. Waste of time: Both students and a member of staff perceive
some study units as being “a waste of time”: not only irrelevant, not suitable or

not applicable, but a waste of time.

"I realise from the lectures that they are seeing this as a
waste of time.” (Bii16 2002)

The students’ comments may arise from:

a) They do not know what they ought to know, or

b) The manner of delivery may be such that puts the students off, or

c) The material that is presented is beyond their present knowledge and

therefore perceived as a waste of time.

"I was listening to the students, and I've heard this from past
years as well, things like psychology and sociology and other
things are crushingly boring.” (A85 2002)

"In fact students will actually tell you, we feel that we waste
our time doing things like psychology of health... because it is

airy fairy, it is something which for them there is no sick

person.” (E32 2002)

At this stage, one should mention that none of the above quotes was expressed
by any of the students. Members of the staff made both comments.

Category C: Teaching/Delivery of Course

This category has been subdivided into eight themes. The first (i) Applied
Teaching is further subdivided into three sub-themes: a) on a real patient, b)
students’ difficulties when relating to patients and their conditions, and c¢)

referring to physiotherapy.

Theme i. Applied Teaching
i(a). On a real patient:
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"Give them one or two hours (lectures).... then you get them
to see a real patient in the wards.” (A92 2002)

A clinician, who appreciates the concept of applied teaching, stated this.
Clinicians are in a better position to interpose clinical visits within their teaching.
Presently, as the physiotherapy course is held at the I.H.C., situated within St.
Luke’s Hospital, this is not such a problem. In the near future, when the 1.H.C.

is transferred to its new site, away from St. Luke’s Hospital, the problem will
then arise.

i(b). Students’ difficulties when relating to patients and their conditions:

.. second year students, which are institute based, these
students when you come to apply certain problems, when you
come to talk about certain problems, they find that it is very
difficult to picture the actual problems... trying to wade in deep
water really.” (E17 2002)

This is a real problem when trying to either make the students understand the
reason why they have to learn a certain topic, or make them understand a
particular treatment technique. An example of this can be seen when students,
who have never seen a patient suffering from a right cerebrovascular accident,

cannot appreciate the problems they may encounter if their patient has speech
deficits.

i(c). Referring to physiotherapy:

"We could learn how, what it means to manage time, and to
manage stress, and to manage our organisation, and things
like that, but it'’s all in theory, I mean, you're told about it, you
don't practise it.” (C61 2002)

This quote relates to the sub-theme (c) referring to physiotherapy. As a
consequence to the above themes, Applied Teaching is to be introduced to
make subjects more interesting for students; for example, the learning of

applied anatomy is more interesting as opposed to the rote learning of the
course of an artery or a nerve.
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Theme ii. Use of video:

"If we could get a video of a patient...of a condition... because
one problem for example with the second years, weve never
seen a patient.” (Bii77 2002)

This is one way to overcome some of the problems stated previously. It will
never be as good as seeing an actual patient. At least, the students can see the
physiotherapist treating a condition, and any other techniques demonstrated at
the time.

Theme iii. Getting patient to LH.C.: This next sub-theme is a
consequence of the previous one.

"Because some things you cant show on a video,; but it’s not
possible in the department, there’s no space, and time is a
problem, because there are always patients over there, as
regards doing it (demonstration) over here, better me getting
a patient over here (LH.C.)” (Bi111 2002)

This is self-explanatory. A solution offered by a member of staff is for patients
to be brought over to the I.H.C., instead of taking the students up to hospital.
This will be easier in the future as the new I.H.C. premises will be part of the
new hospital.

Theme jv. Evidence-based:

"The opinion was that most information that is given is not
reference based. As fourth years’ now we're realising the
importance of quality information.” (C81 2002)

This is a valid comment that holds true most times. Evidence-based practice is
the aim of the physiotherapy division. However, many of our treatments have
still not been proven scientifically. There is always room for improvement and
lecturers ought to be more vigilant when giving notes or information.

124



Theme v. Problem-based teaching:

“ I think that the best thing for us would be to have lectures on -
problem-solving skills. I have these signs and symptoms, how
are you going to assess? How are you going to treat? What
specific tests are you going to do?” (B31 2002)

This comment made by a newly qualified member of staff, indicates that past
students are thinking of ways to improve the course. Having just been through
the course, they are in a better position to identify ways of improving it.

Theme vi. Delivery of part of a common core study-unit by a
physiotherapist: Previously, common core subjects were described as either
being ‘not suitable’ or ‘not applicable’. The following suggestion, offered by an
interviewee, was a very good idea, and one that can be utilised in the future:
whereby a component of a common core lecture is to be taught, in an applied

manner, by a physiotherapist.

"Imagine you go for 10 lectures with the psychology students,
when you have all the theory and the types of approaches...
then you'd have four hours lectured by a physiotherapist, for
example: psychology of pain... psychology of a person who
has a sudden disability.” (D19 2002)

Theme vii. Lecturers unprepared: In this theme, the implications are both
explicit: "some lecturers were unprepared” (D49) and implicit: "we had to be a
bit diplomatic... some physios had some problems with a few lecturers” (D47).
Neither is specific. A past student expressed these. There is ho way of solving
these shortcomings other than by sitting in on other people’s lectures. This
form of peer review is not practised at the University. A quality control unit has
been set up but only monitor lecturers via student feedback forms.

Theme viii. Punctuality:

"We had some lecturers who were punctual and others who
werent and we ended up waiting for half an hour, and then
instead of an hour lecture we used to have only half an hour.”

(D178 2002)
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This problem of staff punctuality has been raised in the past. This is
disrespectful to the students. If students are perpetually ‘robbed’ of half their
teaching time, this will influence their learning and eventually, their
performance. Checking procedures are in place to recognise whether staff are
punctual or not, Unfortunately action has never been taken against the
offenders, hence a ‘laissez faire’ attitude exists.

From the above quotations, themes and sub-themes included in this Category,
the conclusion that another set of interviews, to another random sample of
interviewees should be carried out, in order to confirm the statements
identifying the serious deficiencies in the delivery of the course. It was evident
that a change to the delivery of the course was urgently required. It also
became apparent that a lot of staff development is required to support the new
teaching techniques introduced. These have to be held periodically to maintain
standards.

Category D: Physiotherapy Skills

This category has been subdivided into three themes: one of which,
‘Techniques’, has again been subdivided to include a sub-theme ‘Not practised
on a real patient’.

Theme i. Handling:

"But then, see them with a patient and it’s like okay fine,
written down its brilliant, but... forget their handling (of the
patient).” (Bii107 2002)

The above comment, made by one of the senior members of clinical staff,
referred to the fact that whilst describing physiotherapy skills in a written
paper, students were proficient; in practice, these same students were not
always considered satisfactory and the standard of practice has diminished.
These comments were made by the clinical staff that supervised these students
and hence must be taken as existent. This was a direct consequence of a
reduced number of practical skill sessions held during the course. This reduction
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was due to the constraints imposed by the U.0.M. on the old curriculum, to
make time for the introduction of new subjects, not directly related to
physiotherapy but necessary in order to bring the course up to degree
standards. However, these students also spend 1,200 hours on clinical
placements. One would have expected them to improve their handling and
therapeutic skills through observation, and ‘learning by doing’ under the
supervision of the clinicians or clinical educators, yet this was not so as seen
from the above quote.

Theme ii. Techniques - Not practised on real patients:

"We were taught how to do nags ...., but on a model, not in
pain; usually if you have a patient with neck pain... I mean he
doesn't even fet you... to palpate his spinous process, let alone
doing a whole minute oscillating his spinous process.”

(D153 2002)

This quotation highlights the problems associated with the learning of
manipulative skills in the physiotherapy course. Most times, techniques are
taught in the safety of a laboratory on models who act as real patients. The
problem arises when dealing with real patients, as reality is a very different
state of affairs. The ideal situation is for students to first practise at I.H.C. on
models, then on patients under clinical supervision, and finally unsupervised.
The issue raised here is that there is a problem regarding the transfer of
learning that takes place in the safety of a movement laboratory and the real

world of practising these same techniques on a patient.

Theme iii. ‘Forgetting skills by the latter part of the course:

"I believe that the basic skills of handling which they learn
earlier on in the course, I believe when they come to their
fourth year theyve forgotten all about them.” (A64 2002)

All the teaching staff has been encouraged to include an element of handling
and skill practice in their study-units throughout the course. As an example,
the physiotherapist, who teaches Obstetrics and Gynaecology, has been asked
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to revise pelvic-floor muscle anatomy, exercises, any related electrotherapy,
relaxation exercises as well as teaching the necessary material and pathology
required by the relevant study-unit. Even though topics are covered in the
early years of the course, they should be re-enforced throughout. In this
manner, the revisiting of material at different stages of the course helps
reinforce learning as advocated in the constructivist’s teaching principles.

Category E: Clinical Practice

This category is made up of thirteen themes.

Theme i. Clinical Reasoning Skills: This theme and the following will be
discussed as one.
Theme ii. Clinical Problem Solving Skills:

"The lack of problem-solving skills......... and they are also not
capable of prioritising patient’s problems.” (Bi21 2002)

"In other words, when it comes to clinical reasoning skills and
problem-solving skills, that is where they are encountering
problems.” (A65 2002)

These two comments, coming from the clinical staff, were not surprising, as the
old course was not designed to address these problems. Some junior staff
were not capable of clinical reasoning and problem-solving, probably due to
their lack of confidence. This confidence is only acquired through time and
experience, after qualifying. Since the aim of the new course is to educate and
produce reflective practitioners, the curriculum has had to change its format
placing more emphasis on clinical reasoning and problem-solving skills. Again,
this reinforces one of the problems that this study wanted to address, the fact
that the old curriculum did not stimulate students enough to become the
autonomous practitioners the present health service requires.

Theme iia. Action Learning:.

"When it comes to clinical reasoning and problem-solving skills
that /s where they are encountering problems... I feel they
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need some type of action learning...where they have a
member or supervisor, they go to the supervisor with a
problem, they try to give solutions, they discuss the solutions
with the supervisor and then they go back to the clinical
aspect and apply it.” (A66 2002)

Following this suggestion, a further study-unit in Clinical Reasoning has been
included in the curriculum.

Theme iii, Communication Skills:

"The lack of communicating skills and the ability to develop
rapport with patients and their relatives is also quite evident.”
(Bi22 2002)

"He had a communication problem to get the patient to
comply with his treatment,” (D149 2002)

"Communicating skills with a patient and with the team and
with individuals of the team, how to communicate with
whom... how to get the message across.” (C51 2002)

The first quote is by a clinician, the second by a newly qualified member of staff
and the final one by a student. The lack of communication skills as expressed
by all participants within the clinical field emphasised the fact that this subject
must be included in the new curriculum. This is in line with the Dearing Report
(1997) in the U.K and the recommendations that the Department of Education
in Malta published in 2000, regarding communication as a key skill.

Theme iv. Quality of supervisiom: This theme relates to the Category
‘Clinical Practice’. The quality of supervision offered to the students, directly or
indirectly, influences their performance in the clinical setting. Unfortunately,
only one quote relating to supervision was positive. All other quotes were

negative.

"When we are supervised the quality is, is well on average
good.” (C101 2002)

"There are certain situations where the student is allowed to
perform an assessment alone, with the only techniques she
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would have remembered .... Treatment is done also most of
the time alone.” (H99 2002)

"If the sessions are adequately supervised... you could spend
four weeks instead of six or eight weeks on one placement.”
' (C121 2002)

Theme v. Insufficient supervision: \While the previous theme dealt with

poor supervision, this theme concerns insufficient supervision.
"We are not getting enough supervisiorn’ (C101 2002)

This statement made by one student, but echoed by many others. The
problem of clinical supervision is still present even though the I.H.C. has over
the years, invested a lot of time and resource to try to overcome it. The
situation has improved, but such comments are worrying and need to be

addressed immediately.

Theme vi, Feedback:

"There were a number of students who tried to voice their
opinion about certain clinical placements, and no change was
brought about.” (C103 2002)

This particular quote is similar to others, where it is noted that students’
feedback, mainly about their clinical placements, is not acted upon. The
student’s voice is an important one and, should be listened to.

Theme vii. Retribution by supervisor:

"That is why the students are loosing hope of voicing their
opinion, because it’s to their own detriment, they're still at
placement, the supervisor would work against them.”

(C105 2002)

This should never be the case. The situation should be closely monitored and

steps taken to ensure students feel confident enough to report any such

behaviour. However, staff levels are such that even though a change of

supervisor takes place, students still feel threatened and reluctant to voice their
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complaints. Most negative feedback is usually voiced too late, as students
would have already finished their clinical placements, for the situation to be
remedied. Students fear that by voicing a complaint they will be marked

unfairly in their clinical assessment.

The previous themes indicate the need for further support and development
required by the clinical supervisors.

Theme viii. Amount of Clinical Practice:

"I cannot say they (clinical placements) were enough,
because I ended up going to hospital to practise... Every time
I had the time, I ended up practising.” (D190 2002)

In Malta, students carry out 1,200 hours of clinical practice throughout the
course. This is more than most universities in the United Kingdom. This figure
has been reduced from 1,750. The extra 550 hours have been dedicated to
tutorials and self-directed learning. This amount of clinical practice must be
one of the positive points of the course held in Malta. This comparesmwell with -
the 900 hours that are carried out in all Scandinavian countries, and the 1000
hours that is considered the norm at English universities. The course in Malta
can afford the extra hours because the course is of four years duration, as
opposed to the English three years and the Scandinavian three and a half
years. These hours further improve the quality of the Maltese students.

Theme ix. Clinical Assessment: Currently, at the end of each placement,
a member of the I.H.C. staff, together with the clinical supervisor, assesses the
student formally. A mark is given which incorporates the continuous
assessment mark awarded by the clinical supervisor.

An idea, put forward by an interviewee, is that the clinical supervisor writes an
objective assessment of the students’ work on a weekly basis. This should be
done on a standardised assessment form and should be shown to the students
in order to give them an idea of their progress and to avoid any unpleasant
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surprises at the end. The students could then work on any of the points
mentioned in the form and thus, improve their performance.

"I think it has to be, every assessment done by the supervisor
should be written down, at every session, at every situation,
every week." (C177 2002)

The suggestion is good and supported by the academic staff and clinical
educators but as this means more paperwork, the clinical staff have rejected it.

Theme x. Emphasis on patient assessment: Some clinical supervisors
tend to put a lot of emphasis on patient assessment rather than on treatment.

"You end up having your supervisor telling you go and assess
that patient... importance given to the treatment is basically
not nothing (close to nothing), but... you end up in fourth
year, you realise that you've done a lot of assessments... but
you can't really progress your treatment.” (D68 2002)

The conclusion drawn from this statement is that clinical supervisors have to be
advised by the I.H.C. that equal importance be given to both the assessment
and treatment progression of a patient. This is necessary to ensuré
autonomous practice and to prepare the students for their final examination.
The clinical supervisors should be informed of these proposed changes to the

curriculum.
Theme xi. Complacency:

"You get into the normal routine in the clinical placement and
gone are the new ideas and the new, you know, the new
research evidence based practice.” (A54 2002)

The clinical staff influence the students by their lack of motivation. Due to their

workload or their lack of initiative to change their methods of practice, the

clinical staff must bear some of the fault. Unfortunately, some of them, in high

places of authority within the department have not had a university education

and lack the research element. Evidence-based practice is a new concept to

them and treatment is usually based on a ‘hand-me-down’, ‘grandfather
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syndrome’. This results in the students feeling frustrated, as they are not being
stimulated to question their choice of treatment, falling into the rut of accepting
that what is recommended by the supervisor. At present, this situation is hard
to avoid, but the I.H.C. intends to ameliorate the situation by employing more
clinical educators. |

Theme xii. Time management:

"Time management also seems to be a problem. We had a
case of a newly qualified (member of staff) spending two
hours assessing a patient in ITU.” (Bi21 2002)

This comment, by a clinician, demonstrates that students are not taught time

management; an important factor that ought to be included in the education of
any physiotherapist.

Theme xiii. Multi-Disciplinary Team discussion:

"There ought to be time set aside for the student... where
they can discuss their clinical experiences - I don’t know, with
staff members, with some consultants?” (A66 2002)

The concept of students joining ward rounds is not new, but the proposal of
physiotherapy students discussing their clinical experiences with students from
other professions, could lead to a healthier multi-disciplinary team approach,

which in turn, could help motivate the students further whilst on clinical
practice.

Category F: Clinical Supervisors
This category consists of four themes and one sub-theme.

Themei. Desire to be a supervisor:

"Not interested, unfortunately there are some physiotherapists
who dont we think........ That they dont want to be
supervisors.” (D80 2002)
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'Supervisors have to agree that they want to be a supervisor.”
(C111 2002)

These comments expressed by students and newly qualified members of staff
even though the job description for a senior physiotherapist includes the
supervision of students. The I.H.C. always asks the principal physiotherapist in
charge of a unit to recommend the best clinical supervisor. They are then
approached by the L.H.C., as it is not in its interest to oblige a member of the
clinical staff to act as a supervisor unwillingly. However, some clinical

supervisors complain to students that they are working against their will.

Theme ii. Not interested: The LH.C. is concerned by this and the
following theme raised by students as it is responsible for the appointment of

all clinical supervisors.

Theme iii. Does not have the time:

"Not having enough time, or not being interested.”
(D76 2002)

'Sometimes you end up in a placement where your
supervisor, he doesnt have the time.” (D78 2002)

Some clinical areas are very busy and short staffed. This is no justification for
giving the students the impression that they are a burden. All clinical staff have
been given time which should be utilised supervising students whilst on clinical

practice.

Theme iv. 'Incompetence amongst supervisors’:
"Wot competent” (D76 2002)

This statement was made early on in an interview. Later, the interviewee
remarked that this was a sarcastic comment, but it should not be overlooked as
a different person echoed it.
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"There were certain ideas that supervisors should be trained.”
(C111 2002)

Category G: Course Assessment

This category, ‘Course Assessment’ is divided into three sub-categories: Clinical
Assessment, Theory Assessment and Final Comprehensive Examination. This
latter sub-category is sub-divided into three themes: a) written, b) dissertation,
and ¢) the practical/viva. Each of these themes is further subdivided into sub-

themes.

Sub-Category 1. Final Comprehensive Examination:

"Revamp the examination process in such a way that it is
more student- friendly” (E57 2002)

"Everyone said that were not happy with the actual
assessment, the type of examinations were having, the
amount, the fact that we are stressed throughout the fourth
year” (D92 2002)

These quotes show that neither the I.H.C. staff nor the students are happy with
the Final Comprehensive Examinations. The following themes are either
suggestions put forward by the interviewees, on ways to improve the F.C.E. or

criticism of the present process.

Theme 1a. Written
Sub-theme i, Stagger Final Exams throughout course:

"First two years would be lectures orientated on the theory
aspect of this course, then you'd have a final; and you'd have
one year to practise the physiotherapy skills and another final
(vear and examination), a tier.” (D88 2002)

This is an interesting proposal, coming from a current student, as it is similar to

the system that was used in the past. During the 1970s, when the course in

Malta followed the curriculum of the Chartered Society of Physiotherapy, a ‘Part

I’ examination consisting of ‘Theory and Practice of Physiotherapy’ was held at
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the end of the first year. This was followed by the ‘Part II' examination, which
was held at the end of the three-year course. This method of assessment was
discontinued when the course was amalgamated into the University and the
credit-system was introduced.

Sub-theme ii, Causes stress:

"I am expected to know everything... like you cant keep, you
know, up to it, at a point in time it stresses you out totally, it’s
a burn out.” , (A50 2002)

This quote expresses the general feeling of most interviewees. Stress at this
stage of the course is inevitable and tends to decrease the students’
performance. The new curriculum will keep this sub-theme in mind when
proposing changes to the method of the F.C.E.

Sub-theme ijii. Everything all over again:

"Once youve accumulated those credits... why should I be
examined again for a credit I have passed? And the final
exam is really examining 85 credits in six hours?’ (E63 2002)

In a non-credit system, it is normal to have final examinations to test the
students’ knowledge of everything covered throughout the course. The U.0.M.
operates on a credit system yet students have to pass all 85 theoretical and 65
clinical credits, as well as write their dissertation in order to be eligible to sit
their final comprehensive examinations. This is a case of over-assessment as
most other universities opt for either a credit-system or a final comprehensive

examination system and not the two.

Sub-theme iv. More student-friendly: This sub-theme is an alternative
to the sub-theme ‘Causes Stress’. Presently, we cannot do away with the final
exams due to University regulations. The next best option is to change the
format of the examinations and make them more student-friendly. The
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following quote is by a member of staff who also, sees the need to alter these

examinations.

"Revamp the examination process in such a way that it is
more student-friendly.” (E57 2002)

Sub-theme v. The Injustice of Examinations: This is true of any
examination system. There will always be people who feel that they could have
done better for whatever reason. What is unjust is that a student, who is
consistently good throughout the course, fails the final examinations. The
following quote clearly describes this.

"I find it very difficult to understand why a student who has
done well throughout the four years, ends up having to repeat
a year... just because they fail on the day, could be nerves,
could be jitters...” (E61 2002)

Theme 1b. Dissertation:
Sub-theme i. To commence earlier:

"The thesis should be started earlier in the course, in the
beginning of the third year not at the end of the third year.”
(C201 2002)

This is a valid comment that makes a lot of sense, and one that can be
implemented immediately. Students should be given the opportunity to start
collecting data in the third year and write their dissertation in the fourth. This
would help reduce the stress about which final year students complain.

Sub-theme ii. Specialisation:

"My opinion is that the thesis should be related to any
specialised area.” (C201 2002)

Specialisation can commence during the course. The above interviewee
suggests that the dissertation chosen during their final year be taken as the
platform for their intended area of expertise. However, it is by consensus,
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considered the norm that newly qualified members of staff spend a number of
years gaining experience in different areas prior to specialisation.

Theme 1c. Practical/Viva:
Sub-theme i. More than one patient:

"A number of students stated that the practical exam be
divided into a number of case scenarios not a single scenario.”
(C213 2002)

The present examination system, with which neither the staff nor students are
happy, is a nightmare to organise. To increase the number of patients, for the
practical component of the F.C.E. would involve too much disruption to the
physiotherapy department. The new curriculum proposes that the
practical/viva examination be carried out in two stages during the final year.

Sub-theme ii. Will not be a failing examination:

"The placements you did before... if you pass from them and
you'd fail from the final, they would compensate for one
another.” (D106 2002)

This is actually quite a fair comment. The 35 clinical credits, carried out
throughout the course are a better indicator of the student’s performance
rather than the one-off practical final examination. Unfortunately, regulations
state that this is a failing examination and this suggestion cannot be acceded
to.

Sub-theme iii. The Injustice of the Practical Examination:

"Everyone agreed that the practical exam is very unfair since
all four years are based on one and a half hours.”
(C161 2002)

"It pot Juck.” (E61 2002)
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The issue that the practical/viva examination is unfair is not disputed. These
quotes show how strongly people feel about this topic. This help to emphasize
the research question that an urgent need to change the physiotherapy

curriculum is required as soon as possible.

Sub-theme iv.  Adjusting treatment and reasoning according to the

examiner:

"If I had lecturer A in the exam, I have to do this type, a specific
approach which he or she taught me, and if I had lecturer B, I
had to use another approach.” (D162 2002)

Even though the students have been advised repeatedly they still continue to
be afraid of being penalised should they not use the same treatment or
approach, as the one preferred by their examiner. This sub-theme was brought

up in different interviews hence it was considered necessary to be included.

Sub-theme v. Time Consuming: This sub-theme about the practical
component of the F.C.E. was mentioned by a member of staff whose charge it
is to organize the smooth running of this part of the F.C.E. It was proposed
that the time spent in the organisation and the actual carrying out of the
examinations could be put to better use.

Sub-Category 2. Clinical Assessment:

Themei. Appeasing the supervisor:

"They're not ready to accept that we were taught the same
things in a different way. So then you try to do it the way
your supervisor does it, but at the same time you know that
you're supposed to do it in a different way. So that youll get
a good mark in your assessment.” (D84 2002)

This situation is similar to sub-theme iv (Adjusting treatment and reasoning
according to the examiner) but refers to the ongoing clinical assessments that
the students carry out during the course. It can be destructive as it wears
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down and destroys the students’ initiative. Some clinicians are set in their ways
and are resistant to change.

Theme ii. Standardised assessment sheet:

"We should have a standard sheet, I mean, where you have,

for example, the things you're going to be assessed on... like

the one we had for our finals... but for every single credit.”
(D111 2002)

The concept that a standardised assessment sheet be used for all clinical credits
is a valid suggestion. As these clinical tests cover a variety of conditions,
ranging from paediatrics to spinal injuries, it is impossible to have one
standardised assessment sheet. The reason behind this suggestion is also
good, in that the students can use it as a reference to review their skills and

improve on them, or as a tool for their revision.

Theme iii. Too much emphasis on tests rather than on the learning

process:

"The credit system has eaten up the student to the extent
that he is just geared up to pass that credit... ©  (E52 2002)

This theme and quote can be used to describe the philosophy of the whole
course and assessment process of the old curriculum. The fact that the old
course consisted of 85 theoretical and 65 clinical assessments meant that
students were concentrating on passing these credit tests. This promoted
superficial learning, reducing the students’ ability to reason and took the
pleasure out of learning. Furthermore, the students had to sit final
examinations. This F.C.E. only tests a small part of their knowledge, and
undervalues all the reasoning and problem-solving skills that the students had
acquired throughout the course and which are deemed necessary for them to
become good clinical, effective physiotherapists.
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Theme iv. Clinical assessment marks ought to contribute to the Final

Comprehensive Examination:

"The practical placements, at least should form a small part of
the total percentage of the final mark.” (C243 2002)

This was discussed earlier in ‘The clinical assessment theme’ within the
Category ‘Clinical Practice’. The clinical assessments contribute to the final
classification of a student but do not contribute to their Final Comprehensive
Examination results. The conclusion drawn from this theme is to alter the
course in such a manner that the continuous assessment contributes to the

final practical examination.

Sub-Category 3. Theoretical Assessment:
Theme i. Final examinations after particular subjects:

"We should have a final of anatomy and physiology...
somebody said we should have a final on electrotherapy...”
(D100-102 2002)

What is being suggested in this theme is that final examinations be held at the
end of each subject. This quote can also describe the old Chartered Society of
Physiotherapy examinations that were held in the 1970s.

Theme ii. More than one method of assessment per study-unit:

"Maybe you do a case study, you do a presentation on it
you'd involve the practical part of it... it would be entertaining
and even the motivation to prepare it, I mean it would be
really nice.” (D210 2002)

Presently, most course work is assessed either, by means of unseen written test
papers or by assignments. This is very demanding on the students and their
lecturers. There is no guarantee that the actual written test is the best means
of assessing students’ knowledge. Hence, what is being proposed is that all
modules also be assessed by different methods, including verbal and group

work.
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Theme iii. Seen papers:

"I think a big step forward would be seen papers, definitely...
seen papers are the only way to get them to read the detail.”

(A58 2002)

Two different interviewees expressed this theme during their interviews. This
suggestion may help students learn a topic in detail and allow them to express
this knowledge more fully when compared to unseen written papers. This

method does away with cramming but runs the risk of having certain students
who would only study these topics.

Theme iv. Assessing modules and not study-units:

"Grouping the sequence of subjects into one whole module...
assessed with that attitude... rather than going very
segmental into using the medical model.” (E15 2002)

The suggestion being put forward is that individual related study-units ought to
be amalgamated into modules and assessed as such. The advantages of
moving away from the medical model, both in the way it is taught and
assessed, have been looked into in detail.

Theme v. Over-assessment of students:

"There’s an obvious consensus between us that we over
assess the students.” (E53 2002)

This theme has been discussed 'ad nauseam' and the supporting quote by an
I.H.C. lecturer emphasizes the need for urgent change.

Category H: Learning

Three themes form this category: '‘By Discussion’, ‘By Observation’ and ‘By
Means of Power Point Presentations’. 'Problem-based learning' is not included
in this Category as it is listed as a separate category.
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Figure 6.10 Diagram of the Research Methods used for this study (Cycle IH)

Research Aims
To research the opinions and
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Themei. By discussion:
These two themes are discussed together.

"I think that when you discuss, discussion, I think, this is the
best type of learning’,

Theme ii. By observation:

“When you're observing... it’s really good, so observe, discuss
maybe debate.” (D180 2002)

Students easily recognize an interesting a lecture and a lecturer ought to know
how to motivate students. The introduction of more interactive teaching is
proposed. In the above two quotes, the interviewees are proposing learning by
different methods, apart from the traditional lecture. A form of self-directed
learning, together with more active student participation by discussion and

observation, is put forward.

Theme iii. By Means of Power Point Presentations:

"I couldnt stick power point, it was too boring for me ... I
liked acetates.” (D180-182 2002)

This quote shows that some students still find modern technology boring and
uninteresting. It re-enforces the two themes above that through interactive
lecturing a student appreciates learning more.

6.4.9 Implications at the end of Cycle 1

For over twenty years, at least since I was a student teacher in 1982, three
outstanding issues have required illumination and justification: why
physiotherapy is taught in the manner it is; the content of the syllabus; and
refusal of qualification based on failure in a one-off final written examination.
In this first set of interviews, all the immediate stakeholders confirmed the
shortcomings in the existing physiotherapy course as taught at the I.H.C. and
that a radical change to the curriculum was required.
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Another important factor, following the first cycle of this study, was the
willingness and the cooperation of the staff that helped in the research and
formulation of a new physiotherapy curriculum. This acted as a springboard to
enter the second cycle, whereby all the suggestions, put forward by the
stakeholders who contributed to the first cycle, were incorporated to design a
new curriculum suitable to meet all local, medical and academic needs.
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Figure 6.11 Diagram of the Research Methods used for this study (Cycle I1A)
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6.5 CycleIl

6.5.1 Research Aims

The primary aim, at this stage of the study, was to formulate a new
Physiotherapy Curriculum. In order for this to be realised, a study into the
medical conditions and the physiotherapeutic referrals that are prevalent to the
Maltese Islands, was necessary.

Secondary, to this first aim, was the necessity to research (i) new methods of
student learning, (ii) new methods of course delivery and finally, (iii) a more

realistic and appropriate method of course assessment.

6.5.2 Research Methods

Documentary Research

This study included an element of documentary research. Documentation
provided a valuable source of data for this research and involved the gathering
and analysis of: both personal and impersonal documentation, curricula of
various institutions from other countries and an epidemiological study of the
commonest conditions, referred by the medical profession, to the Physiotherapy
Department over a six-month period.

Group Discussion

A Staff Curriculum Development Committee was established in February 2002
whereby the content of the curriculum was discussed, leading to its
modification. The sessions held by this Committee included the lecturers and
the clinical staff of the speciality or topic being discussed. The Saxion
Hogeschool Enschede in The Netherlands, an institute that teaches
physiotherapy by means of problem-based learning was visited in order to
become more familiar with this method of teaching. A number of meetings with
the academic staff were held and a decision was taken to introduce this method
of teaching in the academic year 2003/4.
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Figure 6.12 Diagram of the Research Methods used for this study (Cycle IIB)
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6.5.3 Research Instrument
In accordance to Adler and Adler (1987), the researcher in qualitative research
is understood to be the person carrying out the research.

6.5.4 Research Tools

Note Taking

In an attempt to allow open discussion between staff, it was decided not to use
a tape recorder. All meetings were minuted and personal notes were taken by
- the researcher to substantiate the qualitative research being carried out. This
procedure was adopted for the meetings held between the author, lecturer and
clinical staff concerned. (Appendix 13)

6.5.5 Population Description

Sampling of the Research Population

The group discussions involved all the academic members of staff who are
directly related to the teaching of physiotherapy. The sampling strategy
involved was again that of ‘purposeful sampling’. With respec’t to the meetings
carried out with the lecturer and the clinical staff involved, ‘typical case
purposeful sampling’ was the chosen method.

Inclusion criteria
e All full-time and part-time academic members of staff, but not the
occasional lecturers
e All clinical physiotherapists who were in charge of the specific
specialisation units

6.5.6 Location for the Group Discussion

The group discussions were initially held in the Board Room at the Institute of
Health Care, as this air-conditioned environment was comfortable for the five
attendees.
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Figure 6.13 Diagram of the Research Methods used for this study (Cycle IIC)
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The meetings with the lecturer and the clinical staff were held in the
Physiotherapy office at the Institute of Health Care. This was chosen purposely
in order to create a friendly, less formal environment.

6.5.7 Data Collection and Analysis

During this stage of the study, the old physiotherapy curriculum in Malta was
researched in depth. The researcher was in a better position to comment about
the historical physiotherapy curriculum adopted by the I.H.C. after being given
access to all the files pertaining to the physiotherapy courses held at the
Department of Health (D.H.) by the Director General. These included copies of
the 1976 Course Programme, Rules and Regulations and all the correspondence
between the World Health Organisation (W.H.O.) and the D.H. Establishing the
authenticity of documentary research is usually another major issue but in this
case, this was relatively straightforward and taken as ‘dogma’, due to the

primary source from where these were obtained.

Examples of:

e Personal Documentation in this historical research included numerous
formal letters between the W.H.O. and the D.H., as well as the
Physiotherapy tutor in 1974/75 and the D.H.

o Impersonal Documentation - In accordance to Gribch (1999) impersonal
documentation included the examination of public records, government

gazettes and D.H. files, specific to the education of physiotherapy.

This documentary research also included the obtaining and examination of a
number of physiotherapy course curricula, from countries with established
physiotherapy education. These included the course curricula from the
following institutions:
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Country Name of Institution

America James Madison University
Howard University

Australia Griffith University
Denmark Skodsborg Fysioterapiskole
England Sheffield Hallam University
Keele University
Finland Arcada Polytechnic
Holland Saxion Hogeschool Enschede
Hong Kong Hong Kong Polytechnic University
India Rajiv Gandhi University of Health Sciences
Ireland University College Dublin
Italy Universita’ di Verona
Scotland Queen Margaret University College
Spain Universidad Cattolica di San Antonio di Murcia
Sweden Uppsala University

The second cycle of this research study involved the modification of the content
of the curriculum. The content of the course was investigated by méané'of an
epidemiological study of the medical conditions and physiotherapy referrals to
all state physiotherapy departments in Malta. This was carried out in order to
investigate the actual common conditions that a physiotherapist, in Malta,
would come across whilst working in a state general hospital. These data were
collected in the following manner:

e All referrals to the Outpatients Physiotherapy Department over a six-
month period were classified according to the condition or the
anatomical structures involved, for example: Osteo-Arthrosis of the Hip
and not as a case of Osteo-Arthrosis. ,

e This procedure was repeated for the Medical wards, (including the
Neurological wards),

e Orthopaedic wards and

e Paediatric wards (including Special Care Baby Unit).
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Figure 6.14 Diagram of the Research Methods used for this study (Cycle IID)
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e A similar study was also carried out at Sir Paul Boffa Hospital that
included Oncology and Dermatology.

e In the case of the Surgical wards, (including the Burns Unit, Intensive
Care Unit, Cardio-Thoracic Unit, and Obstetrics and Gynaecology), the
same method of collecting data was not possible, as the records, kept by
physiotherapists working on these wards only showed the number of
patients treated in separate units and were not categorized by condition
referred. Hence, there were 462 referrals to the surgical wards, which
included the specified surgical techniques carried out, but it is impossible
to say, how many of these were thyroidectomies?

The data collected were used to confirm that the content of what is being
taught in the local Physiotherapy Curriculum is pertinent to the needs of a
physiotherapist studying and working on the island. Senior clinical members of
staff in charge of these specific units received and discussed this information
with the academic member of staff teaching the subject. The intention being
that individual lecturers could focus their teaching commitment according to thé
data obtained and not on what intuition, personal interest or previous curricula
stated. These data were finally presented to the Physiotherapy Board of Studies
and to the Manager Physiotherapy Services. (Appendix 14)

6.5.8 Implications at the end of this Cycle

Following a number of discussions and meetings, a new ‘ideal curriculum’ was
formulated. This included changes to: a) the course content. For example a
‘shift of emphasis in orthopaedic surgery from ‘total hip replacements’ to ‘total
knee replacements’ as the rate of referral of the former to the latter was 1:3.
Another example in the neurological component of the course was the
emphasis on Cerebro-Vascular Accidents to Multiple Sclerosis as over the six-
month research period there were 462 stroke-referrals and none for M.S. b)
The initiation of change in the teaching method from lecturing to a more self-
directed, problem-based learning approach. All study-units directly related to

physiotherapy and taught by I.H.C. staff changed from the use of the traditional
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lecture method to a P.B.L. approach including more open discussion and
student involvement. The staff was also encouraged to introduce practical skill
components into what were purely theoretical subjects; and c) a radical change
to the mode of assessment. Following this cycle of the research, it was decided
to phase out the Final Comprehensive Examinations, to amalgamate study-units
into modules and carry out modular testing and to reduce the number of clinical
placement assessments. This ended the second cycle and acted as the catalyst
for the next stage of the research, whereby this new curriculum was to be
discussed with the final stakeholders, the students and newly qualified staff to
investigate their views regarding the proposed changes to the Physiotherapy
Curriculum. (Appendix 8)
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Figure 6.15 Diagram of the Research Methods used for this study (Cycle IIIA)
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6.6 Cycle III

6.6.1 Research Aims

The primary aim of this third cycle of the research study was to investigate the
opinions and views of the primary stakeholders concerning the new ‘ideal’
Physiotherapy Curriculum.

The secondary aim was to interview other divisional coordinators at the I.H.C.
to investigate whether their divisions were encountering problems with their

curriculum of study similar to those of the physiotherapy division.

6.6.2 Research Method

Interview

The semi-structured interview is one of the most frequently used qualitative
methods. The aim is to capture as much of the subject's views on a particular
topic as possible. The interviewer commences with a set number of questions.
Following the answers given by the interviewee, further new unprepared
questions are posed to delve further into the answers given. Consequently,
every interview is different to the other. This cycle consisted of two sets of
interviews: the first set of interviews was targeted at the primary stakeholders
of the Physiotherapy Curriculum, and the second at two Divisional co-ordinators
at the I.H.C.

Interview Design: Pilot Interview I — Divisional Co-ordinators

Each interview schedule was piloted twice, once in the English language and
the second time in Maltese. The initial interview was tested on a secretary, to
confirm whether the questions were understood, from a grammatical point of
view. This was followed by two further pilot studies with another co-ordinator.
This same person was chosen to pilot the questions both in Maltese and in
English, in order to confirm whether the translation had altered the underlying
sense of the questions.
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'Figure 6.16 Diagram of the Research Methods used for this study (Cycle IIIB)
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Pilot Interview II — Curriculum Primary Stakeholders

This interview, again, was first piloted on my secretary and followed by two
further pilot interviews on two final year students. Each interview question was
first asked in English and immediately translated into Maltese. Each time, the
respondent was asked whether the meaning of the two questions was the

same.

Both of these pilot interviews were held in the Boardroom at the I.H.C., the
same environment where the actual interviews took place. (Appendix 15)

6.6.3 Location of the Interviews
These interviews were held in the Boardroom of the I.H.C., due to two main
reasons:

1. Convenience as the LH.C. is situated within the grounds of St. Luke’s
hospital, hence within walking distance for the students on clinical
placement and the clinical staff.

2. The Boardroom is air-conditioned, a necessity as the interviews were

held in summer.

6.6.4 Research Instruments
e Self
e Interview schedule

Interview Schedule

Focus interview — Cycle III — Divisional co-ordinators

Topic: Background of their course

Question: Can you relate the history of................. education in Malta to me?

Topic: Two tiered education: Diploma or Degree

Question: Can you talk to me about the differences that exist between the

Diploma and Degree courses?
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Topic: Strong characteristics of course
Question: Can you identify the stronger, more positive aspects of your
course?

Topic: Course administration
Question: Are there any changes in the administration of your course that
you would like to see?

Topic: Course curriculum

Question: Can you tell me what the origin of your course curriculum is, or
from where it originated?

Question: To what extent, in your opinion, is your curriculum targeted
towards the local medical needs?

Question: Is your curriculum based on the medical model of education?

Topic: Teaching

Question: Can you comment on the way teaching takes place in your course?
Question: Do the students provide feedback about the course?

Question: Do you have any comments to make on the way the course
content is delivered to the students?

Topic: Common core lectures
Question: In general, can you give me your views on the common core
system of lectures?

Topic: Course assessment
Question: Are you happy with the way your students are assessed during the

course of their studies?
Focus interview — Cycle III — Primary stakeholders

Topic: Introduction
Question: Why did you choose to study physiotherapy?
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Question: Looking back over these last four years, what is your overall view
of the course you have just completed?

Topic: Personal view of the Course
Question: In your opinion, what were the best points of the course?
Question: What do you think were the worst points of the course?

Topic: Physiotherapy skills
Question: Do you feel that the course gave you the skills necessary to
practise your profession?

Topic: Clinical experience

Question: Can you comment on the clinical experience, that you undertook, in
this course?

Question: Can you give me your views on the suggestion that a full year of
clinical practice be introduced into the new physiotherapy course, as opposed
to it being intermingled with the theoretical components of the course?

Topic: Teaching style
Question: Can you comment on the teaching method used in the theoretical

component of your course?

Topic: Course assessment

Question: Can you comment on the way the course was assessed —
continuous assessment, clinical module testing and the Final Comprehensive
Examination?

Topic: Suggestions
Question: How can the course be improved? Can you suggest any

improvements to the course?

Topic: New curriculum
Question: Can you comment on this new course programme?

161



Figure 6.17 Diagram of the Research Methods used for this study (Cycle IIIC)
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Question: Having reviewed the new curriculum, are there any suggestions
you can make?

Question: If I were to tell you that students, in the future, would not have to
sit any Final Comprehensive Examinations, can you tell me what your
comments would be and why?

Question: Finally, imagine this hypothetical situation: if you were just about
~ to start the physiotherapy course and were given a choice between the two
curricula, which one would you choose and why?

6.6.5 Research Tools
e A Sanyo Compact Cassette Recorder with a dedicated transcriber was
used for all the interviews held during this cycle.
e Field notes: During all the interviews, written notes were taken regarding
the interviewee’s attitude, any non-verbal communication and any other
issues that were considered important.

6.6.6 Population Description

Sampling of the Research Population

This third cycle commenced with interviewing two other Divisional Co-
ordinators, to investigate whether they were facing the same problems with
their curricula as those being encountered with the physiotherapy curriculum
and in that case, how they had tackled them. The I.H.C. consists of eleven
divisions and the two co-ordinators interviewed were chosen randomly. Due to
their position and wealth of knowledge, they were considered ‘information rich'.
Patton (1990) described this type of sampling as being ‘Intensity sampling’.

The third stage of this study involved the discussion of the new revised

curriculum with the immediate stakeholders, to investigate their opinions

regarding the proposed changes.
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Figure 6.18 Diagram of the Research Methods used for this study (Cycle IIID)
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These included:
e One junior clinical member of staff (Random typical case sampling)
chosen from amongst the 42 staff employed by the State Services, less
the interviewee who participated in Cycle I.
e Two final year students out of the 21 eligible students. They were all
chosen randomly, and according to Patton (1990) are described as

‘Typical case sampling’.

Inclusion criteria
e All final year students were eligible to participate in the study, except the
four students who participated in the piloting of the interview, and the
student who was interviewed in the first cycle.
e All 42 junior clinical members of staff except the one interviewed during
the first cycle of the study.
e All 11 Divisional Co-ordinators except the one involved in the piloting of

this interview.

6.6.7 Data Collection

This third cycle of the research involved interviewing two Divisional Co-
ordinators to investigate whether the problems the.physiotherapy division were
having with the curriculum were common to other divisions. The Occupational
Therapy and Radiography co-ordinators were interviewed in August 2002. A
further three, with two final year students and a newly qualified member of
staff, followed these interviews. The purpose of the interviews was to
investigate their views on the old curriculum, and to ask their opinions
regarding the proposed changes in the new curriculum.

6.6.8 Data Analysis

The transcription of the interviews was carried out as soon as possible. The
main categories were listed and classified under Key Points. A number of
themes relating to each category was identified and a note was made as to
whether this was an original concept or not. The key quotes from the
interviews were identified and a code was given, whereby the respondent and
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the paragraph from the transcription could be identified. Another section of the
‘Data Analysis’ was entitled ‘Reflections on the interview’. In this section, any
observations, non-verbal communication or any other situation that was
considered important but could not be recorded on the cassette player, were
included. The final section was entitled ‘Implications of the interview’
(Appendix 16).

Interview Summary

Interviewee: Name/Code
Post held

Key Points/Categories:
1.
2.
3.

Category 1

Themes Already Noted New

Key Quotes

Quote Associated theme/code

Reflections on interview

Implications
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Figure 6.19 Diagram of the Research Methods used for this study (Cycle IIIE)
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6.6.9 Findings and Comments

e Divisional Co-ordinators (Appendix 16)

Two co-ordinators chosen from amongst the different divisions of the I.H.C.
were interviewed during the month of August 2002. The style and analysis of
the interviews was similar to that used previously, and the same care was taken
in the questioning style and techniques used. The purpose of these interviews
was to ascertain whether the problems of the Physiotherapy Division,
concerning the curriculum, were similar to those of other divisions within the
I.H.C. The first co-ordinator interviewed on 7" August 2002 was the
Radiography Course Co-ordinator, followed by the Occupational Therapy Course
Co-ordinator, on the 27" of the same month.

Findings
Six categories were identified, each of which will be discussed separately.

Category 1: Course Content
This category consists of seven themes.

Theme 1. Lecturers not familiar with our professions; poor
perception of LH.C, students by teaching staff at main campus: This
new theme identified in these interviews was that lecturers, delivering the
common core subjects, should familiarise themselves better with students from
the allied-professions. Lecturers, on the main campus, would then be in a
better position to target their lectures towards the student population present
and deliver the lecture to the required standard.

The view that I.H.C. students are poor achievers arose from the lower entry
requirements necessary for entry to some of the courses offered at the I.H.C.

"I think once you tell them these are LH.C. students, or to go
to a unit on campus, they put everybody in the same
basket...” (H85 2002)

168



"The first students going to University were nursing students,
so they consider everybody to be a nurse...” (H85 2002)

Theme 2. Common Core Subjects: Two very valid sub-themes arise from
Theme 1:

1) Common core subjects ought to be taught by people within the same
profession, which in reality would mean an end to the common core subject
system

2) When the I.H.C. moves to the new site, which will incorporate all the
professions relating to and including the medical course, medical students
should attend lectures alongside I.H.C. students.

"I think the next step would be to accept them. That, you
know, our students should be also sitting next to first or
second year medical students, because after all, it’s the same
anatomy, and you know, if we are after stanadards, there
shouldnt be a distinction and these people should have,
should be able to communicate with their counterparts,
medical counterparts, to discuss a problem.” (H85 2002)

Theme 3. Re-evaluation of their curricula: This theme is related to the
following theme to be discussed. One of the respondents suggested that their
course re-evaluate its curriculum. This is the reason for this research and is
having a knock on effect on co-ordinators of other courses. The Occupational
Therapy course is only one year old but the course co-ordinator is already
suggesting that it may be time to re-evaluate it.

"Maybe we could re-evaluate its content, maybe we put too
much pressure on theoretical, taught outside of the
profession, like Medicine, Pathology, etc we could maybe do
away with those, and integrate that knowledge with the
teaching of occupational therapy.” (F23 2002)

Theme 4. Multidisciplinary Team Concept: This theme relates to one of
the courses changing its ethos: from being a course for a specific profession to
one, that identifies itself with a multi-disciplinary rehabilitation team approach.
This culture, of being part of a team, is something that all the professions
support, but very few take on board. Even though this concept relates to the
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Category ‘Course Content’, it is not one that is easily identified but is one of the

underlying philosophies within the hidden curriculum.

Theme 5. Behavioural Sciences: Following the amalgamation of the
allied health professional courses to the University, a substantial amount of
lectures on behavioural sciences was introduced yet over the years the number
of lecturing hours has decreased. This came about as the courses matured

and more specific professional study-units were introduced into the curricula.

Theme 6. Specialized Staff: The Radiography Division, similar to the
physiotherapy course, has overcome the problem of teaching specialised
professional subjects by employing the necessary staff, or by encouraging staff,
within the division to specialise in different areas. Gone are the days when one
member of staff was capable of teaching the entire syllabus. Our professions
have become so vast and specialised, that an investment in qualified human
resources is necessary. The Occupational Therapy Division seems to be
experiencing slightly different problems in that they have the academic staff,
but not enough of them are specialised and able to lecture, hence they have to

import the expertise from universities overseas.

"The main limitation, I feel is a lack of a proper workforce
within the division, which will cater for the different
requirements, at all the different levels — theoretical, practical,
creative,  psychosocial,  and  physical  dysfunction
rehabilitation.” (F23 2002)

Theme 7: Study-units
Both respondents complained that their curriculum consists of a number of
study-units, sometimes not related to each other. This theme is similar to the

one the physiotherapy division experienced.

"I suppose, like Physiotherapy, your case is actually based on
the Medical model. In other words, you teach components,
de-compartmentalised.

Yes, definitely, we're still plagued with that approach
unfortunately.

Why did you use the word "plagued”?
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It is something, which has been inculcated into our way of
thinking, probably.

And can you see a solution out of this way of thinking?

I don’t know if we can, I don‘t know, at present, not a lot, no!
It’s difficult; it’s difficult to see a way out...”  (F46-51 2002)

"Wo, because it’s very compartmental, its very much placed
into different compartments... About the credit tests, it is only
when they come in the final examination where they are
asked to bring together all the different components.”
(H93-95 2002)

Category 2: Course Assessment

Theme i. Over Assessment: Co-ordinators of other divisions commented
upon this theme, previously identified by all interviewees. All curricula consist
of too many individual study-units, which, due to the present rules and
regulations of the University, have to be individually assessed in some form or

another. This results in all the courses being over assessed.

"But I think thats the not the medical model, over-
assessment, it'’s the Maltese model.” (F113 2002)

"I think em, when we compare ourselves to some divisions,
em, they have a lot, when we see, with four exam papers.
Em, maybe we should be looking at restructuring the papers
and reducing the amount of papers to a more realistic
number.” (H111 2002)

Theme ii. Means of Assessment: Whereas the physiotherapy division has
moved away from traditional lectures and assessment, some divisional co-
ordinators find change difficult to deal with and are reluctant to accept any.

"Most of them are assessed individually I would say.
Individually, but sometimes, again, when one of the lecturers,
sort of, may introduce this new-fangled, some new-fangled
approach to his teaching, you may get instances of combined
individual and group assessment, within the same course,
which I feel dilutes the specificity.” (F89 2002)
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Category 3: Delivery of Course
This same interviewee was also sceptical to any innovative manner of teaching.

"I am a bit wary of new-fangled approaches to teaching. I
am a bit wary about that, I have to confess. I mean I may be
a bit conservative. I believe that you should provide, you
should interest the student, you should provide all the
knowledge available.” (F73 2002)

This study is targeting this conservative, traditional approach. One of its aims
is to introduce a change to the method of teaching. The Physiotherapy Division
has put the onus of learning onto the student. Self-directed learning means
that the lecturer is now the facilitator and not the source of all knowledge. Yet,
change is always difficult to bring about. This study intends to challenge the
traditional means of teaching at the I.H.C. and introduce them to the other

divisions.

Category 4: Qualities of Undergraduate Students
Some divisions within the I.H.C. concurrently run a Diploma and a Degree »
programme. This category relates to the difference between diplofr_na and
degree students. The following are a list of comments expressed by both co-
ordinators to describe their undergraduate students: question more, more
assertive, more receptive to patients’ needs, capable of working on their own,
good communication skills, motivation to complete the course, capable of
carrying out research, and possessing the concept of life-long learning. Not all
these positive qualities were mentioned when the same interviewees spoke
about their diploma students.

Category 5: High Rate of Failure amongst Diploma Students

One of the possible causes expressed by both co-ordinators regarding this high
failure rate is the low entry requirements necessary for a Diploma course. The
academic calibre of these students is not adequate to follow such courses
positively. The physiotherapy division experienced the same complications until
1992 when the last diploma course was held.
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Category 6: Curriculum Development

This final category was important as it gave an indication how each division
obtained its curriculum. In the case of Occupational Therapy, the first Maltese
occupational therapist qualified in 1974 from the London School of Occupational
Therapy. He later became the course coordinator and adopted the same
curriculum as that which he undertook in London. This remained the core
curriculum until 1986 when another of the first occupational therapists returned
from the United States, having followed a Hubert Humphrey Fellowship in
Occupational Therapy. Changes to the curriculum, introducing the American
system along side the original English core curriculum, were made. In the late
90s, the decision to upgrade the diploma course to a degree course at the
I.H.C. was taken and the expertise to develop this curriculum was imported
through Professor Anne McRae from the United States.

The present Radiography course, on the other hand, developed its curriculum
mainly along the British system. It is a potpourri of curricula from different
English universities, European guidelines, and the recommendations of the
International Society of Radiographers. Of late, one of the external examiners
to the course, who also sat on the Radiography Board of the Couhcil for
Professions Supplementary to Medicine in the U.K., helped develop the
curriculum even further, ensuring that applicants from the course held in Malta
would not have any problems when applying for state registration in the U.K.
(F33-35)

Summary

To conclude, the two co-ordinators representing other divisions at the I.H.C.
have identified similar problems with their curricula as previously experienced
by the Physiotherapy course. Both divisions, again similar to the Physiotherapy
course, have obtained their respective curricula from institutions overseas: the
Radiography Division from the U.K., while the Occupational Therapy Division
has leant towards the American system. The co-ordinators have expressed a
desire to amend their curricula to satisfy local academic and medical needs in
the same manner as those undertaken by the Physiotherapy Division.
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e Primary Stakeholders — Physiotherapy Curriculum
The next set of interviews was carried out on two final year students, who had
just sat their Final Comprehensive Examinationé, and one junior member of
staff. The common link is that they all qualified from the I.H.C. and have all
followed the same curriculum of studies. This is why the results and discussion
of the data collected are grouped together. |

Category 1: Course Content
Theme 1. Content very often inapplicable to the Physiotherapy
course:

"..Common core subjects, they werent very much targeted to
our needs, because we were with other courses, of various
areas, and it was just a broad thing, very open, which most of
the time wasn't applicable to us.” (G34 2002)

This quote covers the themes: too generic, too broad, not done in enough
detail, unrelated to course and inapplicable. Common core subjects taught to
students from different divisions are generic and students are pointing this out.
Solutions to this problem are: 1) either totally abandon the common core
system of lectures, or 2) at the end of the common core lecture programme, a
lecturing physiotherapist gives a summarised tutorial linking this knowledge to
physiotherapy.

Theme 2. Too many students attending lectures:

"How many students are you talking about? A population!

For Psychology, Introduction to Psychology, we were about a
100, or something like that, you know, a big lecture theatre,
with a lot of students...” (377-78 2002)

This was a common theme amongst all the interviewees. The physiotherapy
course only accepts 15 students due to the number clause. As a result, as soon
as there are more than twenty people attending a lecture, they feel threatened.
There is no opportunity for discussion. The theme that common core lectures
are didactic in nature is often raised in the interviews, and the fact that little or
no discussion takes place appears to be a major fault of this lecture system as
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perceived by the students. The students found this experience negative, but at
the same time, saw its positive side, as this was a good way to exchange ideas
and experiences with students from different divisions or faculties.

Theme 3. Lecturers unfamiliar with students and their profession:
This theme, in different forms, has often been raised in interviews. The
respondents have informed us that some lecturers, delivering these common
core lectures, are sometimes unfamiliar with their students and as a result, are
not aware of the detail some students require. Some lectures are delivered by
members of the medical profession who are unaware of the depth of
knowledge required by Allied Health students, due to preconceived ideas that
the I.H.C. only caters for the professions supplementary to medicine.

"Most of the time, we have to tell the lecturer, 'listen we want
to know this, even in first year we did that, Like mostly in
the later years we did more, because we knew what we
needed, But sometimes they say, 'You dont need to know
that.” (342 2002)

Category 2: Course Assessment _
Theme 1. Final Practical Examination Unfair: This perception dominated
this category. Nearly all the interviews held during the first session included
questions on the Final Practical Examination. All respondents, including the
I.H.C. staff themselves, complained without reserve about the format of these
examinations.

“The practical examination I think is a waste of time, it is very
unfair....” (166 2002)

Most respondents thought that the continuous clinical assessments held
throughout the course should contribute to their Final Practical Examination.
Unfortunately, due to the existing University rules and regulations, this is not
feasible. One is therefore not surprised to read comments describing the Final
Examinations as being stressful for the students and is tarnishing their

university experience.
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“But I still think, that these practical exams are not realistic. I
think the credits obtained on the placements should carry
more weight.” (166 2002)

Theme 2. Staggering Final Examinations: This is a very interesting theme.
A suggestion to hold final examinations either at the end of each year or at the
end of each module is being put forward.

"The fact that there’s credits, and then there’s a final exam, is
something which is not really that much balanced. If you have
done the credits, and you're assessed on them, maybe you
could have had the final exam after each year, instead of after
the four years. Theres a lot of things which I think for
physiotherapy would need to be more tailor-made for physio,
for the physio course, rather than being depending on
University of Malta traditional way of examining.” (3234 2002)

The interesting thing about this proposal is that, in the past, this was how
physiotherapy courses were run. Now twenty years later, we have completed a
circle as the present students are putting forward this recommendation as a
way to improve their course.

Theme 3. Stress and the Dissertation: This theme appeafed in the
categories ‘Course Assessment’ and ‘Course Design’. One of the interviewees
highlights the amount of stress and time required to finalise the dissertation
while at the same time preparing for the Final Examinations. The
recommendation, that the dissertation commences in the third year of the
course and handed in by the end of the first semester of the final year, allowing
students to have the final semester to revise for their finals, was made.

"Dissertations and the Final Examinations ought not to take
place in the Final Year of the course - fourth year. It’s good
that we have more time because we have to do the thesis,
and the finals, that’s another thing which I didnt like. Having
the finals with the thesis, which was a bit too much I think.
You have to concentrate on two big things together.”

(G28 2002)
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Category 3: Course Design

Theme 1. Clinical Modules

Sub-theme i. Lack of co-ordination: The respondents expressed a certain
amount of dissatisfaction regarding the lack of co-ordination between the
theoretical and clinical components of the course.  Due to the restricted
number of clinical placement sites, students often found themselves on
placements where the subject had not yet been covered. Other complaints
were directed towards the irregularity of the length of clinical placements
ranging from three to eight weeks. A suggestion to commence clinical modules
earlier on in the course was put forward.

Sub-theme ii: Difference in Standards of Practice

"What I didnt like as well, was that for example, what we
learn here is not always what is done in practice, there was
that conflict going on always, we learn one thing from here,
then we go up there, and ...” (G8 2002)

This situation was raised before this study commenced and was expressed
again in these interviews. There appears to be an inconsistency between the
standard of practice that is taught at the I.H.C. and that of the clinician on
the ward, causing an element of unease amongst the students.

Sub-theme jii. Quality of Supervision: Criticism was directed at the
clinical supervisors and clinical educators. The latter, having an I.H.C.
appointment, are directly involved with upgrading the students’ clinical skills
to the standards expected by the I.H.C.

"Our tutors were supposed to come and see us three times
each placement. There were some instances where they
came only once. I dont know supervisors who were
supposed to be with you but didnt have the time... And you
end up doing everything on your own. In that manner you
don't learn because how will you know if you are doing the
wrong thing, if nobody tells you? That is something that
really upset me, very often I was left alone, and I wouldnt
know if I was doing the correct thing or not,” (I34 2002)
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This situation is unacceptable and more clinical-educators have been employed
to ensure that students get the quality supervision they are entitled to.

Category 4: Student Perceptions

Both students commented on the lack of motivation they received throughout
the course. They gave a-scenario of an ‘upstairs/downstairs’ situation between
the teaching staff and the students. The lack of respect shown by some
lecturers by arriving late or cancelling lectures without informing the students
reinforced this perception of ‘power’ over them.  This sometimes led to
students feeling unwelcome.

"I don't know... we were often told that we were not going to
pass, that we are not going to do well....Pessimism!”
(110 2002)

Some comments passed by staff gave students the impression that they were
underachievers thereby making them feel under pressure throughout the
course. A suggestion that the course be ‘more relaxed’ was put forward.

Category 5: Teaching and Learning
The comments made by the interviewees regarding this category were positive
and the lecturing staff at the I.H.C. was considered good.

Sub-theme i. Lack of Discussion: This sub-theme and the following one
have much in common. The present teaching method lacks ‘discussion’. This is
particularly evident in the common core lectures and to a certain extent
amongst the IL.H.C. staff too. The following quote refers to lectures delivered
by an overseas guest lecturer, who adopted a different teaching style to the
one to which the students were accustomed.

"It was in a discussion form, and we exchanged knowledge,
and, it was I think the cherry on the cake for us, that subject”
(3285 2002)
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The interviewees put an obvious need for more interaction during lectures
forward. This correlates with the literature regarding modern teaching and
learning methods.

Sub-theme ii. Insufficient Physiotherapeutic Skill Training: All
interviewees commented on the need to increase the amount of practical skill
classes. The comment: ‘the more the better’ given by one of the respondents
is now pertinent. This insufficient training has led to two of the three
interviewees, stating that, at the end of the course, they did not feel confident

enough to treat patients.

"At the end of the course, did you feel confident to go and
treat a patient?

No, no...

No?

Not really.

Why?

I don't believe that I can go and work anywhere, I believe I
still have a lot to learn.” (I39-44 2002)

"But it is something very different when you come to practise
these skills, on patients then when you practise them on your
friends or for a credit test. The fact that I know how to carry
out Mobs on another student does not mean that, I know how
to do it exactly on a patient.” (150 2002)

The proposition for clinical educators to further the students’ practical skills
while on clinical placements is a method whereby this sub-theme can be

improved.

Category 6: New Proposed Curriculum Review
Theme i. Improved Course Design: All respondents commented positively
about the new proposed curriculum. These comments are valid as the
interviewees have recently undertaken the old physiotherapy curriculum and
are now in a good position to compare it to the new.

"This makes a lot more sense than our course....I like the
system of the modules, it seems better organised.”
(3310 2002)
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Theme ii. Course Assessment: All respondents agreed that their courses
were over-assessed. This theme generated the most discussion in all the
interviews. They expressed positive views regarding the removal of the Final
Written Comprehensive Examinations and the new assessment system,
whereby the Practical Examinations are to be held in two sessions.

"I think that being assessed by all study units, what did you
call it? Continuous assessment? Is a much fairer and just way
than ours.” (I83 2002)

Theme iii. Suggested Improvements to the New Proposed
Curriculum: The respondents suggested different ways to improve the new
curriculum. Amongst these were:
1. An increase in applied teaching covering both the common core
and physiotherapy-specific subjects,
2. A greater involvement by the clinical staff in the teaching of
Rehabilitation,
3. The introduction of a study unit on ‘Communication Skills’,
4. Reduction in the amount of stress,
5. Improved clinical education.
These themes put forward in the previous set of interviews together with the
recommendations were taken into consideration when formulating the new
curriculum. (Appendix 18)

Summary

To conclude, the analysis of the two final year students and the junior staff
interviews has resulted in many themes that are similar to the themes and sub-
themes obtained during the first set of interviews. All the suggestions had
been mentioned previously, and all interviewees unanimously approved the new
proposed curriculum. The decision not to interview any further candidates in
this cycle was taken as no new data were being generated but ‘more of the
same’ became evident.
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Figure 6.20 Diagram of the Research Methods used for this study (Cycle IIIF)
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6.6.10 Implications at the end of this Cycle

The most important implication at the end of this cycle was that the primary
stakeholders approved the new curriculum. The second implication was that
having interviewed different divisional course co-ordinators, it was evident that
their courses were facing the same problems as the physiotherapy course, and
a desire to restructure their respective course curricula was expressed. The
fact that both divisions have imported their curricula from either U.K. or the
United States also indicates that these courses have not been adapted to meet
the local medical needs.

The data, obtained from the second set of interviews with the immediate
stakeholders of the physiotherapy curriculum, have shown that their comments
and suggestions regarding their previous experience have been included in the
new curriculum. On examination of this new proposed curriculum, all

respondents gave positive feedback.

"The new curriculum tends to place a burden on the lecturing
staff, but allows for greater student interaction. It is less
didactic and more student-centred. It enhances this sense of
discovery in both the student and the lecturer.” (Agius 2004)

This was the end of the third cycle and paved the way for the following cycles
in order to obtain the views, opinions and approval of the other major
stakeholders who directly influence the undergraduate curriculum. The next
logical step in the progression of this research was to investigate the public’s
opinion regarding the quality of the physiotherapy service on offer.
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Figure 6.21 Diagram of the Research Methods used for this study (Cycle IVA)

/ Research Aims \

¢ To investigate the perceptions
of the Maltese public’s opinion
regarding the Physiotherapy
profession

¢ To investigate the public’s
opinion regarding the
Physiotherapy service being
offered in Malta

¢ To investigate any
shortcomings within the service
that could be improved by an
alteration or inclusion in the

K new ‘ideal curriculum’ /

183



6.7 CyclelV

6.7.1 Research Aims

The primary aim of this fourth cycle was to investigate the perception of the
Maltese public regarding the physiotherapy profession. The secondary aim was
to investigate the public’s opinion regarding the quality of the physiotherapy
service on offer to the Maltese population, and the final aim was to identify any
shortcomings within this service that could be improved by alteration or
inclusion in the new curriculum. In the U.K. service user involvement is being
viewed as one of the key drivers of change within the National Health Service
(Service User Involvement Strategy 2006) and the theory of user involvement
in health education has gathered momentum over the past 20 years (Felton
and Stickley 2004).

Users can be effectively involved in not just aspects relating to their treatment
plans but also in the education of health professionals as well as service
development. The concept of user involvement, in principle, requires
involvement of users as partners in their own care and affecting changes to the
curriculum to meet their preferences. Translation of such idealistic policies and
ambitious ideals into practice is crucial if user involvement is to become a
reality.

The co-operation from the public would contribute to the better handling of the
research implementation, and thus increasing the chances of its success.
However, their co-operation is enhanced if the purpose behind these interviews
and their involvement is explained prior to implementation. The simpler the
process is to understand, the better the results and the quicker its adoption.
Untrained users would not be as productive or motivated, as those who are
trained. Glover et al (1992) states this as the most frequent cause of
implementation failure.

For this study patient user involvement is taken as the active partnership
between users and physiotherapy education, and providers of the service. It
means that service users work with health professionals on an equal basis to
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Figure 6.22 Diagram of the Research Methods used for this study (Cycle IVB)
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collaborate in the decision making process to help design the new
physiotherapy curriculum and improve service of physiotherapy being offered
(Taylor and Le Riche 2006). Users and professionals must be able to recognise
and articulate when they are representing their own personal views or the
views of others and how these fit into the wider context of service delivery.

Involvement produces improved services and benefits to users of the service.
It is associated with a number of advantages as it: Promotes a democratic
process, thus ensuring that what is being offered is what the public actually
want and expect. It empowers service users so facilitating true partnership in
working towards a better quality service, at the same time providing an
effective mechanism to monitor service quality (Strengthening Accountability
Involving Patients and the Public 2003). It helps staff to see their roles from
the service user perspective, and reciprocally allows service users to appreciate
the issues faced by the staff.

To conclude the purpose of involving patients in this research study was to
ensure a collaborative approach for the provision of high quality care and to
build on mutual trust and respect a physiotherapy curriculum that will meet
their expectations. Meaningful user involvement requires time, resources and
the commitment of all staff. The author also realised that patient user
involvement had to be developed incrementally, and that patients have a right
not to be involved.

6.7.2 Research Method

Interview

The semi-structured interview was chosen as the most appropriate method to
investigate the public’s opinions and views regarding the physiotherapy
profession and service being offered.

Interview Design
Since the public was to be interviewed, greater care, concerning the language
was taken in the design of this interview. All questions were kept as brief and
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Figure 6.23 Diagram of the Research Methods used for this study (Cycle IVC)
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simple as possible. Care was taken to avoid any leading questions but the use
of probes, to encourage the respondents to elaborate further, were included.
The translation of these questions into the Maltese language could not be
carried out in a literary manner but the gist of the question was extracted and
later translated.

Pilot Interview

Both the English and the translated Maltese versions were initially piloted on my
secretary to eliminate any grammatical mistakes. These were further tested on
another member of the secretarial staff to confirm that what was being asked
in Maltese was similar to the English question. Finally, this pre-piloted interview
was once again piloted on a member of the public to obtain their opinion. This
resulted in a number of changes to the translation whereby a more colloquial,

everyday style of language was used. (Appendix 19)

Actual Interviews

It was interesting to note that in the actual interviews three of the respondents
felt uncomfortable with the use of a tape recorder. As a result, notes were kept
and immediately after the interview, an analysis of what took place was
recorded.

6.7.3 Research Instruments
Self
As in the previous cycles, the person carrying out the actual research is

considered the research instrument.

Interview Schedule
Topic: Introduction
Question: Have you ever been referred to physiotherapy before?

_Question: Did a doctor refer you for treatment or did you go directly to the

physiotherapist?
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Figure 6.24 Diagram of the Research Methods used for this study (Cycle 1VD)
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Topic: Perception of the profession

Question: Prior to coming for treatment, what did you think physiotherapy
consisted of?

Question: What do you think are the benefits of physiotherapy?

Question: Did you think physiotherapy was necessary for your final
rehabilitation?

Question: In your opinion do you think doctors or the medical profession
appreciate the physiotherapy profession, or the work done by physiotherapists?
Question: How many years does a student have to study to become a
physiotherapist?

Topic: Perception of the physiotherapist
Question: Did the physiotherapist portray a professional image?
Question: In your opinion, was the treatment carried out in a professional manner?

Topic: Perception of treatment given

Question: At your first treatment session, was your condition explained to you
by the physiotherapist?

Question: Did you find the explanation satisfactory?

Question: Did anyone explain the physiotherapy treatment to you?

Question: Were you satisfied by the explanation given to you?

Question: Were your expectations regarding physiotherapy treatment met

following treatment?

Topic: Perceptions regarding the Physiotherapy service

Question: In general, were you satisfied with the physiotherapy service
offered to you?

Question: If you required physiotherapy in the future, would you consider
going straight to a physiotherapist, or would you go via your G.P. or specialist?

6.7.4 Research Tools
e Tape recorder
e Field Notes
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6.7.5 Location
e Outpatient Physiotherapy Department, St. Luke's Hospital,
e Orthopaedic Ward and Surgical Ward, St. Luke's Hospital,
e Private Hospital,
¢ Private Physiotherapy Clinic.

6.7.6 Population Description
Sampling of the Research Population
Eight interviews were carried out in order to obtain a broad spectrum of public
opinion. Each was chosen at random from amongst their respective population:
e Two inpatients (one male and one female),
e Two patients (one male and one female) who were attending state
outpatient physiotherapy,
e One patient (female) who attended a private hospital,
e Three patients (one female and two males) who were attending
physiotherapy at a private clinic.

6.7.7 Data Collection

This fourth cycle of the research involved the interviewing of eight members of
the public to investigate their views regarding the physiotherapy service on
offer within the state and private health services. These interviews were

carried out during the months of April to July 2003.

6.7.8 Data Analysis
e Thematic analysis

6.7.9 Findings and Comments

Category 1: Patients’ earlier perception of the physiotherapy profession
Theme: A manual skill

Theme: Massage @ =

Theme: Electric shocks

Theme: No use of any apparatus

Theme: EXxercise
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"I don't think the public see any difference between massage
and physiotherapy. For them, going for a massage is having
physiotherapy. Initially, I used to think like this too... maybe
the public think like this also. I think that the public think that
chiropractitioners, acupuncturists, and physiotherapy are all
the same.” (R8 2003)

All respondents associated physiotherapy with massage and exercise. This is
not surprising as the colloquial translation for the Physiotherapy profession in
Maltese is “tal-massaggi”, which literally translated means “of the massage”. It
is evident from the data gathered that the profession has to commence an
awareness campaign to make the public more aware of the profession and its
wide scope of practice. One respondent called electrotherapy, electric shocks,
but when probed for detail, this was a way of describing muscle stimulation and
ultrasound. None of the respondents associated physiotherapy with the use of
any electrotherapy apparatus; all deem physiotherapy as a manual skill.

Category 2: Patients’ perceptions of State Physiotherapy Service
Theme: Inconvenient times

Theme: Non-personalised approach to treatment

Theme: Bureaucracy involved

Theme: Patients are addressed in an infantile manner

"The staff at St. Lukes suffer from the St Luke’s or

Government syndrome, i.e. when they talk to you or explain

things to you they talk to you as though you are an idiot.”
(Q28 2003)

Theme: Lack of hygiene

"There were occasions when the cleanliness started slacking. ”
(Q32 2003)

Theme: Long waiting times

"Besides I can afford to come to a private physiotherapist and
I don't like to go to a hospital where I wait my turn after you
know, so many people.” (N42 2003)
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Theme: No supervision during the treatment session

"They used to leave me on my own, they used to tell me what
to do... like that you know. I used to get into the pool do the
exercises I was supposed to and when my time was up they
would appear and tell you that the session is over.”

(K28 2003)

Theme: Hassle getting there
Theme: No parking

"If the parking problem and the time you have to waste at St.
Luke’s was solved... Yes, I would go to St. Luke’s.”
(M20 2003)

Theme: Stressful
Theme: Walk up a hill to get there
Theme: No individual attention

"You are treated more like a number rather than an
individual.” (Q22 2003)

Theme: Pleased with service being offered
Theme: Flexible appointment system

"...to the extent that if I couldnt keep my appointment on the
day I would phone and be given an alternative appointment.
Do you understand? It was very good.” (L22 2003)

Theme: Appointment times kept

"Now even the appointment times are almost exact. If your
appointment was for eight fifteen, that is the time you go in.”
(N34 2003)

Theme: Good communication

This category, ‘Patients’ perception of state physiotherapy service’, was the - -

most interesting one to comment on. The data gathered can be split into two:
those attending state physiotherapy service and passing positive comments
about it, and those attending private physiotherapy yet passing negative
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Category 3: Patients’ perceptions of a private physiotherapy service
Theme: Appointment times must be at my convenience

Theme: No waiting

Theme: A pleasant environment

"Private physiotherapy s at my convenience, especially
regarding time. There is no waiting, and is usually associated
with a more pleasant environment” (Q14 2003)

Theme: Greeted nicely

Theme: Made to relax

Theme: Best treatment offered

Theme: Given a lot of attention

Theme: Physiotherapists must be honest
Theme: One has to pay continuously

"I used to attend treatment for my neck at a private clinic.
But you know one has to be paying continuously...”
(K24 2003)

Theme: Dissatisfied with the results

All respondents attending private physiotherapy passed positive comments, yet
one of those attending state physiotherapy service commented about the cost
involved for private treatment and that she was not impressed with the quality
of treatment offered. An interesting point worth mentioning is that
physiotherapists who in the morning are employed by the state staff the
majority of all private physiotherapy clinics, yet all respondents attending
private physiotherapy associated this with ‘better treatment’. The implications
from this is that either the environment makes a big difference, or that the
quality of physiotherapy being offered by a physiotherapist varies on whether
they are carrying out treatment within a state run service or in the private
sector. Finally, another implication could be that since one is paying for
treatment one is automatically getting better treatment. =~~~
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Category 4: Communication between physiotherapist and patient
Theme: No introduction prior to surgery

Theme: Patient not informed what to expect

Theme: Condition not explained

Theme: Treatment not explained

"Actually no, she didnt actually tell me what to do, she just
told me every so often, just put your hand up and thats it...”
(056 2003)

Theme: Importance of home exercise programme not explained
Theme: Advised on number of treatment sessions necessary

Theme: Good communication with physiotherapist re: condition and
treatment

"I see the specialist once yet I see the physiotherapist twice a
week, who can explain the situation better than the
physiotherapist can” (M42 2003)

The results from this category were that physiotherapists were very good at
explaining the medical condition to their patients, yet rather poor at explaining

the treatment that was to be carried out.

Category 5: Patients’ perception of length of time required for a
physiotherapist to qualify

Theme: Two years

Theme: Three years

Theme: Five years

- "Three years....physiotherapists qualify with a Degree and
they are taught at the Medical School.” (P10 2003)

This category actually produced some interesting data; when asked how long
- the physiotherapy course was, no respondent was familiar with the correct
length of time. This varied from two years to five years or, the same timeframe
as the medical course. This shows that the majority of the public is unaware of
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Figure 6.26 Diagram of the Research Methods used for this study (Cycle IVF)

Research Aims
To investigate the perceptions
of the Maltese public's opinion
regarding the Physiotherapy

profession . Research Method Pilot
To'lr'wesngate .the public's Focused individual in-depth Secretary
opinion regarding the semi-structured interviews Colleague/Co-worker

Physiotherapy service being
offered in Malta

To investigate any
shortcomings within the service
that could be improved by an
alteration or inclusion in the
new 'ideal curriculum’

Research Tools

Research Instruments
Tape recorder

Self

Field notes Interview schedule
Participants/Population Location
2 Members of the public -+ Physio. Dept. - S.L.H.
attending Inpatient State
provided physiotherapy
Sampling Strategy - 2 Members of the public »-  Orthopaedic/Surgical
Purposeful Sampling attending Outpatient State Wards-S.L.H.

provided physiotherapy
< Random typical case sampling
1 member of the public ...... Se
\' Yy attending Inpatient/
Outpatient physiotherapy at
a private hospital

Private Hospital -
Sliema - Malta

3 Members of the public
attending a private
physiotherapy clinic

Private Clinic -
Sliema - Malta

Time Frame
Data Collection
April - July 2003

1

Data Analysis
* Thematic analysis

Findings & Comments

r

Implications

r

Research Objective
At the end of this stage, the researcher had a
generalised idea of the public's opinion of the
physiotherapy profession and service provided, thus
being in a better position to formulate a curriculum
acceptable to the secondary stakeholders - the
Maltese public.
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the length of time required for a physiotherapist to qualify. This is another
issue that can be addressed by the local Physiotherapy Association.

Category 6: Public's Perception of the relationship between the
Physiotherapy profession and the Medical profession
Theme: Not appreciated by the Medical profession

"In my opinion, you are getting a bum deal from the medical
profession.” ‘ | (P28 2003)

Theme: Only referred for physiotherapy after all conservative medical
treatment was tried out

"Doctors are reluctant to send you for physio. Instead of
sending you for physiotherapy, they give you painkillers. You
then feel better, and so as a result, you dont need to go for
physiotherapy.” (R20 2003)

Theme: Doctors are reluctant to send you for physiotherapy

"The last time I was an in-patient-at St. Luke’s I had to ask
myself... I almost had to beg the consultant to refer me for
physiotherapy.” (R4 2003)

This category produced some interesting themes. The most common, ‘not
appreciated by the medical profession’ and ‘reluctant to refer you for
physiotherapy’, are very worrying to the physiotherapy profession and ought to
be researched further. Does the medical profession’s attitude to the
physiotherapy profession reinforce these themes?

6.7.10 Implications at the end of this Cycle
There appears to be a poor appreciation of the physiotherapy profession. A
mismatch regarding patients’ perceptions of the state physiotherapy service

- exists-whereby those patients who receive this service do not confirm most of

the negative comments.  Physiotherapists are deemed to have good
communication skills with patients, though the study has revealed that
explanations regarding the actual treatment given are poor; action regarding
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these findings will be taken and a study-unit in *Communication Skills" will be
included in the new curriculum. The medical profession in Malta does not

appreciate the contribution of the physiotherapy profession to the rehabilitation
of a patient.
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Figure 6.27 Diagram of the Research Methods used for this study (Cycle VA)

/ Research Aims \
ns

e To investigate the views, opinio
and perceptions of the medical
profession regarding the
physiotherapy profession and its
curriculum

¢ To investigate the views, opinions
and perceptions of some of the
major influential stakeholders
upon the physiotherapy curriculum

¢ To investigate a specific incident
in which a physiotherapist
underwent a legal disciplinary
incident that was related to a
confrontation between the medical

k and physiotherapy professions J

Research Methods
o Focused individual in-depth
unstructured interviews
¢ Focused individual elite interviews
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6.8 CycleV

6.8.1 Research Aims

The primary aim of this cycle was to investigate the views, opinions and
perceptions of the major stakeholders of the physiotherapy curriculum.
Securing their awareness and support are central to any curricular
implementation. It can substantially influence the outcomes of the research
initiative. To win the "heart and minds” of these decision-makers is often
mentioned as one of the essential prerequisites for the implementation of any
change within an organization (Pinto 1993). The secondary aim was to
investigate the opinions and perceptions of the medical profession regarding
the physiotherapy profession and its curriculum. The final aim was to
investigate a specific incident in which a physiotherapist underwent a
Disciplinary Procedure relating to a confrontation between the medical and
physiotherapy professions. This has been included to investigate the
dominance of the Medical profession over the Physiotherapy profession within
the State Health Service.

6.8.2 Research Methods

Interview

The type of interview used in this cycle changed to ‘unstructured interviews’
and the ‘elite interview’. The less structured the interview, the less the
questions are determined and standardised before the interview occurs. Unlike
quantitative interviews based on highly structured questionnaires, the order in
which the questions were asked varied. The actual questions could not be
standardised because the interviewer tried to use the person’s own vocabulary
when forming supplementary questions resulting in the unstructured open style
of interview.

‘Elites’ can be defined as a group in society considered superior because of their
power, talent, expertise, privileges of its members. _Based on- this, -the
VChéirman, and the Director of the I.H.C. were identified as elite interviewees
(Herz and Imber 1995).
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Figure 6.28 Diagram of the Research Methods used for this study (Cycle VB)

Research Aims
To investigate the views, opinions
and perceptions of the medical
profession regarding the
physiotherapy profession and its
curriculum
To investigate the views, opinions
and perceptions of some of the
major influential stakeholders
upon the physiotherapy curriculum
To investigate a specific incident
in which a physiotherapist
underwent a legal disciplinary
incident that was related to a
confrontation between the medical
and physiotherapy professions

Research Tools
Tape recorder
Field notes

Sampling Strategy - Purposeful
Sampling -

+ Random typical case sampling

* Intensity sampling

Research Methods
Focused individual in-depth
unstructured interviews
Focused individual elite interviews

Research Instrument
Self

Participants/Population
1 Senior clinical member of staff

1 Medical Physician .........ccc.......

1 Member of the Council for........
Professions Complementary to
Medicine

Manager Physiotherapy Services >

Director - Institute of Health
Care

Chairman - Institute of Health
Care

Registrar's representative -
Institute of Health Care
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Pilot
No formal pilot study of the interview could be carried out at this stage due to
the nature of the interview design.

6.8.3 Research Instrument
o Self

6.8.4 Research Tools
e Tape recorder

e Field notes

6.8.5 Population Description
e Elected Physiotherapist, Council for the Professions Complementary to
Medicine
o Identified Senior Clinical Physiotherapist
e Medical Physician (Purposeful Random Typital 'Case Sampling)
e Manager Physiotherapy services
e Chairman, Institute of Health Care
e Director, Institute of Health Care
e Registrar's Representative, Institute of Health Care

The fifth cycle consisted of seven interviews. Each interviewee was chosen
due to their position and/or direct relevance to this study. The only situation in
which an interviewee in this cycle was chosen randomly from amongst his/her
peers was the Medical Physician — another example of ‘Purposeful Random
Typical Case Sampling’ (Patton 1990)

6.8.6 Location

This cycle involved interviewing influential personnel. Each had their own office

and it was more convenient for the interviews to be held there. The medical -~ - -

physician was interviewed at his private residence. In the case of the
Registrar’s representative and the clinical member of staff, the Board Room at
the I.H.C. was chosen as the location.
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Figure 6.29 Diagram of the Research Methods used for this study (Cycle VC)

Research Aims
To investigate the views, opinions
and perceptions of the medical
profession regarding the
physiotherapy profession and its
curriculum
To investigate the views, opinions
and perceptions of some of the
major influential stakeholders
upon the physiotherapy curriculum
To investigate a specific incident
in which a physiotherapist
underwent a legal disciplinary
incident that was related to a
confrontation between the medical
and physiotherapy professions

Research Tools
Tape recorder
Field notes

Sampling Strategy - Purposeful
Sampling A~

* Random typical case sampling

* Intensity sampling

Research Methods
Focused individual in-depth
unstructured interviews
Focused individual elite interviews

Research Instrument
Self

Participants/Population
1 Senior clinical member of staff

1 Medical Physician
1 Member of the Council for

Professions Complementary to
Medicine

Manager Physiotherapy Services >

Director - Institute of Health
Care

Chairman - Institute of Health
Care

Registrar's representative -
Institute of Health Care

Time Frame
Data Collection
July 2003 - April 2004

Data Analysis
Thematic analysis

Findings & Comments
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6.8.7 Data Collection

This involved the interviewing of six ‘elite’ stakeholders who influence the
physiotherapy curriculum. The period for this cycle was from July 2003 until
April 2004. This period was relatively long as certain respondents had a very
busy schedule and kept postponing the interview date.

6.8.8 Data Analysis

e Thematic analysis
As the respondents, all hold different influential positions; all seven interviews
were of the open, unstructured type and presented individually.

6.8.9 Findings and Comments

Interview: Elected Physiotherapy Representative, Council for the
Professions Complementary to Medicine (C.P.C.M.)

Category: Board for the Professions Supplementary to Medicine (B.P.S.M.)/
C.p.C.M.

Theme: A regulatory Board

Theme: Issues a Certificate of Registration

Theme: Controls practise of the profession on the island

Theme: Clinical staff unaware of the role of the B.P.S.M. / C.P.C.M.

Theme: Involved in the curriculum and assessment of paramedical courses

"One of the functions of the Board is to advise the Educational
body, be it University or before University used to have
different institutions on the courses itself, and it is also
recommended that it will also be involved in the types of
examinations. But in actual fact I dont know how much it
has ever been put into effect...... The people of the Board are
not competent in that area” ~ (T26/32 2003)

The themes that emerged from this category are informative, but the only one
that is directly related to this study concerns the role of the Board/Council

regarding the curriculum. It is interesting to note that to date the Board has -

never approached the physiotherapy division regarding the local curriculum or
the assessment thereof.
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Category: Warrant

Theme: Every profession must have a warrant

Theme: Government promised to commence discussions with the professional
association to issue a warrant

Theme: Professions with a warrant commence on a salary scale higher than

that of physiotherapists

"In Malta for any form of field of interest, field of work to be
called a profession it has to be legally warranted.... We are given
a registration, which means that the Board up till now, later
being called a Council, registers the applicant on the basis of his
qualifications. If he falls under the criteria of the required
qualifications he is registered...” (722 2003)

The issue whether physiotherapy in Malta will be granted a warrant to practise

or not, carries both a social standing as well as an economic one.

Category: Physiotherapy and the Medical Profession
Theme: Legally physiotherapy can be viewed as a modality of practice of

medicine.

"In Malta as things stand the legal person... Legally the only
person who is officially and only legally responsible for the
patient is the medical doctor.” (T52 2003)

Theme: Legally physiotherapy can be deemed as a prescribed treatment.

"If the medical doctor in his diagnosis, assessment and
treatment thinks you will benefit from any form of
physiotherapy, he is prescribing physiotherapy.” (152 2003)

"This is a very small country. Unfortunately, the health
services and health professions are still run by doctors. And I
say unfortunately, not because I have anything against
doctors but it is the medical profession that takes the largest
bulk of all the important things that happens, that is going on
in the health sector.” (T66 2003)

In terms of the law, the practice of physiotherapy must follow the referral by a
doctor of medicine. This category had many implicit annotations mainly the

antagonism between the two professions.
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Summary
The following is a summary of the data collected from this interview:
1. The role of the B.P.S.M./C.P.C.M. is not very clearly defined
2. The B.P.S.M./C.P.C.M. appears to be the channel used by the
Physiotherapy Profession to try and obtain a warrant
3. Legally the responsibility of the patient undergoing physiotherapy
remains that of the referring doctor
4. The legal control of the patient undergoing physiotherapy is the cause of
antagonism between the two professions.

Interview: Senior physiotherapist

Category: Professional development

Theme: No incentive for professional development

Theme: Onus of Continuing Professional Development (C.P.D.) should be on
the State

Theme: Bad decisions taken regarding C.P.D. by Depart'mental Management

“Following qualification we had no incentives to specialise,

only some privately sponsored courses... but these were very

expensive. Government ought to send more people over...””
(R6 2003)

This interview highlighted the academic frustrations of some of the clinical staff
who wished to further their knowledge. Opportunities were limited due to the
unavailability of post qualification courses. The theme relating to the onus of
Continuing Professional Development on the state rather than the individual has
been noted in a previous study by the author (Sacco 1999).

Category: Perception of physiotherapy and the physiotherapist

Theme: Management must respect Staff

Theme: Management must be approachable

“Theme: Lack of respect from other professions- - — -~ -~ - -

Theme: Medical profession using physiotherapy to supplement their private
practice
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This category reinforced the issues regarding status and the referral system.
One has to bear in mind that these themes are the perceptions of an individual
clinical member of staff, and no generalisations can be made at this point.

Category: Personal confrontation with the medical profession
Theme: Private patient referred for hydrotherapy

"But the consultant does not prescribe physiotherapy? In my
case he did, she was a private patient and he ordered
hydrotherapy... I got given the patient and I realised that she
was not a candlidate for hydro. I treated her on land — she
had flat feet and postural problems... She returned to the
consultant who was furious and who sent a note back asking
for definite pool therapy and if she did not get the
appointment she ought to get back to him.” (R14 2003)

This incident was the only known occasion where a consultant specifically
referred a patient for hydrotherapy and not physiotherapy. The incident has
caused a precedent in the Physiotherapy Department, the outcome of which
had a de-motivating influence on the staff and increased the resentment

between the two professions.

Category: Disciplinary action

Theme: Charged by the Board for the Professions Supplementary to Medicine
Theme: Abused my profession

Theme: Carried out treatment not consistent with the consultant’s referral

Theme: Record keeping

"I got charged because I changed the consultants
recommendation of treatment: ‘he specifically wrote for
hydrotherapy. As a result I got fined a LM100 — the least fine
possible,” (R20 2003)

This category deals with the disciplinary action taken by the Board for the
~ Professions Supplementary to Medicine regarding the above incident.. -~ .
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Summary
This interview can be summarised into the following points:

1. There is discontent with the Continuing Professional Development
programme within the State Health Service.

2. There appears to be discontent between management and staff in the
Physiotherapy Department. |

3. The antagonism between the medical and the physiotherapy professions
is evident.

4. A clinical physiotherapist is fined for not carrying out a doctor’s referral
for specific physiotherapy. Physiotherapists are trained to diagnose
and plan their own treatment, yet following this action specifically with
this consultant physiotherapists are reluctant to alter any suggested
treatment for fear of legal action. The follow-on to this regarding
physiotherapy education is “should the new curriculum be geared
towards training students to carry out specific ‘prescribed’ treatment or
train them to become the autonomous practitioner?”

Interview: Medical Consultant, St. Luke’s Hospital
Category: Perception of the medical course of training
Theme: Dissatisfied with the teaching method

Theme: Too little patient content in course

Theme: Made to study a lot of detail by heart

Theme: Emphasis on the wrong subjects

".. Many of us were taught to see a patient as condition
rather than a person. On the whole there was too little
patient contact... Can you imagine sometimes we were about
twelve students around a patient; if we had to listen to the
patient’s chest with our stethoscopes all we had were a few
seconds each.” (5S4 2003)

This category highlighted the problems perceived by an ex-medical student
regarding his course. Itis interesting to note that all the tHehﬁréwsware similar to
those regarding the physiotherapy course. The lack of adequate supervised
clinical practice was another theme expressed during the first cycle of this
study.
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Category: Perception of the relationship between the medical profession and
that of physiotherapy

Theme: Philosophy of multi-disciplinary team approach not evident

Theme: Doctors in Malta still tend to have a superiority complex

"What impressed me most during my stay in the States was
the relationship of the multi-disciplinary team... We all
respected the contribution of each other. In Malta on the
other hand, doctors have an attitude problem. They all fee/
that they are up there...” (510/12 2003)

The themes from this category expressed by a medical doctor were particularly
interesting as they are evidence to the antagonism between the two
professions mentioned previously. ‘

Summary
This interview can be summarised into the following points:
1. There is discontent about the medical course taught in Malta.
2. The multi-disciplinary team approach is not evident within state
hospitals. -
3. The medical profession consider themselves superior to the other
members forming part of this team.

Interview: Chairman, Institute of Health Care

Category: Shortage of physiotherapists within the State Health Service
Theme: Meetings to discuss the amount of physiotherapists required

Theme: No specialised physiotherapists within the Health Service

Theme: Consultants used to learn and later demonstrate physiotherapy
techniques to patients

__This category is interesting as the respondent has a great wealth of experience =

and has played an important role in the development of the education for the
professions allied to medicine. One must state that the respondent was a
medical consultant within the State Health Service, has held the post of
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Parliamentary Secretary for the Care of the Elderly and Parliamentary Secretary
for Health, and Chancellor of the University of Malta.

Category: Physiotherapists always held in high esteem

Theme: Always enjoyed a special position within the Health Service
Theme: Always regarded as a respected profession in Malta
Theme: Physiotherapists were treated as consultants on the wards

The themes from this category regarding the perceptions of the physiotherapy
profession contrast with those stated previously. Physiotherapy was a more
esteemed profession during the late 50s and early 60s than what it is today.

Category: Discontent within the multi-disciplinary team
Theme: Nursing profession had gone astray
Theme: Nursing profession formed a union

Theme: . Political decision to reform the education of health care professionals
This category refers to the setting up of the Institute of Health Care.

Category: Physiotherapy education

Theme: Physiotherapy training has to be very extensive

Theme: Little difference between the medical and physiotherapy courses

Theme: The physiotherapy course must be one of the most difficult courses at
the I.H.C.

“First of all, the basic degree course has to remain one of the
most difficult courses. There is very little difference between
doctors and physiotherapists. So a physiotherapist’s basic
training has to be very, very extensive.” (V38 2003)

This category is of direct relevance to this study. The high regard that the
medical profession had of physiotherapy has been carried forward. The theme,
regarding the small difference between the medical and physiotherapy courses,
highlights this high esteem that the profession held previously.
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The theme regarding the course as being one of sound, academic content and
perceived as being one of the most difficult courses, contrasts with the I.H.C.’s
policy of harmonisation amongst the different courses and the Registrar’s
perception that the academic content of all undergraduate courses be of the

same standard.

Category: The development of physiotherapy education

Theme: Personal experience demonstrated the need for specialised
physiotherapists |

Theme: Time to develop specialisation courses

Theme: Specialisation can take place in a broad field

This category relates to the development of physiotherapy education at the
I.H.C. and the need to develop postgraduate specialisation courses.

Category: The future of the Institute of Health Care

Theme: The I.H.C. will become an all degree institute

Theme: Integration of the professions allied to medicine together with medical
course

Theme: Unless all divisions within the I.H.C. have their own identity, the
medical profession will dominate

Theme: The organisation of special courses that ought to incorporate all the

multi-disciplinary team

This category relates to the future of the I.H.C. Once the new hospital is
inaugurated, the Medical School and the I.H.C. are to be transferred to new
combined premises. The themes relating to the allied professions merging with
medicine to form a new faculty are linked to the concept of the move to the
new hospital.

The final theme regarding the multi-disciplinary team is very forward looking
and one that ought to be encouraged by all involved in the education of
medicine and the allied professions.
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Summary
This interview can be summarised in the following manner:
1. Physiotherapy is a new profession
2. The profession has always held a position of high esteem within the
social and medical fields
3. Discontent within the professions allied to medicine, including the
nursing profession lead to the development of the I.H.C.
4. The education of physiotherapists must be very thorough
5. The way forward for physiotherapy education is to develop postgraduate
‘specialisation courses’
6. The future of the L.H.C. is to amalgamate with the medical course as
equal partners forming a new faculty.

Interview: Manager Physiotherapy Services, Malta
Category: Physiotherapy service

Theme: A service that is holistic

Theme: Makes sense to the patient

Theme: Meets the patients’ needs

Theme: Can be delivered where it is most appropriate
Theme: One that is not difficult to access

Theme: With the fewest (administrative) steps possible
Theme: Present service meeting some of the needs
Theme: Present service not meeting all the different patients’ needs equally
Theme: No form of mechanism to judge patient satisfaction

This category described the perceptions of an ideal physiotherapy service and
one that is on offer.

Category: Perception of physiotherapists’ self-image
‘Theme: Some physiotherapists have difficulty valuing their work
Theme: The value of ‘hands on’ does not seem to carry so much reward and
importance
Theme: Little value given to the explanation by physiotherapists
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Theme: ‘Knowledge’ is the most important thing about being a physiotherapist

Theme: Change in values in the way that physiotherapists think
Theme: A frustration in physiotherapists
Theme: It is not glamorous enough

Theme: This change in value is becoming a concern from the management

point of view

Theme: No value placed on decision-making
Theme: Are we a status-hungry profession?
Theme: Emulating the medical profession

Theme: People are going to bow and kowtow to us
Theme: Change in the students’ social class

Theme: The ability to feel good about being part of a large organisation

".. that is a symptom of how physiotherapists perceive
themselves... my concern at this point in time is that some
physiotherapists are having a major difficulty putting a value
on what we really do.” (U28 2003)

".. There is a frustration in physiotherapists, that with the
training and the qualification and the education ... It is not
glamorous enough.” (U32 2003)

"Is it because of the educational training that they are
getting? Is it a societal phenomenon? Is it a state of a
hungry profession, which wants to take on...., emulating the
medical profession because they have the kudos.”

(U56 2003)

This category deals with the self-image of the physiotherapist.

It is very

interesting to note the themes identified in this category from an administrative

point of view.

Category: Relationship between the medical and physiotherapy professions

Theme: Relationship within the organisation is very good
- Theme: It has improved over the years

Theme: Our opinion is sought

Theme: Junior members of staff have a different opinion

Theme: Doctors do not know what we do
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Theme: Problems between the two professions maybe due to the attitude of

physiotherapists themselves

It is very interesting to compare this category regarding the relationship
between the medical and physiotherapy professions with that of the clinical
physiotherapist previously and that with the medical consultant. The
perception of this relationship as seen by the administrative staff contrasts with

that of the other interviewees.

Category: Medical referral system within the State Health Service

Theme: Any particular medical officer irrespective of level can refer a patient
Theme: Patient referral is by a medical officer

Theme: The physiotherapy profession had decided on referral by medical
officer

Theme: No direct referral within public sector

Theme: This system can be changed if the profession desires

Theme: Medical referral is a managerial strategy

"I think I should state this now within the health service set-
up, the service that I represent the current system is that the
patient will be referred by a medical officer. It is that way
because we have decided that it is that way. We do not have
self-referral within the public sector, the bit that I am
responsible for, but we can change that tomorrow if we feel
that is the way that we want to go.” (U90 2003)

This category deals With the mode of referral to physiotherapy within the State
Health Service. This is of particular interest as it influences the underlying
philosophy of the new course: that of being ‘a self-diagnosing professional’.

Category: Proposed future trends in physiotherapy education
Theme: Research

‘Theme: Learning howtolearn - - —

Theme: Self-directed learning

Theme: Management of the elderly

Theme: Neuro-medical management
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Theme: Management of disability

Theme: Decision making skills

Theme: Clinical reasoning skills

Theme: Sensitize students to issues of health care
Theme: Cost in relation to providing health care service
Theme: The wider view of service provision

This category is very important as it highlights the aspects that ought to be
emphasized in physiotherapy education from the managerial point of view.

Summary
This interview can be summarised into the following points:
1. The Manager of Physiotherapy Services has a clear idea of an efficient
service, and is aware of its limitations
2. The perception of a physiotherapist’s self-image has become a worrying
factor to management
3. The relationship between the medical and physiotherapy professions at
administrative levels has improved and is good
4. Any antagonism between the two professions is generated due to
individual personality clashes
5. The decision for Medical referral for physiotherapy taken by the
physiotherapy profession in the past can be changed if required.
6. Recommendations suggested for the future of physiotherapy education.

Interview: Director, Institute of Health Care

Category: Perception of the physiotherapy profession

Theme: The education of physiotherapists is of a good standard

Theme: Professionals who demonstrate the desire for life-long learning

Theme: The contribution of a physiotherapist is valid in the rehabilitation of a
patient

Theme: Physiotherapists were not perceived as having a good academic

background

Theme: Physiotherapy education was not a University course
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"Well I must say as you know... going through the medical
course we were rather... you feel that you are in a special
world just made up of doctors, and em... at that time, at that
time I remember when I qualified in 1987, physiotherapists
were not part of university, their education was not part of
university. So em.. for me, I could not appreciate
physiotherapy as coming out from an academic institution.
You feel that there was not that academic background., I
must say that my knowledge was limited, em... but at that
moment in time I could not really appreciate
physiotherapists.” (W18 2003)

“..you have to appreciate that em... becoming a medical
doctor is not equal to becoming a pharmacist or becoming a
physiotherapist or an OT.” (W32 2003)

Reading the themes that constitute this category one can appreciate the
contrast between the first three themes and the quotes included in this text.
The reason, why physiotherapists were perceived as being inferior to the
medical profession stemmed from the training they received. Until 1992, even
though entry qualifications were similar to what they are now, the D.H. and not
the University ran physiotherapy courses. These quotes bear witness to the
feeling of superiority borne by the medical profession.

Category: The Director’s duties

Theme: According to regulations, the Director of the I.H.C. is to Chair all
Boards of Studies

Theme: Would like to be a member of the Board of Examiners

Theme: The Director is also the Chair of the Final Classification Board

This category demonstrates the control the Director has over the various
courses at the I.H.C. The Director has never taken on any position of authority
that is directly related to the running of the physiotherapy course even though

this is laid down in the regulations; yet, should the need arise, the position is

 set that bresently; it is a medical doctor who would chair the vafims boafds.
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Category: Physiotherapy and the multi-disciplinary team

Theme: At St. Luke’s Hospital, the physiotherapist is not perceived as being a
member of the multi-disciplinary team

Theme: At St. Vincent de Paule Residence and Zammit Clapp Hospital,

physiotherapists are very much part of the team.

“..you cannot expect people to fall into a framework of
thinking 'Look this is the only way forward, we have to get all
the people together.” You know there are... there are medijcal
doctors who look down on other professions.” (W32 2003)

This category is interesting as it demonstrates the different ways of viewing
physiotherapy in different settings and as a member of the multi-disciplinary
team. The physiotherapists at St. Luke’s Hospital were not perceived as being
team members, yet in the smaller hospitals, this was different. It is evident
from the quotes, that a discrepancy between all the members who form this

team exists.

Category: Perception of the local medical course and other professions
Theme: Doctors trained in the medical model

Theme: The multi-disciplinary team approach was not encouraged

Theme: No contribution from other allied health professionals to the course

"It /s limited and it is not appreciated as it should be. I think
that is what is lacking... that is what is lacking. What is
lacking is that as doctors we are trained very much in the
medical model and therefore you would not be appreciating
the contribution or understanding really the contribution that
other professionals can make to the holistic management plan
of that patient.” (W20 2003)

This category highlighted the ethos underlying the local medical course. This,
in turn, influences their perception relative to the other members of the multi-

disciplinary team.

Category: Future of the I.H.C.
Theme: Possibility of becoming a faculty of health sciences
Theme: Would like the I.H.C. to be on par with the medical course

219



This category produced themes very similar to those expressed by the
Chairman of the I.H.C., whereby the desire to merge with the medical course
and integrate the Institute into one single faculty was expressed.

Category: Perception of the physiotherapy service on offer in private practice
Theme: Access to information regarding physiotherapy services is difficult
Theme: Private physiotherapy is perceived as being expensive

Theme: The public are not aware of the physiotherapy profession as a whole

This category was included to obtain another physician’s opinion about the
private physiotherapy service offered to the public. The themes expressed
were not very positive, and highlighted the need for the local physiotherapy
association to organise a campaign in order to make the public more aware of
the profession.

Category: The physiotherapy curriculum

Theme: The physiotherapy course is in accordance with the strategy of the
LH.C.

Theme: The Director has to rely on professionals within the profession to
confirm the academic standard

Theme: Feedback about the course curriculum comes via the Registrar’s
representative

Theme: Feedback regarding the course curriculum also comes through the
external examiner’s report.

Theme: The need to address components in the curriculum

In retrospect, this category had very important repercussions on the outcome
of this study. The niethod, whereby the Institute Director obtains feedback
regarding different courses was recorded, but more importantly were the. -
themes “in accordance to the strategy of the I.H.C."” and “there are components
in the curriculum that need to be addressed”.
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Summary
The following points summarise this interview:

1. Physiotherapists are perceived as having a good standard of professional
education.

2. Before 1992, the physiotherapy profession was considered an inferior
education since it was not taught at university.

3. The superiority complex, perceived between medical education and the
other professions is evident.

4. The Director of the I.H.C. is in a very strong position and can influence a
course curriculum.

5. Physiotherapists are not deemed team members at St. Luke’s Hospital.

6. Medical education is based on the medical model, and there is no
contribution in that course from any of the other allied health
professions.

7. It is the desire of the Director that the I.H.C. becomes a Faculty of
Health Sciences.

8. The medical profession and the public are not aware of the
physiotherapy services offered privately.

9. Feedback regarding the physiotherapy course comes about from
different sources.

10. There are components in the new proposed curriculum that need to be
addressed.

Interview: Registrar’s Representative, Institute of Health Care
(Appendix 17)

Category: European credit transfer system

Theme: One E.C. is equivalent to 25 hours of learning; 5 to 7 of which, should
be direct contact (with students)

Theme: One E.C. is equivalent to 25 hours of clinical practice. There is no

provision for supervision required during clinical practice to get one E.C.

The themes that constitute this category were very interesting: as regards the
first theme, the amount of student/staff contact was specified, yet when
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considering the clinical practite, no specified amount of supervision is stipulated.
This means that students can obtain their clinical credits purely by attendance.

Category: Academic content of all the divisions within the I.H.C. ought to be
of the same standard

Theme: The academic content of a study-unit at'a particular level should be
equivalent to the same level of a study-unit in a different division

'So when we talk about harmonisation, a B.Sc. in Nursing, a
B.Sc. in Radiography, in Occupational Therapy and
Physiotherapy will have the same amount of academic input
for example?... They should do.” (Y69-70 2004)

This category contrasted sharply with that of the Chairman, and in the author’s
opinion, one cannot see a reason why the different professions should have the

same academic content.

Category: The I.H.C. Board should regulate the academic standard of the
courses on offer
Theme: It is the responsibility of the I.H.C. Board to ensure the standards and

levels of the courses

"..acceptance has to be okayed by the LH.C. Board, 1) in
terms of standards and 2) to ensure conformity because at
the end of the day we are issuing one degree, a B.Sc. in
Health Science even though the areas are different.”

(Y56 2004)

Theme: It is the duty of the I.H.C. Board to review the course content of the
different divisions

'So from the Registrar’s point of view, almost the standard of
content, of academic content is the same throughout all the
eleven courses offered at the LH.C.?... If you are offering

— them at the same level, they should be...” - (Y63-64 2004) - -

Theme: The I.H.C. Board normally approves what the individual Board of
Studies proposes
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This category was very similar to the previous one. A number of professionals,
including all the divisional co-ordinators make up the I.H.C. Board (Appendix
20). It is the responsibility of this Board to recognise, maintain and approve
the various course curricula once presented by the various Boards of Studies.
Emphasis on the fact that all courses should have the same academic standard
is made.

Category: Common core subjects

Theme: Associated with timetabling problems

Theme: Clashes occur between common core lectures and clinical placements
Theme: The Registrar’s Office is aware of complaints coming from students

regarding course content

"..we get a lot of em... complaints even from the students.
Even though they should not be addressing the Registrar’s
Office really, that the content being covered does not always
meet the students’ requirements or sometimes the students
complain that what they are being taught is not relevant to
their courses.” (Y122 2004)

Theme: Common Core study units assessed individually

The concept of students attending lectures with students of other divisions is a
healthy one as this promotes a team approach early on in the course but, these
are bring about multiple problems to both the course and the administration.

Category: Shortage of staff

Theme: There are not enough lecturers to teach tailor-made courses

This category addressed the fact that some of the common core lectures are
taking place due to the lack of funding to employ lecturers to teach particular
subjects to the particular divisions.

Category: Physiotherapy students perceived as ‘better students’
Theme: Number clause
Theme: Entry requirements

Theme: Students’ expectations
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"We tend to think that the students in the Physiotherapy
course are a bit better, to be honest.” (Y217 2004)

The themes in this category may explain why physiotherapy students are
perceived to be ‘better students’ academically.

Category: Perceptions of the proposed changes to the physiotherapy
curriculum

Theme: The academic content of courses at the I.H.C. appears to be too
fragmented

Theme: The amalgamation of study-units into modules is ideal

Theme: A request to all divisions to reduce the number of assessments
Theme: Modules cannot be an amalgamation of Common Core study units

"You are going to amalgamate most of your study-units into
larger chunks when it comes to Physiotherapy. It is not
without its problems because ... when it comes to ... My main
concern is when it comes ... When it comes to the common
core in the course programmes, it is difficult.. it is very
difficult to try and come up with a larger unit of learning.”
(Y156 2004)

The Registrar’s office has recognised the fact that courses at the I.H.C. are over
assessed and has asked co-ordinators to re-evaluate their course programmes
to come in line with new regulations. As a result of this study, these changes to
the physiotherapy course were carried out more than one year prior to them
being published.

This category had direct implications to the physiotherapy curriculum. The
proposed changes to the curriculum tackled the theme concerning the
‘fragmentation’ of course content. The registrar's office applauded the
amalgamation of study units into modules by the physiotherapy course, in
principle, yet as the quote states this cannot be implemented due to various
‘administrative problems. ”
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Figure 6.30 Diagram of the Research Methods used for this study (Cycle VD)
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Summary
The following is a summary of this interview:
1. One European credit is equivalent to 25 hours of academic study or
clinical practice.
2. The academic content of the different divisions constituting the I.H.C.
ought to be of the same standard.
3. Itis the role of the I.H.C. Board to maintain the necessary academic and
professional standards required.
4. The Registrar’s Office recognises the fact that the common core lecturing
system is associated with a number of difficulties.
5. Some study units not provided to individual courses due to a shortage of
staff.
6. Physiotherapy students perceived as being ‘better students’'.
7. The Registrar’s office is now recommending a reduction in the number of
assessments.
8. The amalgamation of study units into modules is recommended.
9. Common core study units may not be included into the new proposed
modules. (Appendix 21)

6.8.10 Implications at the end of this Cycle
The most important implication following this cycle is that the new proposed
physiotherapy curriculum has incorporated the changes being suggested by the

new University’s regulations over a year before these were issued.

The new curriculum, which was to be ‘competency based’, and having all
subjects supporting that competency incorporated into modules, as opposed to
being based on the medical model, could not be adopted totally due to
administrative reasons. The new proposed curriculum had to be altered in such
a manner that all common core lectures were to be extracted from the
~competency-based modules, into separate study units based on the medical
speciality system of the medical model.
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To ensure that the altered curriculum met with the Registrar’s approval, a new
cycle was introduced to this study, which consisted of a number of Board of

Studies meetings, cumulating with a meeting with the Registrar's
Representative at the I.H.C.
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Figure 6.31 Diagram of the Research Methods used for this study (Cycle VIA)
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6.9 CycleVI

6.9.1 Research Aim

The aim of this final stage was to amend the curriculum in such a manner to
make it acceptable to the Registrar’s Office.

6.9.2 Research Method

e Group Discussion

6.9.3 Research Instrument
o Self

6.9.4 Research Tools
¢ Note taking
e Field notes

6.9.5 Population Description
The sampling strategy utilised for this cycle was ‘purposeful sampling’ (Patton
1990) as all the full-time members of academic staff were involved, as well as

the Registrar’s representative of the I.H.C. and the Divisional secretary.

6.9.6 Location
The Physiotherapy office at the I.H.C. was the most appropriate place to carry
out these discussions.

6.9.7 Data Collection

This stage involved a meeting between the author and the Registrar's
representative, whereby suggested guidelines to amend the curriculum were
put forward. A number of meetings with the full-time members of the
academic staff followed this. A further meeting was held together with the
- academic staff, divisional secretary and the Registrar’s representative to discuss
the final alterations to the new physiotherapy curriculum. During all the above
meetings, the author’s role was one of participant and observer.
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Figure 6.32 Diagram of the Research Methods used for this study (Cycle VIB)
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6.9.8 Data Analysis

The divisional secretary took minutes during all the meetings and the author
kept a separate set of field notes. Following the discussions, the minutes and
the field notes were compared (Appendix 18). This helped in the triangulation
of the data obtained, leading to the new physiotherapy curriculum.

6.9.9 Findings and Comments

Category: Course programme — Common core module formation

Theme: Formation of new larger study-units by the amalgamation of previous
individual study-units

Theme: The module will consist of fewer study-units

Theme: Overall credit value for the module remains the same

This category had a major impact on the physiotherapy curriculum. Due to the
restrictions imposed by the Registrar’s office, all common core study-units had
to be removed from the proposed curriculum and amalgamated to form new
modules. This was carried out as all common core study-units have to be
assessed and have their results published individually. In order to decrease the
number of study-units in the common core modules, it was decided that related
study-units should be amalgamated. (Appendix 8)

Category: Biomedical Science — Physiology I & II

Theme: All physiology study-units placed into modules relating to each other
Theme: The physiology syllabus to be spread over two years |

As a result of this category, the Physiotherapy Board of Studies decided to
create two new modules titled ‘Biomedical Science — Physiology I’ and
‘Biomedical Science — Physiology II’, to be covered in the first and second year
of the course respectively. The number of study-units has been decreased, by
amalgamating a number of study-units; for example, PHB1101 — Body Fluids,
Cells, Cardiovascular and Respiratory Physiology as opposed to the previous
two study-units titled PHB1001 - Body Fluids, Cells and Cardiovascular
Physiology and PHB1002 - Respiratory Physiology.
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Category: Biomedical Science — Anatomy I & II

Theme: All anatomy study-units placed into modules relating to each other
Theme: The anatomy syllabus to be spread over two years

Theme: The creation of a new study-unit titled ‘Thorax and Pelvis Dissection’
to be included in the first year

Theme: The creation of two new study-units titled ‘Head, Neck, Upper and
Lower Limb Dissection’ and ‘Neuro-anatomy and CNS Dissection’

The implications of this category are similar to those discussed in the previous
category. Students would benefit from more demonstrations on the human
cadaver. As a result, a new study-unit titled ‘Neuro-anatomy and CNS
Dissection’ has been proposed.

Category: Study-units pertaining to physiotherapy - Modular assessment
Theme: Each module to be assessed by one or more different methods
Theme: Modules to be assessed in more than one sitting

Theme: The module result for a failed module will be ‘Incomplete’

Theme: Students to be allowed to re-sit the incomplete component
examination

Theme: Students who fail their re-sit examination will have to repeat the

module or repeat the year

All common core study-units have been removed from the physiotherapy
related modules, because of the two previous categories. As a result of these
identified themes, the course will be more advantageous to students in that: all
study-units forming one module are related, assessment can be carried out by
different methods, group-work is encouraged, and students will be able to re-sit
a failed component and not the whole module. Should a module have a credit
value of less than eight and the student fails, then progression to the next year
_is possible, during which the student must repeat the module. Should a_
student fail a module of credit value more than eight the student will have to
repeat the year. Since all the study-units form a module, and assessment of
the study-units is combined, one overall modular mark is awarded.
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Category: Common core study-units - Modular assessment

Theme: Each study-unit assessed individually

Theme: No modular mark given

Theme: Students who fail a study-unit will be entitled to re-sit the
examination

Theme: Should a student pass their re-sit, the only mark obtained is 45
Theme: Should a student fail a re-sit, this can be repeated in the following

year

Each study-unit is to be assessed individually and a result issued. Common
core modules do not necessarily mean that the subjects are directly related to
each other but, rather, grouped together under a module title; for example,
module ‘Applied Sciences’ comprises the two study-units ‘Pathology’ and
‘Pharmacology for Health Care Professionals’. These modules, based on the
medical model of education, are typical of the traditional physiotherapy

curriculum.

Category: Optional study-units

Theme: The course programme consists of compulsory and optional study-
units

Theme: To complete the course, a student must obtain eight E.C. from
optional study-units

Theme: Students to be allowed to follow optional study-units during the
second and third years of the course

Theme: Physiotherapy Division has provided a list of recommended optional
study-units

All the study-units offered to the students in the course programme are
necessary and compulsory. In addition, in accordance with the University

~ regulations, students have the opportunity to. choose units. from a

recommended list of optional study-units. Following discussion, the optimum
timing for these optional study-units was the second and third years of the

course.
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Figure 6.33 Diagram of the Research Methods used for this study (Cycle VIC)
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Category: Compensatory and Non-compensatory Study-Units

Theme: All physiotherapy and subjects directly related to physiotherapy are to
be non-compensatory

Theme: 13 study-units are to be considered compensatory

The Regulations state that a number of study-units are to be given a
compensatory pass status. This category comprises two themes that were
related to this issue. All optional and some common core study-units were to
be considered compensatory. (Appendix 7)

6.9.10 Implications at the end of this Cycle

Following the two meetings with the Physiotherapy Board of Studies, another
was held with the Registrar’s Representative. The changes made to the format
of the course programme were amended in such a manner that was now
acceptable to the Office of the Registrar. These were forwarded to the I.H.C.
Board of Studies for approval and finally to the Senate of the University. The
new proposed physiotherapy curriculum was now in line with the University
regulations and acceptable to the Office of the Registrar. The final implication
was that this study has resulted in two curricula. One considered ideal by the
Physiotherapy Board of Studies but not acceptable to the Office of the
Registrar, and the second, that is acceptable but not ideal.
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6.10 Cycle VII- Q Methodology

6.10.1

Research Aim

The aim of this final stage was to return to the primary stakeholders with the

finalised new curriculum and by means of Q Methodology triangulate the

findings.

Glossary of terminology used in Q Methodology

Concourse The flow of subjective communicability regarding any topic.

P-Set The research population

Q-Set / The constructed set of statements or questions that represent the

Q-Sample concourse.

Q-Sort/ The ordered ranking of the Q-Sample into a predefined distribution across a

Factor Array Likert scale.

Condition of The conditions under which the respondents are instructed to perform their

Instruction Q-Sorts.

Factor Clusters of respondents who have ranked the statements in the Q-Sample in
the same way.

Factor Correlation between the original variables and the factors. Squared factor

Loadings loadings indicate what percentage of the variance in an original variable is
explained by a factor.

Factor Matrix | Table displaying the factor loadings of all variables on each factor.

Factor Process of adjusting the factor axes to achieve a more meaningful factor

Rotation solution.

Factor Score

A measure created for each observation on each factor extracted in the
factor analysis. Factor weights are used in conjunction with the original
variable values to calculate the score of each observation. The factor scores
are standardised according to a z-score.

6.10.2

Introduction

The aim of this research was to inquire whether the inherited physiotherapy

curriculum taught at the Institute of Health Care was the most appropriate for

Malta following the new millennium. A study using qualitative methodology

resulted in data which revealed that changes were immediately necessary. As

the study progressed it was deemed appropriate to quantify this subjective

data. Q Methodology is a way of extracting subjective opinion and basically

provides a basis for the general study of subjectivity and can be regarded as a

technique for the objective study of subjective findings. It offers methods that

permit empirical examination of the meanings and significance of data collected

by qualitative means (Brown 1996).
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6.10.3 Justification of Q Methodology

Brown (1995) argues that there is no other method or theory that matches Q
Methodology’s versatility yet is consistent with the concepts of contemporary
science. This section will discuss the assumptions and interpretations made
during the application of Q methodology, the quality of resulting individual
perspectives, representativeness of shared perspectives and the efficiency of
the application.

Q methodology promises that it can be used to identify individual perspectives
and to objectively identify shared perspectives, using quantitative techniques.
Q Methodology allows the researcher to understand and interpret the subjective
data of his or her respondents. It was introduced by William Stephenson in
1935 and has evolved from factor analysis (Brown 1997). Q Methodology does
not estimate population statistics but instead samples the range and diversity of
views expressed; it does not make claims about the percentage of respondents
expressing them (Kitzinger 1987; Stainton Rogers 1995). According to Prasad
(2001), the first advantage of this type of methodology is that, even though the
operation of Q Sorting is subjective in the sense that the respondent is sorting
the statements from his or her point of view (Brown 1997), the forced grid
method of response means that they have to consider their response more
carefully and this brings about their ‘true feelings’. Prasad (2001) further states
another advantage of Q Methodology in that it can be used in a variety of
settings, on the same individual, on multiple occasions with short inter-test
intervals. Peritore (1989) is quoted as saying that it respects the integrity of
the participant as the results can be recorded anonymously and factorial results
cannot be predicted. Zraick and Boone (1991) argue that Q Methodology is
more focused than a general questionnaire and that Q Sorts are normally
distributed, hence, can be used parametrically in inter-group comparisons. It is
said to combine the strengths of both qualitative and quantitative research

traditions (Dennis and Goldberg 1996) and can also be viewed as the bridge

between the two (Sell and Brown 1984) hence this methodology was
considered ideal for this research. It bridged the gap between this PhD study
being totally qualitative, and the rigour and scientific weight that a quantitative
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study has to offer. Up to the early 1970s there was plenty of evidence of
controversy and peer criticism regarding Q methodology in the literature
(Brown 1997) however it is now being widely adopted as a recognized and
accepted means of research predominantly in North America and in Europe.
Even though there is no effective tool to measure attitudes and perspectives
accurately, Q Methodology has become one of the more popular means to do
so within the field of health education and health promotion (Peritore 1989;
Zraick and Boone 1991; Dennis and Goldberg 1996; Barry and Proops 1998;
Coffey et al 2004; Herron-Marx et al 2006). However, the literature especially
up to the early seventies revealed that there was substantial controversy and
criticism regarding this type of methodology (Brown 1997). The main reason
that Q methodology has been criticized is that if the Q-Sort had to be repeated
on the same persons, Q methodology does not necessarily yield the same
results. This has questioned the method’s reliability. However, Stainton Rogers
(1991) sees no problem with this as there is no expectation that an individual
will express the same view on two separate occasions and Brown (1995), has
also demonstrated that there is an 85% consistency in the manner that
participants reply if the study is repeated a year later.

Q methodology relies solely for its effectiveness on the cooperation and honesty
of the participants and the results depend directly on the researcher’s selection
of statements to include in the Q-Set, and the stakeholders who are included in
the P-Set. In an attempt to remain as objective as possible certain precautions
were taken. Representativeness of the set of shared perspectives was
determined by the P-Set being the same participants that were interviewed in
the earlier stages of the research. Next, should all the statements in the Q-Set
be loaded or geared towards the replies that the researcher wanted to receive
then the outcome will definitely confirm the researcher’s hypothesis (Stainton
Rogers 1995). In order to prevent any criticism regarding the methodology
used in this study regarding the formulation of the Q-Set this was overcome as .
all the statements for the Q-Set originated from the actual interviews that were
held in the first three cycles. These were later reviewed both by the researcher
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and his supervisor to confirm authenticity and those they represented the range
of statements that covered that the topic.

Even though a Q-Grid was provided and the participants went through a
reflective process prior to marking the grid, some for whatever reason might
have tried to fake their responses to undermine the results or give answers that
they thought the researcher might have wanted to receive. These faults have
been pointed out in the literature (Rugg and McGeorge 1997). The use of a Q-
Grid has been viewed as a major disadvantage of Q sorting and has received
further criticism mainly as the participants’ perspectives or opinions could not
be expressed freely but had to abide by the fixed grid distribution (Rugg and
McGeorge 1997. This, according to Steelman and Maguire (1999) could be
solved by allowing respondents to rank statements as they please without
adhering to the shape of the distribution of the grid. In such cases participants
are, however, not stimulated to evaluate their agreement with one statement
relatively to their agreement with another, and accuracy of the elicited replies
will be less accurate than if carried out with the normal presented grid
(Oppenheim 1992). The validity of elicited answers as stated previously
depends on the willingness of the participants to reflect openly on their replies.
This validity cannot be directly tested, but in order to get some feeling for it,
individual replies were compared to the interview results collated earlier during
the previous action research cycles. |

There is a risk of bias occurring during the interpretation stage. This is because
interpretation lies with the researcher himself. Pope et al (2000) states that to
take the Q analysis beyond the most basic descriptive and counting exercise
must require the researcher’s analytical skills in producing results from the
data. The same is true for the researcher’s choice of the number of factors to
use, the names given to the stories that emerge, and the reconstruction of the
argumentation structures.

The efficiency of Q methodology is dependant on the researcher and the

participants who rank the Q-Set. The Q analyst has to be familiar with the

methodology required prior to attempting to apply it (Exel and de Graaf 2005).
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At face value Q methodology appears very straight forward and an easy tool to
use, but the researcher requires knowledge on how to develop and sample the
concourse and a knowledge of statistics is required (Rugg and McGeorge 1997).

Finally, to summarise and endorse the trustworthiness of this study, the Q Sort
consisted of the same themes that were generated from the previously held
interviews and involved the same participants that had generated them. In this
manner, triangulation of the data collected and analysed was carried out, giving
more credibility to the study and the results generated.

6.10.4 Sampling of the Research Population

The population in conventional research refers to the group of people who
qualify to participate in the study. The sample refers to those people on which
the study has been conducted. In Q methodology, the population and the
sample is not as rigidly defined as in quantitative research. The sample needs
not be randomly drawn from the population but often are chosen for the
research because they have special relevance to the topic or hold strong views
about the topics of interest (Van Exel and de Graaf 2005). The focus is on in-
depth analysis of a small number of respondents rather than superficial analysis
of a large number of cases. In contrast to probability methods employed in
quantitative research, sampling in qualitative research typically involves the
selection of a small number of persons. Although the sample size is small the
respondents are considered to be ‘information rich’ (Patton 1990) and for this
reason, sampling is also “purposive,” where the researcher bases sample
selection on the purpose of the study and what is known about the population
of interest (Rubin and Babbie 1997). Since the aim of the first stage was to
investigate the opinions of the immediate stakeholders, it was considered
necessary to choose a small population from within these stakeholders to
exhibit sufficient similarity to be meaningfully compared to one another.

~Sample size in Q Methodology is backed by the need to create the ‘stories’

rather than increasing the numbers of respondents for each story (Block 1978).
In accordance with Brown (1980) the P-Set is not chosen at random but are
persons who are expected to have a clear and distinct viewpoint regarding the
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problem. Hence, the newly qualified members of staff were chosen as all were
the actual final year students who were interviewed during the first and third
cycles of the research study and have qualified since then.

6.10.5 Research Method

Donner (2001) and Exel and de Graaf (2005) describe Q Methodology as being
composed of five stages: (1) developing the concourse; (2) sampling the
concourse; (3) constructing the Q-Set; (4) Q-Sorting; and (5) analysis and
interpretation.

Stage (1) Devising the concourse:

This involves the development of the flow of ideas surrounding any topic
referred to as a ‘concourse’, where suggestions occur together in thought, and
it is from this concourse that a sample of statements is drawn. A concourse
can be constructed in @ number of ways (Brown 1995). Specific to this
research study, the concourse evolved from the interviews that took place
during the first three cycles as the action research developed. The first focus
group interview was followed up by individual, face -to- face, in depth, semi-
structured interviews that were all transcribed and it is from this data that the

Q-Set/Sample was later selected.

Stage (2) Sampling the concourse.

The transcripts of the interviews were analysed by means of Thematic Analysis
whereby single words, ideas, word sense or whole sentences were used to get
a summary of the concourse yet, at the same time not identifying the actual
respondent thus ensuring anonymity. This list of statements helped to
formulate a number of themes which included Course Design, Course Content,
Teaching/Delivery of the course, Learning, Clinical Practice, Course Assessment,
Physiotherapy Skills and Clinical Supervisors.

Stage (3) Constructing the Q-Set/Q-Sample.
This was dervided from the large number of categories, sub-categories, themes
and sub-themes that emerged from the interviews held previously. A subset of
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shortened statements called a Q-Set or Q-Sample was later drawn from the
larger concourse of statements together with the participation of my local
supervisor (Stainton Rogers 1995). This Q-Set was pilot tested, originally on an
academic who has used interviewing as the methodology for her qualitatively
based PhD, next on a non-professional to see whether she understood the
terminology used and, finally, on two present final year students. The aim of
this was to achieve clarity, appropriateness, simplicity and applicability.
Appropriateness and applicability are necessary to obtain the optimum balance
between the statements generated by the interviews and the Q-Set thus
ensuring constructual and contextual validation.  Five different lists of
statements (Q-Sets) were produced and each statement was allocated a
number. The Box below refers to an example of one of the Q-Sets.

Q-Set ‘B’ — Course Content

S1: Is the course content irrelevant?

S2: Does the course content contain too much detail?

S3: Is there a discrepancy between the theoretical and practical components of
the course?

S4: Do you consider that certain theoretical components have been omitted
from the course content?

S5: Do you think that the course content is not suitable?

S6: In your opinion, do you think the course requires more superVISIon?

S7: Are certain components of the course not applicable to your professional
development?

S8: Are there subjects within the course content which you perceive as a waste
of time?

Stage (4) Q-Sorting:

These Q-Sets were presented to the participants in the form of a Q-Sort
together with the ‘Conditions of Instructions’ (Appendix 27). The Q-Sort
involves the placing of a set of statements in rank order from strongly disagree
(-3) to strongly agree (+3) with 0 representing uncertainty or impartiality
(Kltzmger 1987). Typlcally, one or two statements were placed in the extremes
and the maJorlty were placed towards the centre resultlng in a normal
distribution (Prasad 2001). This normal distribution was forced as the
respondents had to record their statements according to a response grid (Q-Grid)
that had been prepared by the researcher.
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Figure 6.34 Example of the Q-Grid used for Q-Set ‘B’

-3 -2 -1 0 1 2 3
Answer Key:
[ -3 — Strongly Disagree | 0 - Uncertain | 3 - Strongly Agree

The Q-Sort was narrowed down to five Q-Sets that the researcher thought
pertinent with the development of a new curriculum. These were:

1. Q-Set ‘A’ — Issues concerning the Course Design and consisted of 31

statements.

2. Q-Set 'B' — The Course Content with 8 statements.

3. Q-Set'C’ — Teaching/Delivery of the course with 15 statements.

4, Q-Set ‘D’ - Clinical Practice with 18 statements

5. Q-Set'E’ — Course Assessment with 25 Statements.
(Appendices 22, 23, 24, 25, 26)

The Q-Sort was according to the ‘Conditions of Instructions’ given to the
respondents (Appendix 27). These were first asked to tackle each Q-Set
individually. The process commenced by reading all the statements in that
particular Q-Set. Following this, each participant was then given two high-
lighters and asked to highlight the statements that they agreed with using a
yellow high-lighter and those that they did not agree with using a blue high-
lighter. The statements that they were uncertain with, or that they felt
impartial to, were left unmarked. They were then asked to review their
responses and, finally, asked to complete the Q-Grid by ranking the statements
that they did not agree with from -3 to -1, and statements they agreed with
from +1 to +3. All remaining statements had to be placed in the 0 column.
Stage (5) Q Analysis and Interpretation:

The response grids were then factor analysed using PQMethod version 2.11
that was downloaded from the internet site —
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http://www.[rzmuenchen.de/~schmolck/gmethod/downpgx.htm. This software

employs a particular form of multivariate analysis in order to identify and
describe the different ‘stories’ that can be told about a particular issue by
examining the way people respond in systematically different ways to
propositional samples of discourse (Stainton Rogers 1995). It does this by
generating clusters of P-Sets rather than clusters of variables. Principal
Component Analysis (PCA) was the method used for factor analysis. QPCA
calculates all Eigenvalues and their relevant corresponding percentage values
for the unrotated factors. Finally, all Q-Sorts were processed by Q-Analyze that
gave the complete analysis of the Q-Sorts. The outcome of Q-Sort factor
analysis is a factor output that collects groups of respondents whose views of
the curriculum were similar. From these factors the researcher interpreted the
stories that emerged. Since this cycle wanted to verify and rank the themes
that were analysed from the previous cycles, it was decided that the factors
with the highest Eigenvalue values will be Q-Rotated using a Varimax method
of orthogonal rotation.

The final stage of this Q study was to interpret the reSuIﬁng factors.
Interpretation is carried out by comparing and contrasting the positioning of
items in the reconstructed Q-Sorts representing each factor. Interpretation was
helped by theory, previous research and/or any specific knowledge of the
researcher (Stainton Rogers 1995). The factor matrix or loadings summarises
which of the Q-Sorts are similar or different from one another (Brown 1996).
The different sorting patterns are evaluated in order to infer the particular
‘story’ that is being told (Stainton Rogers et al 1995).

6.10.6 Q-Set 'A’: Factors pertaining to Course Design (Appendix 22)
First of all the correlation matrix between the sorts is calculated. This
represents the amount of agreement and disagreement between the individual

sorts. In other words, it represents the degree of similarity, and vice-versa, in

points of view between the individual P-Set. ‘1.00" would be a perfect positive
correlation and similarly, *-1.00" would be a perfect negative correlation.
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Table 6.1 Correlation Matrix between Sorts

Sorts 1 2 3 4 5 6 7 8 9| 10
1 Participant 1 1| 59| 47| 49| 32| 31| 37| 11| .27 | .53
2 Participant 2 .59 1] 44| 26| 43| .18| 40} .29 | .48 | .60
3 Participant 3 47 | 44 1] 59| .06 42| 49| .24| .49 | .58
4 Participant 4 491 .26 .59 1]-06| 55| 33| 30| .36 | .44
5 Participant 5 32| 43| .06 | -.06 1| 27| 24| 31| .31] .31
6 Participant 6 31| .18 42| 55| .27 1| 39 .17 | 35] .45
7 Participant 7 37| 40| 49| 33| 24| .39 1] .23 34| .60
8 Participant 8 A1) 29| 24| 30| 31| 17| .23 1] 42| 41
9 Participant 9 27| 48| 49| 36| 31| 35| 34| 42 1] .61
10 Participant 10 53| 60| 58| 44| 31| 45| 60| 41| .61 1

To determine how large a correlation must be if it is to be considered
substantial, the standard error is calculated by the equation 1/v(N), where N is
the number of statements. In this case, for Q-Set ‘A’, this was thirty one. The
standard error of a method of measurement is the estimated standard deviation
of the error in that method. Specifically, it estimates the standard deviation of
the difference between the measured or estimated values and the true values.
Hence, the standard error for the correlation matrix for Q-Set ‘A’ is equal to 1/
V31 (5.57) = 0.18. In Q Methodology a participant is deemed to have
significant loading on a factor when the loading is equal to or in excess of, two
to two and a half times the standard error. Therefore, if the Standard Error
was 0.18 multiplied by 2 = 0.36, and, multiplied by 2.5 = 0.45 (irrespective of

sign).

Hence, from the above correlation matrix one can note that:

e Participant 1 is strongly correlated to Participants 2 (r=0.59), 10
(r=0.53), 4 (r=0.49), 3 (r=0.47), and to a lesser extent with Participant
3 (r=0.37).

o Participant 2 correlates substantially with Participants 10 (r=0.60), 1
(r=0.59), 9 (r=0.48) and to a lesser extent with Participants 3 (r=0.44),
5 (r=0.43), 7 (r=0.40).

e Participant 3 correlates strongly with Participants 4 (r=0.59), 10
(r=0.58), 7 and 9 (r=0.49), 1 (r=0.47) less with Participants 2 (r=0.44)
and 6 (r=0.42).

e Participant 4 correlates strongly with Participants 3 (r=0.59), 6 (r=0.55),
1 (r=0.49), and less with Participants 10 (r=0.44) and 9 (r=0.36).
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e Participant 5 only correlates weakly with Participant 2 (r=0.43).

e Participant 6 correlates strongly with Participant 4 (r=0.55) and 10
(r=0.45) and less with Participants 3 (r=0.42) and 7 (r=0.39).

e Participant 7 correlates strongly with Participant 10 (r=0.60) and 3
(r=0.49) to a lesser extent with Participants 2 (r=0.40), 6 (r=0.39) and 1
(r=0.37).

e Participant 8 only correlates weakly with Participants 9 (r=0.42) and 10
(r=0.41).

e Participant 9 correlates strongly with Participants 10 (r=0.61), 3
(r=0.49), 2 (r=0.48) and less with Participants 8 (r=0.42) and 4
(r=0.36).

e Participant 10 correlates strongly with Participants 9 (r=0.61), 7 and 2
(r=0.60), 3 (r=0.58), 1 (r=0.53), 6 (r=0.45) and less with Participants 4
(r=0.44) and 8 (r=0.41).

According to the unrotated factor matrix, it appears that all participants were
generally very consistent with each other in their replies to the extent that the -
Eigenvalue was 4.4653 accounting for 45% of the total variance (Appendix 22 |
Table 2).

Table 6.2 Rotated Factor Matrix with an X Indicating a Defining Sort

Loadings

QSort Factor 1 Factor 2
1 Participant 1 0.5405X 0.4256
2 Participant 2 0.3155 .7341X
3 Participant 3 0.8051X 0.2053
4 Participant 4 0.8736X -0.0201
5 Participant 5 -0.1259 0.8284X
6 Participant 6 0.6657X 0.1521
7 Participant 7 0.5503X 0.3936
8 Participant 8 0.1846 0.5449X
9 Participant 9 0.4463 0.5686X
10 Participant 10 0.6167X 0.5992
% expl.vVar. 32 26

The loadings express the extent to which each Q-Sort is associated with each
factor. Hence, Participant 4 is correlated with Factor 1 to an extent of 0.8736,
whereas Participant 5 is correlated -0.1259; on Factor 2 their respective
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loadings are -0.0201 and 0.8284. As indicated previously, factor loadings in
excess of 0.36 (plus or minus) can be considered significant. Therefore, only
the first two factors contain significant loadings. When a participant’s factor
loading exceeds a certain limit (P = <0.01) this is called a ‘defining variate or
variable’. This limit is calculated by dividing the multiplier (2.575) by the
square root of the number of statements in the Q-Set (31). Hence, the limit for
statistical significance for this factor loading is 2.575 / 5.568 = 0.46. Also, at
this stage one can identify ‘exemplificatory or ‘definer Q sorts as indicated by a
loading greater than +/- 0.6 on one, and only one, factor (Block 1978;
McKeown and Thomas 1988), and hence Participants 3 (f =0.80), 4 (f =0.87), 6
(f =0.66) and 10 (f =0.62) can be taken to be the ‘exemplars’.

The next step in the interpretation of factors in Q methodology proceeds in
terms of factor scores rather than factor loadings. In Q methodology, a ‘factor’
is a cluster of Q-Sorts with similarities or common attitudes or perceptions,
about ‘The Course Design’ in this case. The factor score is the score of a
statement as an average of the scores given to that statement by all of the Q-
Sorts associated with that factor. For the sake of precision, the Q-Sorts are
weighted to take into account the fact that some are closer approximations of
the factor than others. This is calculated by the formula w=f / (1-f squared)
where f= the loadings and w= weights. Hence, for example by referring to
Table 6.2 for Participant 1: w = 0.5405 / (1 — 0.5405 x 0.5405) = 0.76.

Participant 1 f=0.54 w= 0.76
Participant 3 f=0.81 w= 1.24
Participant 4 f=0.87 w= 3.69
Participant 6 f=0.67 w= 1.20
Participant 7 f=0.55 w= 0.79
Participant 10 f=0.62 w= 1.00
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Table 6.3 Factor Q-Sort Values for Each Statement

No. | Statement Factor 1 | Factor 2
N=6 N=4
1 Change in sequence when subjects are taught 3 0
2 Coordination 3 3
3 Ratio 0 -1
4 Weighting 1 0
5 Layout 1 -3
6 Exposure 3 3
7 Observation 1 3
8 Ambiguous 1 -1
9 No stimulation -2 -2
10 | Assessment 2 0
11 | Amalgamation -3 1
12 | Link 0 -1
13 | PBL -2 -2
14 | FCE -1 0
15 | UOM No FCE -1 2
16 | Change necessary 0 -1
17 | Students -3 -3
18 | Small number of students 0 -2
19 | Entry qualifications 0 2
20 [ Teaching staff -1 0
21 | Not commencing annually -3 2
22 | Study-units -2 0
23 | Credits -1 1
24 | Rules & Regulations 0 -2
25 " [ Clinical modules -1 0
26 | Earlier parts 2 2
27 | More time FCE 1 1| Variance = 3.097
28 | Gap 2 1| st Dev.=1.760
29 | Perception 0 1
30 | Common core 2 -1
31 | Sex -2 -3

The Factor Q-Sort Values for each statement provides a good indication of how
each group ranked the statements. Table 6.3 above contains the P-Set ‘A’
data. The values in the columns represent the typical pattern sort of the
participants thét have been flagged with the symbol 'x’ to that factor. From
this table one can commence to get a generalised insight of each group’s
perspective on the issue about factors pertaining to the Course Design.
However, it is difficult to get a sense of the relative priorities of any one group
without sorting for that group. So, by reviewing the Normalised Factor Scores
the plr'oﬁlesr become much clearer. A statement’s factor score is the normalised
weighted average statement score of participants which define that factor and
is referred to as the Z-score. According to their Z-score, statements can be
attributed to the original quasi-normal distribution resulting in a ‘composite’
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(idealised) Q-Sort for each factor (Wong et al 2004). The Statements at the
top of each table are ranked as more important by the group and the
statements at the bottom less important.

Table 6.4 Normalised Factor Scores for Factor 1

Factor 1
No. | Statement Z-Score
2 Coordination 1.964
1 Change in sequence when subjects are taught 1.745
6 Exposure 1.444
26 | Earlier parts 1.335
30 | Common core : 1.070
28 | Gap 0.827
10 | Assessment 0.617
7 Observation 0.605
5 Layout 0.587
4 Weighting 0.587
27 | More time FCE 0.423
8 Ambiguous 0.332
19 | Entry qualifications 0.297
18 | Small number of students 0.269
12 | Link 0.132
24 | Rules & Regulations 0.131
29 | Perception -0.006
3 Ratio -0.144
16 | Change necessary -0.177
15 | UOM No FCE -0.347
14 | FCE -0.490
20 | Teaching staff -0.528
25 | Clinical modules -0.621
23 | Credits -0.755
9 No stimulation -0.793
31 | Sex -0.884
13 | PBL -1.038
22 | Study-units -1.117
21 | Not commencing annually -1.532
11 | Amalgamation -1.850
17 | Students -2.081
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Table 6.5 Normalised Factor Scores for Factor 2

Factor 2
No. | Statement Z-Score
6 Exposure 2.117
2 Coordination 2.108
7 Observation 1.198
15 | UOM No FCE 1.169
19 | Entry qualifications 0.985
21 | Not commencing annually 0.934
26 | Earlier parts 0.839
27 | More time FCE 0.640
11 | Amalgamation 0.457
29 | Perception 0.418
28 | Gap 0.416
23 | Credits 0.333
22 | Study-units 0.121
4 Weighting 0.098
14 | FCE 0.072
20 | Teaching staff -0.045
1 Change in sequence when subjects are taught -0.138
25 | Clinical modules -0.210
10 | Assessment -0.219
16 | Change necessary -0.315
3 Ratio -0.402
30 | Common core -0.465
8 | Ambiguous -0.542
12 | Link -0.598
13 | PBL -0.730
18 | Small number of students -0.750
9 No stimulation -0.807
24 | Rules & Regulations -1.281
5 Layout -1.405
17 | Students -1.881
31 | Sex -2.117

The statements ranked at either end of the sort of a factor are called
‘Characterising statements and are used as a first description of the point of
view represented by that factor and can be used to highlight the differences
and similarities between factors (Van Exel and de Graaf 2005).

Thé final step in the profiling sequence is to isolate the statements in the sort
that are distinctive for each group (factor). The ‘difference scoreé is the
amount of difference between a statement’s score on any two factors. A
difference of 2 between factor scores can be considered statistically significant
(Brown 1996) (Appendix 22 Table 9). If a statement’s score on two factors
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exceeds this ‘difference score’ it is called a ‘distinguishing or distinctive
statement' (Van Exel & de Graaf 2005).

Table 6.6 Distinguishing Statements for Factor 1 and 2
(P < 0.05; Asterisk (*) Indicates Significance at P < 0.01)

Factor 1 Factor 2
No. | Statement Rank Score Rank Score
1 Change in sequence when subjects are 3 1.75% 0 -0.14
taught
6 Exposure 3 1.44 3 2.12
30 | Common core 2 1.07* -1 -0.47
10 | Assessment 2 0.62* 0 -0.22
5 Layout 1 0.59* -3 -1.40
8 Ambiguous 1 0.33% 1 -0.54
19 | Entry qualifications 0 0.30 2 0.98
18 | Small number of students 0 0.27* -2 -0.75
12 | Link 0 0.13 -1 -0.60
24 | Rules & Regulations 0 0.13* -2 -1.28
15 | UOM No FCE -1 0.35% 2 1.17
23 | Credits -1 0.75* 1 0.33
31 | Sex -2 0.88* -3 -2.12
22 | Study-units -2 -1.12% 0 0.12
21 | Not commencing annually -3 -1.53* 2 0.93
11 | Amalgamation -3 -1.85% 1 0.46

This table shows that for Factor 1 the six participants rate statement 1 (Change
in sequence when subjects are taught), statement 6 (Exposure), statement 30
(Common core), statement 10 (Assessment), statement 5 (Layout) and
statement 8 (Ambiguous) higher than the average. In the same manner, they
rate statements 19, 18, 12, 24, 15, 23, 31, 22, 21 and 11 lower than average.

For Factor 2 the four participants rated statements 6 (Exposure), 19 (Entry
qualifications), 15 (U.0.M. no F.C.E.), 23 (Credits), 21 (Not commencing
annually) and 11 (Amalgamation) higher than average and conversely
statements 1, 30, 10, 5, 8, 18, 12, 24, 31 and 22 lower than average.
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Table 6.7 Consensus Statements for Factor 1 and 2
All listed statements are Non-Significant at P>0.01 and those flagged with an *
are also Non-significant at P>0.05

Factor 1 Factor 2
No. | Statement Rank Score Rank Score
2* | Coordination 3 1.96 3 2.11
3* | Ratio 0 -0.14 -1 -0.40
4* | Weighting 1 0.59 0 0.10
6 Exposure 3 1.44 3 2.12
7* | Observation 1 0.60 3 1.20
9* | No Stimulation -2 -0.79 -2 -0.81
12 | Link 0 0.13 -1 -0.60
13* | P.B.L. -2 -1.04 -2 -0.73
14* | F.C.E. -1 -0.49 0 0.07
16* | Change necessary 0 -0.18 -1 -0.32
17* | Students -3 -2.08 -3 -1.88
19 | Entry Qualifications 0 0.30 2 0.98
20* | Teaching Staff -1 -0.53 0 -0.05
25* | Clinical Modules -1 -0.62 0 -0.21
26* | Earlier components 2 1.34 2 0.84
27* | More time for F.C.E. 1 0.42 1 0.64
28% | Gap 2 0.83 1 0.42
29* | Perception 0 -0.01 1 0.42

A statement that is not distinguished between( any of the identified factors is .
called a ‘consensus statement (Van Exel & de Graaf 2005). This table shows
that for Factor 1 the six participants rate statements 2 (Coordination), 4
(Weighting), 6 (Exposure), 7 (Observation), 26 (Earlier components), 27 (More
time for the F.C.E.) and 28 (Gap) higher than average and in the same manner
statements 3, 9, 12, 13, 14, 16, 17, 19, 20, 25 and 29 lower than average.

For Factor 2 the four participants rated statements 2 (Coordination), 6
(Exposure), 7 (Observation), 19 (Entry qualifications), 26 (Earlier components),
27 (More time for F.C.E.), 28 (Gap) and 29 (Perception) above average and
similarily statements 3, 4, 9, 12, 13, 14, 16, 17, 20, and 25 below average.

6.10.7 Findings

Response rate

For the purpose of this study 10 out of the possible 14 newly qualified members
of staff took part representing the P-Set, a 71% response rate. Out of the four
members of staff who did not participate, one is now working overseas and the
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remaining three did not respond even though a second letter was sent to them

offering a second session..

6.10.8 Interpretable ‘Stories’ )

In Q Methodology, interpretations are based on factor arrays and factor scores
rather than loadings which are typical to factor analysis. After controlling the
weighting of each factor loading, a Q-Sort can be viewed for each of the
factors. These factors reflect an overall Q-Set for all the P-Sets (respondents).
Based on these Q-Sets distinguishing statements that are associated with each
factor can be identified. Two factors regarding the Course Design had an
Eigenvalue of more than one. Hence, two interpretable stories became evident.

Story 1: programme of studies

With reference to Table 2 (Appendix 22), Factor 1 had an Eigenvalue of 4.4653
with a population of 6 statistically significant participants loading and four out
of these six participants being considered as ‘exemplars’ with loadings of
0.8736, 0.8051, 0.6657 and 0.6167 respectively (Block 1978; McKeown and
Thomas 1988). The participants that loaded significantly on this story felt very
strongly that a more focused course design was necessary. Distinguishing
‘exemplificatory’ Q sort statements, such as that the course required a ‘change
in the sequence when subjects are taught’ were expressed:

"Disability issues’ is in this year’s moaule, they're going to do
it in the 4" year and I think it’s too late.” (D23 2002)

"Reflective practice... should be done earlier, maybe in the
third year.” (D117 2002)

Other statements considered the course programme to be rather ‘ambiguous’ or
vague, were identified.

"The actual design of the whole four years,..which as a
whole,...which I find a big problem, the way, the ambiguity...”
(A44 2002)

The ‘layout’ of the course was another statement that the exemplars
highlighted showing that they felt that the course design required change.

253



"My opinion is that maybe we should, em, look at resetting
the whole course into doing all the academic work, and when
they finish, we do our exam in the clinical.” (E11 2002)

Another distinguishing statement that contributes to this story was that
students felt that they ought to be given the chance to experience all the
different clinical placements available in order for them to be given a complete
clinical picture of conditions and pathologies.

"I didn't get the amputees placement, I didnt do it, and I had
an amputee in the final.” (D159 2002)

The exemplars also loaded significantly on the statements regarding common
core subjects and lecturing. Most participants regard this topic negatively and
have expressed statements showing that they consider these common core
subjects as being either: inapplicable, too generic, too broad, not done in
enough detail or, occasionally, unrelated to the physiotherapy course.

"..Common core subjects, they werent very much targeted to
our needs, because we were with other courses, of various
areas, and it was just a broad thing, very open, which most of
the time wasn't applicable to us.” (G34 2002)

They also commented that the numbers of students attending lectures were so
large that they felt distracted or did not have the opportunity to participate in
the lectures.

"How many students are you talking about? A population!

For Psychology, Introduction to Psychology, we were about a
100, or something like that, you know, a big lecture theatre,
with a lot of students...” (377-78 2002)

Another concern related to this issue was that certain lecturers delivering these
common core lectures were sometimes unfamiliar with their students and, as a

result, were not aware of the detail some professions require.

"Most of the time, we have to tell the lecturer, 'listen we want
to know this;, even in first year we did that. But mostly in the
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later years we did more, because we knew what we needed.
But sometimes they say, ‘you don’t need to know that.”
(342 2002)

However, one has to state that not all participants perceived this concept as a
negative experience. Some of them viewed common core lectures as a good
way to exchange ideas and experiences with students from different divisions
or faculties, and were very enthusiastic about learning about other professions.

"What I enjoyed most from common core_lectures was being
with other students from the different faculties, learning about
their professions,...how they see things,...how they reason
things out.” (H58 2002)

Story 2: Course management

Factor 2 with an Eigenvalue of 1.3913 and a population of 4 were identified,
giving another ‘interpretable story’. Two of the population of four were
considered as exemplars as their loadings were 0.8284 and 0.7341. Referring
to Table 6.2, it was interesting to note that the exemplificatory statement
concerning the amount of clinical practice placements was again expressed.

"It would be have been ideal if we managed to do all the
placements, I missed paediatrics,....now I feel I dont know
enough about,... you know...treating children.”

(C77 2002)

Students were also of the same opinion that courses should not commence
annually and were very consistent that the entry qualifications ought not to be

lowered; both these statements are concerned with course design.

Another suggestion expressed by the students that was very positive towards
the design of a new curriculum was the move away from a speciality-based
curriculum to a more competency-based curriculum that will be assessed as a
whole at modular level rather than at individual study-unit level.

"We need to look at grouping more the sequence of subjects
into one whole module and delivering it as a moaule, rather
than particular subjects.” (E15 2002)
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The participants also were concerned about the manner that the course was
assessed. Another concern was that the course was over-assessed and unfair,
in that even though the course was based on the credit system they also had
to sit for final comprehensive examinations at the end of the fourth year.

"Actually speaking, were talking of a 120 credits being
nothing more than just a ticket, a ticket to ride really... at the
end of the day, its all coming down to these 6 hours of
written work... then it’s the patient, its pot luck... because in
those nine hours of assessment... you get a pass, you pass
and you become a physiotherapist.” (E61 2002)

To conclude, it is evident from the analysis of Q-Set ‘A’ that there is a need for
change in the curriculum and in course design. Both the negative criticisms and
the positive suggestions have all been noted and incorporated into the new

curriculum.

6.10.9 Q-Set 'B": The Course Content (Appendix 23)
The correlation matrix for this Q-Set is calculated. This represents the amount
of correlation between the individual sorts. '

Table 6.8 Correlation Matrix between Sorts

Sorts 1 2 3 4 5 6 7 8 9] 10
1 Participant 1 1| 96| 54| -07} 82| .14| .14| 50| .29] .25
2 Participant 2 .96 1| 57| -11} 82| 32| .11 | 50 46| .21
3 Participant 3 54| 57 1] 39| 14| 54| 54| .29( .50] .21
4 Participant 4 -07 | -11| .39 1|-21)-14] 57| -50| .11 | .54
5 Participant 5 82| 82| 14| -21 1] .11 0| 54| .36 0
6 Participant 6 Jd4) 32| 54 -14| .11 1| .07 | .25| .50 | -.54
7 Participant 7 A4 | 11 54| .57 0| .07 1] 29[ 46| .25
8 Participant 8 50| 50| .29 -50| 54| .25| .29 1( .50 -.25
9 Participant 9 29 46| 50| 11| 36| 50| .46 | .50 1] .14
10 Participant 10 25 21| 21| .54 0]-54] 25| -25] .14 1

The Standard Error for this correlation matrix was equal to 1/SQRT 8 = 0.35
multiplied by 2 = 0.7 and by 2.5 = 0.88. Hence, it demonstrates that:
Participant 1 correlates strongly with Participants 2 (r=0.96) and slightly less
with participant 5 (r=0.82).

Participant 2 correlates extremely well with Participant 1 (r=0.96) and to a
lesser extent with Pérticipant 5 (r=0.82).
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Participant 5 strongly correlates with Participants 1(r=0.82) and 2 (r=0.82).

According to the unrotated Factor Matrix (Appendix 23, Table 2), it appears that
all participants were rather consistent with each other regarding their replies to
the Q-Sort to the extent that the Eigenvalue was 3.9797 accounting for 40% of

the total variance.

These factors are then rotated to arrive at a clearer representation of distinct

patterns of sorts.

Table 6.9 Rotated Factor Matrix with an X Indicating A Defining Sort

Loadings

QSort Factor 1 Factor 2
1 Participant 1 0.8470X 0.1773
2 Participant 2 0.9079X 0.1610
3 Participant 3 0.5611 0.6163
4 Participant 4 -0.2812 0.8881X
5 Participant 5 0.8072X -0.1008
6 Participant 6 0.5039 -0.0969
7 Participant 7 0.1998 0.7346X
8 Participant 8 0.7705X -0.1961
9 Participant 9 0.6176 00.3613
10 Participant 10 -0.0871 0.7196X
% expl.Var. 39 25

These loadings are the extent to which each Q-Sort is associated to each factor.
Factor loadings in excess of +/-0.7 can be considered significant; hence the
first two factors only contain significant loadings. The limit for statistical
significance for this factor loading is again calculated using the formula of
dividing the multiplier 2.575 (p= <0.01) by the square root of the number of
statements in the Q-Set (8) = 0.91. ‘Exemplificatory Q sorts’ indicated by a
loading greater than =/- 0.6 (Block 1978; McKeown and Thomas 1988) on a
factor can be identified as well as the ‘exemplars’ (Participants 1 f=0.84, 2
f=0.91, 5 f=0.81, 8 f=0.77 and Participant 9 f=0.62).

For Q-Set 'B’ the weighting for the following participants whose standard error
is more than 0.7 is calculated using the formula w=f / (1-f squared):
Participant 1 f=0.84 w= 3.00
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Participant 2 f=0.91 w=5.17
Participant 5 f=0.81 w =232
Participant 8 f=0.77 w=1.90

Table 6.10 Normalised Factor Scores for Factor 1

Factor 1
No. | Statement Z-Score
6 More supervision 1.655
3 Discrepancy 0.594
4 Omitted 0.498
2 Excessive data 0.376
5 Not suitable -.150
1 Irrelevant -0.552
7 Not applicable -0.850
8 Waste of time -1.571

Table 6.11 Normalised Factor Scores for Factor 2

Factor 2
No. | Statement Z-Score
8 Waste of time 1.411
4 Omitted 0.833
5 Not suitable 0.544
3 Discrepancy 0.242
6 More supervision 0.017
7 Not applicable -0.591
2 Excessive data -0.682
1 Irrelevant -1.774

At this stage, one can take note of the ‘characterising statements’ that are

ranked at either end of the composite sort of the factor.

Table 6.12 Factor Q-Sort Values for Each Statement

No. | Statement Factor 1 Factor 2
N=4 N=3

11 Irrelevant -1 -3
2 Excessive data 0 -2

3 Discrepancy 2 0

4 Omitted 1 2

5 Not suitable 0 1

6 More supervision 3 0

7 Not applicable -2 -1

8 Waste of time -3 3

Variance = 3.500
St. Dev. = 1.871

The characteristic statements also become recognisable. With regard to Factor

1 ‘'more supervision’ being ranked at 3, positively, and ‘waste of time’, -3

ranked at the opposite end of the scale. In Factor 2 the statement ‘waste of



time’ (3) is the characteristic statement that was ranked highest positively and

while ‘irrelevant’ (-3) was placed at the other extreme.

Table 6.13 Distinguishing Statements for Factor 1 and 2
(P < 0.05; Asterisk (*) Indicates Significance at P < 0.01)

Factor 1 Factor 2
No. | Statement Rank Score Rank Score
6 More supervision 3 1.66* 0 0.02
2 Excessive data 0 00.38* -2 -0.68
1 Irrelevant -1 -0.55% -3 -1.77
8 Waste of time -3 -1.57% 3 1.41

Table 6.14 Consensus Statements for Factor 1 and 2
All listed statements are Non-Significant at P>0.01 and those flagged with an *
are also Non-significant at P>0.05

Factor 1 Factor 2
No. | Statement Rank Score Rank Score
3* | Discrepancy 2 0.59 0 0.24
4* | Omitted 1 0.50 2 0.83
5% | Not suitable 0 -0.15 1 0.54
7* | Not applicable -2 -0.85 -1 -0.59

Story 1: The lack of supervision

As illustrated in the above Table 13, the distinguishing statement (6) that is
significant and ranked +3 with a Z score of 1.66 at P <0.01, indicating that
most of the participants strongly agree with it, is that participants would like to
have more supervision during their education as physiotherapists. It is being
suggested that this increase in supervision has to take place both during their
clinical practice and whilst being taught their physiotherapy skills. Statements
forthcoming during the interviews were very straightforward, for example:

"We are not getting enough supervision'’ (C101 2002)

"Regarding practicals, everyone agreed that there should be
more supervision.” (C85 2002)

Story 2: A course with the right content
Another characteristic statement that demonstrated statistical significance,
ranked -3 with a Z score of -1.57, is that some subjects are perceived by
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students as being ‘a waste of time’. By ranking this statement with a negative
score, the participants are strongly disagreeing, hence, agreeing that the
content of the course material is up to their expectations. This is further
reinforced by another distinguishing statement that is also negatively ranked
(-1) with a Z score of 0.55, stating that the course content is ‘irrelevant’.
Finally, the participants were indecisive regarding the amount of detail that was
delivered during the physiotherapy course.

"Our basic credits, like anatomy and physiology we study
them with the pharmacy students, with the medical students,
and you end up getting a lot and a lot of information, which
some of it you need and some of it you don't need.”

(A55 2002)

To summarise, following the review of Q Sort ‘B’ regarding the course content,
two stories become apparent. One is that participants are concerned about the
amount of supervision that they are getting during the course and the second is
that the course content was considered to be appropriate.

6.10.10 Q-Set 'C': Teaching/Delivery of the Course (Appendix 24)
This category consisted of 15 statements that formed the Q-Sample.

Table 6.15 Correlation Matrix between Sorts

Sorts 1 2 3 4 5 6 7 8 9| 10
1 Participant 1 1| 43| 37| 17| -47|-05| 20! .28| .50 .37
2 Participant 2 43 1| 25| 62| -20| -10| -.25! .08 | .65 0
3 Participant 3 371 .25 1| -101} -.50 0| 35| 45| .50 | .20
4 Participant 4 17| .62 | -.10 1 0| .10 .03 -12| 37| .32
5 Participant 5 -47 | -.20 | -.50 0 1| .20|-37 | -28| -.30| .03
6 Participant 6 -05} -.10 0| .10 .20 1| .45 .28 | .32 | .43
7 Participant 7 20| =251 35| .03 -37| 45 1} 73] .28 .35
8 Participant 8 28| .08| 45| -12| -.28| .28 | .73 1] .50] .10
9 Participant 9 50| 65| 50| 37| -30| 32| .28 | .50 1] .32
10 Participant 10 37 0| 20| .32| .03] 43| .35| .10| .32 1

The Standard Error for this correlation matrix was equal to 1/SQRT 15 = 0.26.
According to the norm for Q Methodology, significant loadings on a factor occur
when the loadings are equal to, or in excess of, 2 to 2.5 times the standard
error (2 x 0.26 = 0.52 and by 2.5 = 0.65). The correlation matrix for this factor
indicates that:
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Participant 2 correlates strongly with Participant 9 (r =0.65) and less with
Participant 4 (r =0.62).

Participant 4 correlates with Participant 2 (r =0.62).

Participant 7 correlates well with Participant 8 (r =0.73).

Participant &8 correlates well with Participants 7 (r =0.73).

Participant 9 correlates with Participants 2 (r =0.62).

The unrotated Factor Matrix (Appendix 24, Table 2) demonstrated that the
Eigenvalue of 3.4415 was considered significant and, thus, Factor 1 appears to
represent a common viewpoint held by a number of participants. This
represented 34% of the total variance.

Table 6.16 Rotated Factor Matrix with an X Indicating A Defining Sort

Loadings
QSort Factor 1 Factor 2
1 Participant 1 0.3541 0.6409X
2 Participant 2 -0.1482 0.9236X
3 Participant 3 0.5803X 0.3646
4 Participant 4 -0.1484 0.6740X
5 Participant 5 -0.4108 -0.3721

6 Participant 6 0.5196X -0.1202
7 Participant 7 0.8968X -0.1076
8 Participant 8 0.8169X 0.0771
9 Participant 9 0.4822 0.7287X
10 Participant 10 0.4351 0.2303
% expl.Var. 28 26

From this table, one can note that Participant 7 correlates very strongly with
Factor 1 with a value of 0.8968 and, similarly, that Participant 2 correlates very
well with Factor 2 (0.9236).

As indicated previously, factor loadings in excess of 0.52 can be considered
significant. The first two factors with the highest Eigenvalues were rotated.
The defining variate for a participant’s factor loading was calculated using the
formula of dividing the multiplier 2.575 (p = <0.01) by the square root of the
number of statements in Q-Set ‘C’ (15). This equated to 2.575 / 3.87 = 0.66.
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According to Block (1978) and McKeown and Thomas (1988) the
‘exemplificatory Q sorts’ are taken as a loading of greater than +/- 0.6 on a
factor with Participants 7 (f =0.90) and 8 (f =0.82) being taken as ‘exemplars’.

To improve the quality of the Q-Sorts, the factor weightings for Q-Set ‘C’ are
calculated using the formula w = f / (1-f squared). The weighting for the
following participants whose standard error is more than 0.52 are:

Participant 3 f=0.58 w = 0.88
Participant 6 f=0.52 w=1.93
Participant 7 f=0.90 w = 6.80
Participant 8 f=0.82 w = 2.46

Table 6.17 Normalised Factor Scores for Factor 1

Factor 1
No. | Statement Z-Score
7 Problem based teaching 2.040
6 Evidence based 1.057
1 Real patient 0.858
13 | Cancelled lectures 0.540
3 Not specific to physiotherapy 0.526
5 Patient to IHC 0.371
9 Unprepared lecturers 0.186
2 No clinical experience 0.115
15 | Specialised lecturers 0.084
8 CCS taught by physiotherapist -0.044
14 | Good quality -0.699
11 | Self-directed learning -0.809
12 | Teaching style -1.257
4 Video -1.269
10 | Punctuality -1.699

Table 6.18 Normalised Factor Scores for Factor 2

Factor 2
No. | Statement Z-Score
15 | Specialised lecturers 1.727
8 CCS taught by physiotherapist 1.093
13 | Cancelled lectures 0.997
6 Evidence based 0.845
4 Video 0.582
5 Patient at IHC ' 0.509
11 | Self-directed learning 0.104
14 | Good quality 0.022
7 Problem based teaching -0.046
12 | Teaching style -0.105
3 Not specific to physiotherapy -0.457
10 | Punctuality -0.876
2 No clinical experience -1.240
9 Unprepared lecturers -1.532
1 Real patient -1.622
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Table 6.19 Factor Q-Sort Values for Each Statement

No. | Statement Factor1 | Factor 2

N=4 N=4
1 Real patient 2 -3
2 No clinical experience 0 -2
3 Not specific to physiotherapy 1 -1
4 Video -2 1
5 Patient to IHC 1 1
6 Evidence based 2 1
7 Problem based teaching 3 0
8 CCS taught by physiotherapist -1 2
9 Unprepared lecturers 0 -2
10 | Punctuality -3 -1
11 | Self-directed learning -1 0
12 | Teaching style -2 -1
13 | Cancelled lectures 1 2
14 | Good quality -1 0
15 | Specialised lecturers 0 3

Variance = 2.667
St. Dev. = 1.633

The above table identifies the distinguishing characteristic statements. For

Factor 1, there are only three that are ranked positive. The one with the

highest Z score (2.04) and indicating significance at p < 0.01 concerns ‘problem

based learning'.

The lowest ranked (-3) with a Z score of -1.70 concerns

‘punctuality’. With respect to Factor 2, the highest scoring statement being

‘specialised lectures’ (Z score 1.73) and the lowest being ‘real patient’ (-1.62).

Table 6.20 Distinguishing Statements for Factor 1 and 2
(P < 0.05; Asterisk (*) Indicates Significance at P < 0.01)

Factor 1 Factor 2
No. | Statement Rank Score Rank Score
7 Problem based teaching 3 2.04* 0 -0.05
1 Real patient 2 0.86* -3 -1.62
3 Not specific to physiotherapy 1 0.53% -1 -0.46
9 Unprepared lecturers 0 0.19* -2 -1.53
2 No clinical experience 0 0.11% -2 -1.24
15 | Specialised lecturers 0 0.08* 3 1.73
8 CCS taught by physiotherapist -1 -0.04* 2 1.09
14 | Good quality -1 -0.70 0 0.02
11 | Self-directed learning -1 -0.81% 0 0.10
12 | Teaching style -2 -1.26* -1 -0.11
4 Video -2 -1.27* 1 0.58
10 | Punctuality -3 -1.70 -1 -0.88
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Table 6.21 Consensus Statements for Factor 1 and 2
All listed statements are Non-Significant at P>0.01 and those flagged with an *
are also Non-significant at P>0.05

Factor 1 Factor 2
No. | Statement Rank Score Rank Score
5* | Patient to IHC 1 0.37 1 0.51
6* | Evidence based 2 1.06 1 0.84
10 [ Punctuality -3 -1.70 -1 -0.88
13* | Cancelled lectures 1 0.54 2 1.00
14 | Good quality -1 -0.70 0 0.02

Since two factors regarding the Q-Set (Teaching / Delivery of the Course) had
significant Eigenvalues of more than one, two interpretable stories become

evident.

Story 1: The case for Applied Teaching

The participants that loaded significantly on this story felt that, although they
thought that the level of knowledge being delivered was of a high standard,
they were of the opinion that the method how it was delivered could be
improved. The ‘exemplificatory’ statements are all suggesting that a more
applied method of teaching is adopted, specifically, problem based learning.
These students were exposed to a number of lecturers from the United
Kingdom who came over for a short period of time and all used this method of
teaching. Although they were unfamiliar with this method, our students
adapted quickly and appreciated it as a preferred method of teaching.

“[ think that the best thing for us would be to have lectures
on problem-solving skills. I have these signs and symptoms,
how are you going to assess? How are you going to treat?
What specific tests are you going to do?” (B31 2002)

This was again confirmed when the participants suggested that physiotherapy
skills are taught and understood much better when carried out on real patients
as opposed to models in a practical skills laboratory.

"We were taught how to do nags ...., but on a model, not in
pain; usually if you have a patient with neck pain... I mean he
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doesn’t even let you... to palpate his spinous process, let alone
doing a whole minute oscillating his spinous process.”
(D153 2002)
Finally, the participants are suggesting that other skills ought to be taught to
students that are not directly included in the programme of studies, for
example ‘how to write a referring letter’ or ‘how to manage a unit’ or

‘entrepreneurship’.

"we could learn how, what it means to manage time, and to
manage stress, and to manage our organisation, and things
like that, but it’s all in theory, I mean, you're told about it, you
don't practise it.” (C61 2002)

Story 2: The case for including clinicians further in the education of
physiotherapists.

This second story that the participants are putting forward demonstrates the
students concern regarding the delivery and quality of the teaching and
learning that takes place in the course. The distinguishing statements are
‘specialised lecturers’, ‘common core study-units taught by physiotherapists’
and the use of ‘video’ to aid teaching.

The story expressed is that students would prefer to have their study-units
concerning physiotherapy taught by university members of staff as well as
having a component taught by clinical physiotherapists who are considered to
be experts in the field. This same story is reinforced by comments that suggest
that common-core lectures ought to be supplemented by physiotherapists.

"Imagine you go for 10 lectures with the psychology students,
when you have all the theory and the types of approaches...
then youd have four hours lectured by a physiotherapist, for
example: psychology of pain... psychology of a person who
has a sudden disability. ” (D19 2002)

Another distinguishing statement arising from this factor concerns the use of
‘video' as a teaching aid. One has to appreciate that students are not exposed
to the clinical setting until the end of the second year. This posed as a problem
both to the staff teaching the study-units and to the students as they found it
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difficult to relate patients and their associated conditions. This suggestion was
one method how this shortcoming could have been overcome.

"If we could get a video of a patient...of a condition... because
one problem for example with the second years, we've never
seen a patient.” (Bii77 2002)

To summarise, the participants’ replies to the Q-Sort reinforce the findings
obtained in the interviews held in the earlier cycles, that is, that they would
prefer a change in the method of teaching that is being offered at the I.H.C.
and proposed various suggestions how these could be improved.

6.10.11 Q-Set ‘D’: Clinical Practice (Appendix 25)

Table 6.22 Correlation Matrix between Sorts

Sorts 1 2 3 4 5 6 7 8 9| 10
1 Participant 1 1| 17| -17) 02| .04 27| -29| 31| .33| .48
2 Participant 2 17 1| 33| 56| -42 17| 33| 17| 48] .12
3 Participant 3 -17 | .33 1| 27| .04 -04) 29| -17| 35| -.25

4 Participant 4 02| 56| .27 1]-48| 29| 40| -25| 35| .31
5 Participant 5 041 -42| 04| -48 1)-21|-42| 17| .06 | -.46
6 Participant 6 27 17 -04| .29} -.21 1] .21 -27| -.04| .08
7 Participant 7 -29 | 33| .29 40| -42] .21 1] .06} -02] -.19
8 Participant 8 31| .17 -17| -25| 17| -27| .06 1[-10] -.06
9 Participant 9 33| 48| 35| 35| .06 -.04] -.02| -.10 1| .08
10 Participant 10 | .48 | .12 -25] 31| -46| .08 -.19] -.06 | .08 1

The correlation matrix for this Q-Set is calculated and, following the calculation
for the Standard Error (1/ SQRT 18 = 0.24 multiplied by 2 = 0.48 and by 2.5 =
0.59), the correlation between the participants could be demonstrated:
Participant 1 correlates with Participant 10 (r = 0.48).

Participant 2 and Participants 4 (r = 0.56) and 9 (r = 0.48).

Participant 4 with Participants 2 (r = 0.56) and 5 (r = -0.48).

Participant 5 with Participant 4 (r = 0.48).

Participant 9 with Participant 2 (r = 0.48).

Participant 10 with Participant 1 (r = 0.48).

The first two unrotated factor matrices (Appendix 25, Table 2) with Eigenvalues
of 2.7814 and 1.9032, representing 28% and 19% of the total variance
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respectively, can be considered significant.

These reflect the amount of

agreement among perceptions related to the individual Q-Sort statements.

Table 6.23 Rotated Factor Matrix with an X Indicating A Defining Sort

Loadings

QSort Factor 1 Factor 2
1 Participant 1 0.3895 0.7486X
2 Participant 2 0.7500X -0.2186
3 Participant 3 0.2118 -0.6318X
4 Participant 4 0.8045X -0.2869
5 Participant 5 -0.6583X 0.1139
6 Participant 6 0.4287 0.0271
7 Participant 7 0.3508 -0.6550X
8 Participant 8 -0.1226 0.2867
9 Participant 9 0.4897X -0.0220
10 Participant 10 0.5535 0.6014X
% expl.Var. 27 20

The loadings show the extent to which each Q-Sort is associated with each
factor. This table demonstrates that Participant 4 correlates with Factor 1 to an
extent of 0.8045 and Participant 5 to an extent of -0.6583; on Factor 2 their
respective loadings are -0.2869 and 0.1139.

The defining variate for a participant’s factor loading is calculated using the
formula where the multiplier 2.575 (p = <0.01) is divided by the square root of
the number of statements in Q-Set ‘D’ (18). This equated to 2.575 / 4.243 =
0.61 and this figure is set as the limit for statistical significance. This also
happens to be very close to what Block (1978) and McKeown and Thomas
(1988) take as the loading on the factor to be considered ‘exemplificatory’ (+/-
0.6). Hence Participants 2 (f= 0.75), 4 (f= 0.80) and 5 (f= -0.66) can be

considered as ‘exemplars’.

To improve the precision for Q-Set ‘D’ the weighting is taken into account and
calculated by the formula w = f / (1 — f squared) for the following participants
whose standard error is more than 0.5 are:

Participant 2 f=0.75 w=1.71
Participant 4 f = 0.80 w=1.24"
Participant 5 f =-0.66 w=1.16
Participant 10 f=0.49 w = 0.80

267



Table 6.24 Normalised Factor Scores for Factor 1

Factor 1
No. [ Statement Z-Score
15 | M.D.T. discussion 1.982
6 Feedback 1.593
10 | Emphasis 1.056
12 | Time management 0.605
7 Payback 0.541
13 | Clinical problem solving skills 0.527
14 | Clinical reasoning 0.442
9 Assessment 0.300
2 Reasoning skills 0.089
1 Clinical reasoning 0.005
3 Communication skills -0.210
5 Inadequate supervision -0.322
4 Quality of supervision -0.407
18 | Not coordinated -0.994
17 | No-Few patients -1.135
11 | Complacency -1.219
8 Amount -1.264
16 | Left unsupervised -1.587

Table 6.25 Normalised Factor Scores for Factor 2

Factor 2
No. | Statement Z-Score
18 | Not coordinated 2.036
15 | M.D.T. discussion 1.524
14 | Clinical reasoning 1.338
17 | No-Few patients 0.719
3 Communication skills 0.492
16 | Left unsupervised 0.469
1 Clinical reasoning 0.457
11 | Complacency 0.168
2 Reasoning skills -0.052
13 | Clinical problem solving skills -0.071
12 | Time management -0.242
7 Payback -0.482
10 | Emphasis -0.714
8 Amount -0.812
9 Assessment -0.868
6 Feedback -1.170
4 Quality of supervision -1.267
5 Inadequate supervision -1.526
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Table 6.26 Factor Q-Sort Values for Each Statement

No. | Statement Factor1 | Factor 2

N=4 N=4
1 | Clinical reasoning 0 1
2 Reasoning skills 0 0
3 Communication skills 0 1
4 Quality of supervision -1 -2
5 Inadequate supervision -1 -3
6 Feedback 2 -2
7 Payback 1 -1
8 Amount -2 -1
9 Assessment 0 -2
10 | Emphasis 2 -1
11 | Complacency -2 0
12 | Time management 2 0
13 | Clinical problem solving skills 1 0
14 | Clinical reasoning 1 2
15 | M.D.T. discussion 3 2
16 | Left unsupervised -3 1
17 | No-Few patients -2 2
18 | Not coordinated -1 3

Variance = 2.667
St. Dev. = 1.633

At this stage, one can note that the most characteristic statements for Factor 1

are ‘multidisciplinary team discussion’ with a Z score of 1.982 and being ranked

+3 and, in the same manner, the statement ‘left unsupervised’ with a Z score

of -1.587 ranked -3.

Table 6.27 Distinguishing Statements for Factor 1 and 2
(P < 0.05; Asterisk (*) Indicates Significance at P < 0.01)

Factor 1 Factor 2
No. | Statement Rank Score Rank Score
6 Feedback 2 1.59* -2 -1.17
10 | Emphasis 2 1.06* -1 -0.71
12 | Time management 2 0.61 0 -0.24
7 Payback 1 0.54* -1 -0.48
14 | Clinical reasoning 1 0.44* 2 1.34
9 Assessment 0 0.30% -2 -0.87
3 Communication skills 0 -0.21 1 0.49
5 Inadequate supervision -1 -0.32% -3 -1.53
4 Quality of supervision -1 -0.41 -2 -1.27
18 | Not coordinated -1 -0.99% 3 2.04
17 | No-Few patients -2 -1.13% 2 0.72
11 | Complacency -2 -1.22% 0 0.17
16 | Left unsupervised -3 -1,59% 1 0.47
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Table 6.28 Consensus Statements for Factor 1 and 2
All listed statements are Non-Significant at P>0.01 and those flagged with an *
are also Non-significant at P>0.05

. Factor 1 Factor 2
No. | Statement Rank Score Rank Score
1* | Clinical reasoning 0 0.00 1 0.46
2* | Reasoning skills 0 0.09 0 -0.05
3 Communication skills 0 -0.21 1 0.49
4 Quality of supervision -1 -0.41 -2 -1.27
8* | Amount -2 -1.26 -1 -0.81
12 | Time management 2 0.61 0 -0.24
13* | Clinical problem solving skills 1 0.53 0 -0.07
15* | M.D.T. discussion 3 1.98 2 1.52

Story 1: The clinical supervisors

The first emerging story is one where the students express their concern
regarding the Clinical Practice component of the course. This becomes evident
as the distinguishing statements from this factor are all concerned with
negative issues. In this first instance, the exemplars are agreeing that they are
concerned with the fact that they are not getting enough feedback from their
clinical supervisors regarding their clinical experience.

"There were a number of students who tried to voice their
opinion about certain clinical placements, and no change was
brought about.” (C103 2002)

They also have the perception that too much emphasis is placed on the
assessment of a patient while too little time is attributed to the actual patient

treatment.

"You end up having your supervisor telling you go and assess
that patient... importance given to the treatment is basically
not nothing (close to nothing), but... you end up in fourth
year, you realise that youve done a lot of assessments... but
you can't really progress your treatment.” (D68 2002)

Another serious matter that is also being expressed regards the fact that
students feel threatened in that they recognise that the clinical supervisors
might not be offering their best attention yet if they complained about the
situation they will be victimised as these same clinical supervisors are the
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people who mark and confirm that they have successfully passed that

placement.

"That is why the students are loosing hope of voicing their
opinion, because it’s to their own detriment, theyre still at
placement, the supervisor would work against them.”

(C105 2002)

The participants are also talking about the lack of clinical reasoning that the
supervisors are offering the students during their clinical placements. A picture

is being drawn that they are not being offered the time to help develop these
skills.

"They are encountering problems...where they have a member
or supervisor, they go to the supervisor with a problem, they
try to give solutions, they discuss the solutions with the
supervisor and then they go back to the clinical aspect and
apply it.” (A66 2002)

Story 2. Clinical Practice

The second story that emerges from this Q-Sort concerning Clinical Practice
regards managerial issues. The students are painting a picture that the
coordination of the placements needs to be revised, as well as the co ordination
of the course content in that there is too much emphasis on the theoretical
component of the course to the detriment of the clinical practice component.
Another important managerial concern being mentioned regards the fact that
sometimes students are being placed on units in which there are not enough
patients for students to obtain the clinical expertise required from that

placement.

"It appears that there is a discrepancy between the amount of
theoretical credits and practical credits.” (Bi15 2002)

"There was no co-ordination between the theory and the
clinical.” (D51 2002)

The issue regarding clinical supervision is again evident in this second story and
again the matter regards the quality and quantity of supervision.
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"There are certain situations where the student is allowed to
perform an assessment alone, with the only techniques she
would have remembered .... Treatment is done also most of
the time alone.” (H99 2002)

To summarise, the participants generally appear to be discontented with the
Clinical Practice component of the course.

6.10.12 Q-Set 'E": Course Assessment (Appendix 26)

Table 6.29 Correlation Matrix between Sorts

Sorts 1 2 3 4 5 6 7 8 9( 10
1 Participant 1 1] .22| -.05 0]-03| 39| .20| .17| .36 | .03
2 Participant 2 .22 1] 33| 46 14| 32|.36 | .16 | .36 | -.03
3 Participant 3 -05| .33 1] 29| 39| -07| 13| .17 | .04| .09
4 Participant 4 0] 46| .29 1] 07| .09 | .28 0| .25| .17
5 Participant 5 -03| 14| .39 | .07 1|-34)-36| .08| -.22| -.13
6 Participant 6 39| .32 (-07 | .09] -.34 1| 46| 30| .54 | -.14
7 Participant 7 20| .36 .13 | .28 -.36| .46 1] .281 .49 .45
8 Participant 8 A7 16| 17 0] .08] .30| .28 1] .39 ] .18
9 Participant 9 361 .36 .04 .25( -22| 54| 49| .39 1] .16
10 Participant 10 03| -03| .09 .17 | -13| -.14| 45| .18 | .16 1

In order to determine the correlation between participants, the standard error
has to be calculated using the formula 1/ SQRT 25 = 0.2. As is the case in.Q
methodology, for a participant to have significant loading on a factor, that
loading has to be equal or greater than 2 - 2.5 times the standard error.
Hence, for Q-Set 'E’ this must equate to: 0.2 x 2 = 0.4 and 0.2 x 2.5 = 0.5.
The correlation Matrix for this category indicates that:

Participant 2 correlates with Participant 4 (r= 0.46).

Participant 4 correlates with Participant 2 (r= 0.46).

Participant 6 correlates rather strongly with Participant 9 (r= 0.54) and, to a
lesser extent, with Participant 7 (r= 0.46).

Participant 7 correlates with Participants 6 (r= 0.46), 9 (r= 0.49), and 10 (r=
0.45).

Participant 9 correlates well with Participant 6 (r= 0.54) and less with
Participant 7 (r= 0.49).

Participant 10 correlates with Participant 7 (r= 0.45).
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Following the unrotated factor matrix (Appendix 26, Table 2), the first two
factors with Eigenvalues of 2.9678 and 1.8030 are considered significant and
will be rotated.

Table 6.30 Rotated Factor Matrix with an X Indicating A Defining Sort

Loadings
QSort Factor 1 Factor 2
1 Participant 1 0.5106X -0.0350
2 Participant 2 0.4415 0.6191X

3 Participant 3 -0.0347 0.7996X
4 Participant 4 0.2649 0.6081X
5 Participant 5 -0.4656 0.6280X

6 Participant 6 0.7794X -0.1296
7 Participant 7 0.7714X 0.1405
8 Participant 8 0.4591X 0.2170
9 Participant 9 0.7990X 0.1065
10 Participant 10 0.2687 0.1422
% expl.Var. 29 19

This table demonstrates the correlation of participants to the factors. Hence,
Participant 9 correlates to Factor 1 to an extent of 0.7990 whereas Participant 3
shows a correlation of -0.0347; their respective loadings on Factor 2 are 0.1065
and 0.7996.

The defining variable is next calculated using the formula of dividing the
multiplier 2.575 (P = <0.01) by the square root of the number of statements.
Hence, the limit for statistical significance for this factor loading is 2.575 / 5 =
0.515 or 0.52.

The next step is to identify the ‘exemplificatory Q sorts’ as indicated by a
loading greater than +/- 0.6 on a Factor (Block 1978; McKeown and Thomas
1988) and, hence, the ‘exemplars’ will be Participants 6 (r = 0.7794) and 9 (r =
0.7990).

The weighting of the factor scores is then calculated. Thus, for Q-Set ‘E’ the
weighting for the following participants whose standard error is more than 0.45
are:
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Participant 1 f=051  w=0.69

Participant 5 f=-047 w=0.59
Participant 6 f=0.78 w=1.99
Participant 7 f=0.77 w=1091
Participant 8 f=10.46 w = 0.58
Participant 9 f=0.80 w = 3.82

Table 6.31 Normalised Factor Scores for Factor 1

Factor 1
No. | Statement Z-Score
3 Stress 1.749
11 | Not a failing exam 1.699
8 Commenced earlier 1.671
4 Repeat all 1.273
16 | Standardised assessment sheet 0.934
10 | Number of scenarios 0.753
22 | Seen papers 0.541
5 More student-friendly 0.529
18 | Clinical assessment ought to contribute to FCE 0.429
17 | Emphasis on test 0.022
6 Unjust 0.010
15 | Complying to please supervisor -0.057
25 | Change in means of assessment -0.059
19 | C.A. carried out by I.H.C. staff -0.101
9 Specialisation -0.184
20 | Assessment following study-unit -0.243
12 | Viva unjust -0.333
13 | Adjusting treatment to please examiner -0.479
21 | Variety in mode of assessment -0.590
24 | Students over-assessed -0.700
2 Stagger FCE -0.834
23 | Assessing modules not study-units -1.013
14 | Time consuming -1,567
7 More than two papers -1.609
1 Final Comprehensive Examination -1.841
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Table 6.32 Normalised Factor Scores for Factor 2

Factor 2
No. [ Statement Z-Score
22 | Seen papers 1.891
13 | Adjusting treatment to please examiner 1.468
18 | Clinical assessment ought to contribute to FCE 1.100
19 | C.A. carried out by I.H.C. staff 0.991
20 [ Assessment following study-unit 0.959
16 | Standardised assessment sheet 0.948
3 Stress 0.894
12 | Viva unjust 0.547
21 | Variety in mode of assessment 0.394
2 Stagger FCE 0.286
14 | Time consuming 0.282
9 Specialisation 0.157
10 | Number of scenarios 0.022
25 | Change in means of assessment -0.012
17 | Emphasis on test -0.043
24 | Students over-assessed -0.169
5 More student-friendly -0.255
15 | Complying to please supervisor -0.504
11 | Not a failing exam -0.650
6 Unjust -0.812
7 More than two papers -1.263
1 Final Comprehensive Examination -1.414
8 Commenced earlier -1.441
4 Repeat all -1.618
23 | Assessing modules not study-units -1.760
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Table 6.33 Factor Q-Sort Values for Each Statement

No. | Statement Factor1 | Factor 2

N=5 N=4
1 Final Comprehensive Examination -3 -2
2 Stagger FCE -2 1
3 Stress 3 1
4 Repeat all 2 -3
5 More student-friendly 1 -1
6 Unjust 0 -2
7 More than two papers -3 -2
8 Commenced earlier 2 -2
9 Specialisation 0 0
10 | Number of scenarios 2 0
11 | Not a failing exam 3 -1
12 | Viva unjust -1 1
13 | Adjusting treatment to please examiner -1 3
14 | Time consuming -2 0
15 | Complying to please supverisor 0 -1
16 | Standardised assessment sheet 2 2
17 | Emphasis on test 1 0
18 | Clinical assessment ought to contribute to FCE 1 2
19 | C.A. carried out by I.H.C. staff 0 2
20 | Assessment following study-unit -1 2
21 | Variety in mode of assessment -1 1
22 | Seen papers 1 3
23 | Assessing modules not study-units -2 -3
24 | Students over-assessed -2 -1
25 | Change in means of assessment 0 0

The characteristic statements can be identified at this stage.

Variance = 3.040
St. Dev. = 1.744

For Factor 1,

Statements 3 (Stress) and 11 (Not a failing exam) ranked +3 scoring, 1.75 and

1.70 respectively. Statements 1 (Final Comprehensive Examinations) and 7

(More than two papers) ranked -3 scoring, -1.84 and -1.61 respectively. These

can be identified as the characteristic statements for Factor 1 (Van Exel & de

Graaf 2005). In the same manner, for Factor 2, Statements 22 (Seen papers)

and 13 (Adjusting treatment to please examiner) ranked +3 scoring 1.89 and

1.47 respectively and Statements 23 (Assessing modules not study-units) and 4

(Repeat all) ranked -3 scoring -1.76 and 1.62 respectively. These can be

identified as the characteristic statements for Factor 2 (Table 6.34 overleaf).
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Table 6.34 Distinguishing Statements for Factor 1 and 2
(P < 0.05; Asterisk (*) Indicates Significance at P < 0.01)

Factor 1 Factor 2
No. | Statement Rank Score Rank Score
3 Stress 3 1.75% 1 0.89
11 | Not a failing exam 3 1.70* -1 -0.65
8 Commenced earlier 2 1.67* -2 -1.44
4 Repeat all 2 1.27% -3 -1.62
10 | Number of scenarios 2 0.75 0 0.02
22 | Seen papers 1 0.54* 3 1.89
5 More student-friendly 1 0.53 -1 -0.25
18 | Clinical assessment out to contribute to FCE 1 0.43 2 1.10
6 Unjust 0 0.01 -2 -0.81
19 | C.A. carried out by I.H.C. staff 0 -0.10% 2 0.99
20 | Assessment following study-unit -1 -0.24* 2 0.96
12 | Viva unjust -1 -0.33% 1 0.55
13 | Adjusting treatment to please examiner -1 -0.48* 3 1.47
21 | Variety in mode of assessment -1 -0.59* 1 0.39
2 Stagger FCE -2 -0.83* 1 0.29
23 | Assessing modules not study-units -2 -1.01 -3 -1.76
14 | Time consuming -2 -1.57* 0 0.28

Table 6.35 Consensus Statements for Factor 1 and 2
All listed statements are Non-Significant at P>0.01, and those flagged with an *
are also Non-significant at P>0.05

Factor 1 Factor 2
No. | Statement Rank Score Rank Score
1* [ Final Comprehensive Examination -3 -1.84 -2 -1.41
5 More student-friendly 1 0.53 -1 -0.25
6 Unjust 0 0.01 -2 -0.81
7* | More than two papers -3 -1.61 -2 -1.26
9% | Specialisation 0 -0.18 0 0.16
10 | Number of scenarios 2 0.75 0 0.02
15* | Complying to please supervisor 0 -0.06 -1 -0.50
16* | Standardised assessment sheet 2 0.93 2 0.95
17* [ Emphasis on test 1 0.02 0 -0.04
18 | Clinical assessment ought to contribute to FCE 1 0.43 2 1.10
23 | Assessing modules not study-units -2 -1.01 -3 -1.76
24* | Students over-assessed -2 -0.70 -1 -0.17
25* | Change in means of assessment 0 -0.06 0 -0.01

Story 1: The Final Comprehensive Examinations

The first story that emerges from this factor expresses the worry students have
regarding the Final Comprehensive Examinations. Statements that are
‘exemplificatory’ and really give us a vivid indication of how they feel about
these exams, concern the undue stress that students are made to feel.
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“Everyone said that were not happy with the actual
assessment, the type of examinations we're having, the
amount, the fact that we are stressed throughout the fourth
year”
(D92 2002)
"Once youve accumulated those credits... why should I be
examined again for a credit I have passed? And does the
final exam really examine 85 credits in six hours?’ (E63 2002)

"The placements you did before... if you pass from them and
now you fail from the final, they ought to compensate for one
another.” (D106 2002)

These views express the fact that a pass in all the credits throughout the
course does not compensate for a fail in the final examination, and the
statement that these examinations should not be a ‘one-off’ failing exam but

ought to be incorporated into a continuous assessment method.

The Participants did not agree with the statements that the I.H.C. ought to
prolong the F.C.E. over a period of time and that they considered these
examinations as a waste of time. It is also interesting to note that the
participants viewed the viva which is held following the Final Practical
Examination as a fair method of student assessment.

Story 2: Continuous Assessment

The second story concerns the continuous assessment that is held throughout
the course. The first issue suggested concerns the assessment of their clinical
practice. The participants are suggesting that these clinical assessments ought
to be carried out by members of the academic staff and not solely by the
clinical supervisors. Another notable comment related to this story concerns
the student — clinical supervisor relationship in further detail. Concerns are
expressed about having to change their reasoning and treatments according to
the clinical supervisor present and not according to what they have learnt or
how they have reasoned.

"They're not ready to accept that we were taught the same
things in a different way. So then you try to do it the way
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your supervisor does it, but at the same time you know that
you're supposed to do it in a different way. So that youll get
a good mark in your assessment.” (D84 2002)

Even though they are suggesting that the method of assessment ought not to
be changed and that students ought to be given more guidance regarding the
topic and method of assessment, they are suggesting that a standardized
assessment form ought to be utilized and that of continuous assessment ought
to contribute to the final grading that the student can obtain.

To summarise, it is evident from the stories generated from Q-Set 'E’ that the
participants replying to this category are not content with the manner in which
the course is assessed and they are suggesting a number of ways that this can

be improved.

6.10.13 Implications at the end of this Cycle

The strength of Q Methodology is in revealing the dominant attitudes, opinions
and perceptions that surface within a group of participants. The analysis of the
five Q-Sets revealed a number of stories. The first story concérned the
programme of studies and is suggesting a change to the' design and
management of the course curriculum Q-Set ‘A’. The next set of stories
concern the course content, Q-Set ‘B’, where the overall impression is that the
participants are satisfied with the content of the course. Q-Set ‘C’ concerned
the teaching and learning that takes place in the course. The stories that are
generated here suggest a change in the teaching methods used is needed and
to increase the participation of the clinical staff in the teaching of subjects
directly related to physiotherapy. Q-Set ‘D’ generated two stories. The first
was very critical of the clinical supervisors and the second regarded the
management of these clinical placements. The final Q-Set ‘E’ was related to the
course assessment. The stories that emerged from this factor criticized, yet
suggested manners how the final comprehensive examinations could be
improved. Finally, the last story is suggesting that the continuous assessment
that takes place during the course ought to contribute, or at least be taken into
consideration, should a student fail the final comprehensive examinations.
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6.11 Chapter Summary

The purpose of the first cycle was to confirm the researcher’s hypothesis that
the physiotherapy curriculum was outdated and needed to be changed in order
to meet the island’s medical needs. The opinions and views of all the primary
stakeholders were researched and noted. Riding the wave of their initial
enthusiasm regarding their empowerment to actually play a part in the
designing of a new curriculum, all participants of the first cycle were asked to
become active participants in this Action Research study.

The second cycle consisted of the formulation of the new curriculum. This was
done by first carrying out a retrospective study into the previous curricula held
in Malta, researching the curricula of fourteen other universities that have a
long history in physiotherapy education and a six month study of all the
physiotherapy referrals within the state hospitals. The new curriculum was
then evaluated.

The third cycle consisted of a number of meetings with students and staff who
initially were given the new curriculum; these in turn had meetings with their
peers and were later interviewed to obtain feedback regarding the new
curriculum. Any further changes were discussed together with the curriculum
committee and included when considered appropriate. This third cycle also
included a number of interviews with co-ordinators of different divisions at the
I.H.C. to investigate whether the problems that the physiotherapy division
experienced with the curriculum were present in other divisions. These
interviews initiated a mentality that previously imported curricula could be
adapted to meet the local medical needs.

The next step in the research cycle was to investigate the views and opinions of
the public as they were considered to be one of the major stakeholders of this
study. The involvement of the public in health and education is well
documented and proven to promote positive changes (Taylor and Le Riche
2006). Their perceptions regarding the physiotherapy service being presently
offered and their views regarding the medical and physiotherapy professions
were of particular importance and require further investigation. Having
evaluated the data obtained from this cycle the curriculum was further updated
and this led to the next cycle that included a number of interviews with
important individuals who are directly involved with the physiotherapy
curriculum, culminating with the Registrar’s representative at the I.H.C. to
study and approve the new curriculum prior to presenting to the I.H.C. Board
for approval.

The most important outcome of this fifth research cycle was that the
physiotherapy course is held in high esteem by the university administration,
but the format of the new proposed curriculum was not acceptable to the
Registrar’s Office for administrative purposes. This stimulated the next stage of
this research study that included of a number of meetings between the
academic staff to reorganise the new curriculum into a format that was
acceptable to the university administration. This was followed by another
meeting with the Registrar’s representative at the I.H.C. to confirm that the
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new curriculum was in line with all the rules and regulations governing
undergraduate courses.

The final logical cycle, typical of action research was to return to the initial
primary stakeholders to confirm their opinions and views regarding the
curriculum that included further changes following their contribution. Q
Methodology is a method for exploring dominant perceptions or patterns of
thought within participants. In essence, it was a method that helped to capture
the richness and complexity of the various statements presented to them. It
was used primarily to identify groups with correlating or conflicting values,
preferences, and opinions to better understand the differences. It was used to
identify the potential areas of the research data findings. In other words, Q
Methodology was a complementary tool offering insight and triangulation to the
findings of the previous action research cycles.
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CHAPTER 7

DISCUSSION
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Figure 7.1 Summary of the Discussion Chapter
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This chapter is divided into three main sections: the first discusses the research
methodology; the second findings related to the original research questions;
and the third discusses other findings revealed by methodological changes.

7.1 Research Methodology

The original plan was to carry out a quantitative study regarding the content of
the physiotherapy curriculum as taught at the I.H.C. At the time, Malta had
applied to join the E.U. and this was an opportunity to devise a curriculum that
was specific to the nation’s health needs and meet the E.U.’s directives regarding
professional training. The intention was to compare this content to other
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curricula taught in various countries that form the E.U. by means of the survey
method. The results were to be statistically analysed, and a curriculum devised.

However, the need to provide a curriculum that met all the needs of the major
stakeholders was also apparent. The growing importance for a new curriculum
changed the focus of the research and generated a revision of the
methodology. Rather than statistical analysis of quantitative data, a qualitative
approach was required to understand perceptions of the curriculum.
Qualitative research is about the ‘human being’ as the primary research
instrument. Qualitative researchers attempt to understand meanings that
people give to their deeds. A particular concern was the perceptions of the
physiotherapy curriculum by both course staff and students. A central process,
the interviewing of the staff and students, revealed an insight into people’s
feelings about the curriculum, about what they think or thought of it, and how
they dealt with perceived or actual shortcomings. This method differed from
the traditional positivists’ research whereby “7he inquirer and the object of
inquiry are independent; the knower and the known constitute a discrete
dualism.” (Lincoln and Guba 1985 p94). Angrosino and Mays de Perez (2000)
insist that a distance between researchers and their subjects can no longer be
assumed. “Indeed, the very term ‘subject’ with its implicit colonialist
connotations are no longer appropriate. Rather, there is said to be a dialogue
between researchers and those whose cultures/societies are to be described’
(p675). Glesne and Peshkin (1992) suggest that face-to-face interactions are
the predominant distinctive feature of qualitative research. Hence, in
accordance with the literature, this study involved the researcher being at one
with the ‘researched’ (the primary stakeholders), the ‘researched for’ (any
future physiotherapy students) and finally, the secondary and tertiary
stakeholders (the University, the Department of Health and the public). Lincoln
and Guba (1985) talk about a naturalistic perspective, thus “ 7he inguirer and
the object of inquiry interact to influence one another; knower and known are
inseparable’ (p94). This mutual bonding, involving both the investigator and
the respondent, is influenced by each other’s values.
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The quantitative and the qualitative approaches to research were both looked
at, without going into the polemic argument as to which approach is more
scientific. A justified account is given showing that there is more to truth than
scientific method and that the type of research used does not provide one
single model of rationality. According to the philosophical approach described
by Lincoln and Guba (1985), it was determined that the constructivist paradigm
was the most appropriate for this research study. Constructivism is a learning
theory describing the process of knowledge construction. This choice was
based on the importance placed on physiotherapy and the need to transform
the way the curriculum was provided. This required the help of a large number
of stakeholders, reflecting Guba and Lincoln (1990): "If the aim of inquiry is to
transform the (real) world by raising the consciousness of the participants so
that they are energised and facilitated toward transformation, then something
other than an experimental, manipulative methodology is required' (p142).
The constructivist paradigm was appropriate because the values that influenced
this search for a methodology, lay somewhere in between the two perspectives
of effective human interaction and shared meaningful understanding.
Constructivism has led to the discovery that powerful gains are made when
people work together (Strommen and Lincoln 1992). The advantage of
collective effort is that researchers and participants are able to reflect on and
elaborate on all ideas generated by the group and not just on their own
personal ideas. The mutual knowledge gained from each other provides a
sense of shared progress and shared goals. This feeling of teamwork was the
natural outcome of collaborative problem solving and has been the
methodology chosen for this study.

7.2 Research Method

Since the study was initially qualitative in nature, the research method chosen
was the interview. Qualitative interviewing is a flexible and powerful tool which
can be used to obtain thick, relevant information (Fontana and Frey 1994). The
aim at the first stage of the study was to verify whether the physiotherapy
curriculum that was taught at the I.H.C. was the most appropriate for the
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health services and needs of the island. To acquire this information a
survey/questionnaire or the interview technique could have been used.

One may argue that the use of a questionnaire for this study could have been
more beneficial. However, questionnaires are not a good strategy to uncover
the voices and thoughts of participants. Questionnaires, in their search for
'objectivity', are pre-focused according to an agenda of interests closer to that
of the researcher than the researched; as a result interviews were the
methodology adopted.

At the most basic level, interviews are conversations (Kvale 1996). Kvale
defines qualitative research interviews as "attempts to understand the world
from the subjects' point of view, to clarify the meaning of peoples' experiences,
to uncover their lived world prior to scientific explanations." While interviews
for research or evaluation purposes may also promote understanding and
change, the emphasis is on intellectual understanding rather than on producing
personal change (Kvale 1996). In all these cases, the opinions and the
perspectives of the interviewees were required.

The first cycle consisted of a group interview of the immediate stakeholders.
These included a final year student, a newly qualified physiotherapist, a senior
and a principal clinician and the two other fulltime members of the academic
staff. The focus group interview was considered the most appropriate manner
in which to commence this study as this created an interaction among the
interviewees vyielding discussion and information (Kreuger 1994; Stewart and
Shamdasani 1990). Since the number of the group was small and the topic of
discussion was known and relevant to all, each member of the group could
contribute without feeling any interviewer pressure. Following this group

interview, each member of the group was interviewed individually.

Patton (1990) identifies three basic types of qualitative interviewing for
research or evaluation: the informal conversational interview, the interview
guide approach and the standardized open-ended interview. Although these
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types vary in the format and structure of questioning, what they have in
common is the fact that the participant's responses are open-ended and not
restricted to choices provided by the interviewer. A fourth type of interview,
the closed, fixed-response interview, falls in the realm of quantitative
interviewing and hence will not be discussed any further.

In the first cycle the need was felt to obtain the opinions of the stakeholders,
hence the use of open questions was considered necessary. The ‘Standardized
Open-Ended Interview’ (Patton 1990) was utilized. In this format, the
interviewers adhere to a strict script and there is no flexibility in the wording or
order of the questions to be asked. It is still considered a qualitative interview
rather than a quantitative interview because the responses are open-ended.
This is the most structured and efficient of the qualitative interviewing
techniques and is useful for reducing bias when interviewers are less
experienced or knowledgeable, or, when it is important to be able to compare
the responses of different respondents. The major drawback is that the
interviewer has little flexibility to respond to the particular concerns of the

individual.

The face-to-face qualitative semi-structured interview provides the opportunity
to discuss sensitive issues, allowing the respondents to express themselves
freely, rather than being confined to a set of pre-determined answers. Unlike a
questionnaire, since the interviews were of the semi-structured type, it gave the
researcher the opportunity to gather underlying perceptions and possible
reasons behind respondents’ answers (Fitzpatrick and Boulton 1994).

The greatest disadvantage of the face-to-face interview is the time required. It
is also worth noting that interviewer bias is greatest using this technique.
Another disadvantage is that the interview technique does not offer any
anonymity; both the respondent and the interviewer are aware of who the
other person is, hence, the importance of all the ethical issues discussed
previously being adopted and abided by.
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In the third cycle, two Course co-ordinators were interviewed to compare
whether the problems the physiotherapy division were facing regarding the
curriculum were particular to it or common to other professions being taught at
the I.H.C. A newly qualified junior clinical member of staff and two final year
students were also interviewed in another attempt to obtain further feedback
and to discuss the new proposed curriculum developed at this stage. Again,
the semi-structured interview was adopted but this time with a little bit more
flexibility, described by Patton (1990) as the ‘Interview Guide Approach’. In
this approach, the interviewer has an outline of topics or issues to be covered
but is free to vary the wording and order of the questions to some extent. A
semi-structured interview was again adopted for the fourth cycle of the study
involving the interviewing of the public. It was decided to use this method of
interviewing'in order to aid the comparison of data analysed as the same
questions were asked. This, however, did not restrict the interviewer in any
manner from asking any other questions or changing the sequence of questions

asked, or, delving deeper into the topic by the use of prompts.

The following cycle involved interviews with the Physiotherapy Representative
on the Council for Professions Complementary to Medicine, the Manager
Physiotherapy Services, the Registrar’s Representative at the I.H.C., a physician
and a senior clinical member of staff. It was considered necessary to change
the type of interviewing techniques at this stage. The purpose of these
interviews was not to compare data but to extract as much deep information
regarding the physiotherapy profession and the physiotherapy curriculum as
possible. An open/unstructured approach was adopted for all these interviews,
thus allowing the interviewer and the respondents the possibility to explore and
express themselves freely. There were no pre-prepared questions and even the
topics were not predetermined. The major advantage to this type of interview is
that it is highly individualized and relevant to the individual. Thus, it is likely to
produce information or insights that the interviewer could not have anticipated.
This type of interview could easily go astray and could only take place after the
interviewer obtained a certain degree of proficiency in interviewing skills.

However, since the interviews are not focused, the different information
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collected is not systematic or comprehensive, making this kind of interview
more difficult and time-consuming to analyse the data. Patton (1990) describes
these types of interviews as ‘Informal Conversational Interviews'. Thése
interviews can take place spontaneously but in this study all interviews were
booked in advance and a specified location given. The first interview was with
a senior member of staff who was involved in a legal dispute with the health
department following a confrontation with a medical consultant. The purpose
of the interview was to delve deeper into the issue to investigate whether any
connection could be found between this case and medical dominance, critical
reasoning and autonomy of physiotherapy practice. The second interview was
with a medical consultant to investigate the perception of physiotherapy
practice and education and medical dominance relative to this study. The
physiotherapy representative on the Council for the Professions Complementary
to Medicine was interviewed next. This was relevant to the study in order to
investigate the legality and any regulations regarding the development of a new
curriculum. The Manager of Physiotherapy Services was interviewed next to
obtain her perceptions regarding the physiotherapy graduates, the new
physiotherapy curriculum, new policies regarding the profession, manpower
studies and the proposed deployment to the new hospital. The University
Registrar’s representative at the I.H.C. was also interviewed to confirm the
applicability of the new proposed curriculum to the existing rules and
regulations of the university and her perceptions of physiotherapy students and

the present course on offer.

Finally, the Chairman and Director of the Institute of Health Care were
interviewed. The latter two are considered to be influential and prominent
members not only of the U.0.M, but of Maltese society as a whole. It was an
advantage and privilege to interview these participants as it gave an overall
view of the organisation, became informed about the relevant past history of
the I.H.C. and privy to future policies. The whole format of the interview had
to change. The interviews had to be booked well in advance, they were held in
the interviewees’ respective offices and I was informed prior to starting that the
time available was limited. One of the respondents refused the use of the tape
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recorder even though the interview was guided by the researcher. It really
revolved around what and how much detail the ‘elite’ interviewee was willing to
reveal.

As this research started to take practical significance, a slant towards another
research approach became apparent and necessary. At a meeting with an
external assessor for the confirmation document, it was suggested that ‘Action
Research’ be the preferred methodology to adopt. ‘Action Research’ is a proven
means of tackling problems in various settings (Dick 2000). Should this study
have to be repeated again, ‘Action Research’ would be the preferred research
methodology from the initial stage as it clarifies the thought processes
regarding the methodology used and apart from making the study easier and
more straight forward to carry out, it would have saved time. It is worth noting
that the journey along the trail of the research methodology that was utilised
for this study definitely contributed to the learning and maturation of the
researcher. From the researcher’s point of view, on retrospective reflection of
the methodology applied in this study, the quantitative paradigm appealed to
his scientific background, possibly being influenced by his ‘scientifically minded’
colleagues at the I.H.C. Physiotherapists are always looking at objectivity,
formulating these thoughts to make a physiotherapeutic diagnosis; hence, this
frame of mind became the initial approach. However, further research into the
different methodologies, and the rationale behind them confirmed that the
qualitative approach was more appropriate. The final choice seems obvious
now. The swing from seeking an absolute truth, to a perceived, ‘constructed’
truth, working closely with colleagues as co-researchers and involving all the
stakeholders determined Action Research as the method of choice. At the end
of the Action Research cycles it was considered necessary to include a different
research methodology to help triangulate the findings. This was carried out by
means of Q Methodology.
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7.3 Explanation and Development of the Q-Sets

The purpose of the seventh and final cycle was to explore the opinions and
perceptions of newly qualified staff regarding the changes made to the
physiotherapy curriculum. However, there are a number of limitations that
need to be pointed out and considered at this stage. The Q methodology study
was carried out on the newly qualified staff who had been the fourth year
students that contributed to the first cycles of the study. This could also have
been carried out on the other stakeholders who contributed to the curriculum
but, since the students and staff are the primary stakeholders, it was
considered adequate to triangulate the data utilising this research population.

This cycle has been divided into five sections, each of which will be discussed in
turn.
1. Q-Set'A’—~ Course Design

The participants have shown that there is a need to change the manner in
which the course was designed. There was consensus that the general layout
of the course was too vague and ambiguous. The participants suggested that
the sequence of the study-units which are taught ought to be changed and that
there ought to be better coordination between the academic and practical
components of the course. The clinical component of the course was also
criticized as, due to the number of students and the number of clinical sites
available, some students were not getting exposure to all the placements prior
to them completing the course. The common-core study-units also seem to be
a major source of concern for the participants. These are viewed as being a
method whereby the university is preventing duplication of lectures and pooling
large numbers of students together without taking into consideration that
certain professions require more details or depth than others. However, the
participants did appreciate common core lectures as being one of the only times
that they intermingled with students from other professions and considered it to
be the preliminary to inter-professional learning. The participants were also
consistent in not agreeing that the number of students per intake should be
increased and that they felt unstimulated to think during the course.
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To conclude, it is evident from the analysis of the Q-Sort that there is a need
for change to the curriculum and the manner in which the course is designed.

2. Q-Set'B’' - Course Content

The outcome of this Q-Sort is very apparent. The distinguishing statement that
is statistically significant and has been ranked +3, indicating that most of the
participants strongly agree with it, is that the participants would prefer to have
more supervision during their clinical placements and during their physiotherapy
skills sessions. Participants were not concerned about, or were impartial to,
showing consensus with the statements that there was a discrepancy in the
amount of time spent on particular topics and that certain subjects were either
not given in enough detail or omitted. Finally, the participants strongly
disagreed that some subjects were perceived as a waste of time or that they
were not applicable to the physiotherapy profession.

To summarise the review of this Q-Sort regarding the course content, it is
apparent that participants are concerned with the amount of supervision that
they are getting during the course. It can be inferred from the negative
ranking obtained both from the distinguishing and consensus statements
regarding the course content being perceived as ‘not applicable’ or ‘not suitable’
that the participants considered that the course content to be appropriate. This
information has triangulated the findings that the course content was thought
to be appropriate and the Board of studies has been advised not to alter the
academic content.

3. Q-Set'C' — Teaching and Delivery of the Course
The outcome of this Q-Sort is that the participants have expressed a need to
change the manner in which the teaching and learning takes place. The
method that has been suggested by the participants following a limited
exposure during their course is ‘Problem-Based Learning’. It was also
interesting to note that the participants suggested that most of the
physiotherapy skills lessons ought to have sessions on real patients, as they felt

that practicing on each other or on models did not prepare students enough for
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when they started clinical placements. The participants were suggesting that
certain topics which cannot be considered specific to the course should be
included in the teaching of the course. The examples specified included how to
'refer a patient to a consultant' or how 'to write an official patient report that
will stand up in court'. It has, therefore, been included in a new study-unit that
includes professional ethics and issues. To summarise, the participants' replies
to the Q-Sort reinforce the findings obtained in the interviews held in the
previous cycles, where they expressed that they would prefer a change in the
method of teaching at the I.LH.C. The method being suggested is one of

greater student participation and with a more evidence-based approach.

4. Q -S e t'D Clinical Practice
The distinguishing statements that are disclosed from this Q-Set suggest a story
that the participants are having problems regarding the quality of clinical
supervision. One of the complaints concerns the amount of time that it takes to
get feedback regarding their performance during and on the clinical placement.
It is also evident that clinical supervisors are placing too much emphasis on the
actual patient assessment and less on the actual patient treatment. The
participants also identified a problem that they were experiencing whilst on
clinical placements concerning time-management. The participants complained
that they were taking much longer to assess and treat a patient than the official
time allotted to them. However, there was general consensus that participants
are content with the amount of clinical reasoning that takes place during their
practice and the manner in which the clinical practice component of the course
is held. These comments and suggestions are being recommended to the

Board of Studies to note and take action.

5. Q-Set'E'- Course Assessment
The stories being generated from this Q-Set regarding the assessment of the
course have all been identified in the previous interviews held during the action
research. The main story that emerges concerns the overall discontent of the
participants with the manner in which the course is assessed. The criticism is

generalized and not targeted solely at the final comprehensive examinations as
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was originally thought to be the case. The final examinations are held once a
student obtained all 240 credits, often meaning that a student has to pass over
fifty unseen written tests plus a number of clinical assessments. These,
together with the writing of the dissertation during their final year, have been
the cause of excessive stress on students that could have been averted if
managed or organized in a better manner. The main suggestion put forward to
help alleviate this situation is that the final examination should not be a failing
examination but ought to take into consideration the course work carried out
during the previous four years. It was also suggested that the dissertation
ought to be assigned earlier thus giving the students more time to concentrate
on their final examinations. It was surprising to note that even though the
students complained about the amount of written tests given, they did not
express that the course is over assessed and did not accept the suggestion
that, instead of assessing individual study-units, these ought to be

amalgamated into related modules and later have these assessed as a whole.

7.3.1 Conclusion

The possibility for further research by Q Methodology is being recommended.
Having carried out this final cycle of this study by Q methodology, it will be
interesting to research how the various stakeholders that were involved in the
designing of the new curriculum interpret the stories that have been generated

from this final cycle.

Methodologically, the Q-sort could have been improved by combining all the Q-
sets into a single set for sorting. This would have had the effect of ensuring
that the emerging stories took account of all the issues involved in the
curriculum and its delivery. As it is, the separated Q-sorts mean that the
participants' stories have been pre-classified by the researcher, thereby
imposing a preliminary categorization that may not accurately reflect the
participants' experiences. Furthermore, Q-sort usually demands a Q-set of ¢ 40
items. The Q-sets used for B, C and D may therefore be too small to generate
useful information. The interpretation of the Q-methodology data should

therefore be interpreted with caution.
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Following this research study, as suggested in the literature (Maasen and
Weingart 2005), the Q sorting results will be reported to all the participants and
all who contributed to this study. Any aspects on which the shared statements
disagree and have been ranked negatively point to actual points of contention
within the curriculum being implemented at the I.H.C. It is also being
recommended that the different perspectives offered by the participants should
be passed on to the University of Malta authorities in order to develop better
mutual understanding and consensus.

7.4 Findings directly related to the Research Questions

Was the old physiotherapy curriculum the most appropriate for the Maltese
people? This was the initial research question. It was felt that the
physiotherapy curriculum needed to be changed. It had been established
previously that the curriculum needed to be revised (Sacco 1999). Both Sacco
and Brook (2000) identified the clinical component as the main weakness:
inadequate clinical supervision resulted in poor clinical reasoning and the
professional skills required practising effectively.

Time brings about change. The constant flood of information, scientific
developments and the expectations of the health service provider and the
public necessitated a new curriculum (Organisation for Economic Co-operation
and Development 1995). The new physiotherapy curriculum had to adapt to
the new millennium. The expectations of the students, who are the primary
stakeholders of the curriculum, have also changed as they now attend a four-
year University degree course as opposed to the previous three-year diploma
course, resulting in increased expectations in their education and employment
possibilities.  The variations in graduate employment destinations and
opportunities, as well as the requirements of the registration authorities and
employers, had to be taken into consideration. With Malta’s entry to the E.U.
and the fact that there are now more physiotherapists qualified on the island
than the State Health Service requires (Muscat 2004), more locally educated
physiotherapists will be seeking employment overseas. This introduced a new

dilemma, as initially the aim of this study was to design a curriculum to meet
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the local health needs; yet, it became apparent that this curriculum also had to
be versatile enough to be academically sound and attractive to overseas
employers and registration bodies.

By the end of this study, a curriculum had been devised that met all the local
health, professional and academic needs. It had the same core competencies
required to practise physiotherapy anywhere in the world and met the
- requirements of the Health Professions Council in the U.K. This is extremely
important for our students as nearly all post-graduate specialisation is carried
out in that country. According to Muscat (2004), the U.K. is the preferred
country for qualified physiotherapists seeking employment overseas.

The content of the curriculum was the main concern. As the study unfolded,
following the initial cycle with the primary stakeholders, it became evident that
changes to the course were drastically required, if the curriculum were to live
up to the expectations of the students, academic staff and clinical
physiotherapists.

“1I also noticed that there were other people ...who are taking
part in this discussion, who agreed that there is supposed to
be a change... nearly everyone is aware that a change has to
take place which is important, in my opinion.” (C7 2002)

Curriculum development is much more than just adding or removing study-units
to a course programme. The development of physiotherapy education meant
the integration of professional practice, theoretical education and research.
This new curriculum had to address the issue of the globalization of healthcare
and the demand by the health service provider for more accountability. The
increased influx of foreign nationals to Malta, following our integration into the
E.U., and the increasing numbers of illegal immigrants is an issue that the
education of physiotherapy has not had to face previously. Changes within the
Maltese family culture, historical changes, political changes, economical
changes and environmental issues all needed to be taken into consideration
when planning the new curriculum (Higgs et al 1999). Research data revealed
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that the actual ‘design of the course’ had to change if all the stakeholders were
to be satisfied with the final, ‘ideal curriculum’.

Another research question that this study addressed was whether the course
was successful in producing physiotherapists that were equipped to meet the
health needs of the Maltese. The primary stakeholders were of the opinion that
the course on offer needed to be altered if the next generation of
physiotherapists were to become the autonomous, accountable professionals
that the new health service required.

“I think students have to be encouraged to guestion their
learning experiences, in the sense, I dont think they're
trained how to do it. I mean concerning clinical reasoning
skills and problem solving skills. That is were they are
lacking’. (A65 2002)

As seen from the previous quote and those following, serious constructive
criticism regarding the design of the course was generated from the first set of
interviews and this, in turn, was one of the contributing factors to the initiation
of this study. The study identified many major flaws in the design of the course
that the Curriculum Design Committee had to address in order to develop this
new curriculum. Statements such as “not stimulated to think’ (A54, 2003),
“changes to the layout of the course required” (C67, C69, C77, D55, D63, D98,
D194, E11, E17, E59, E82, 2002) and there ‘ought to be better co-ordination
between the clinical and theoretical component parts of the course (Bii42 2002)

are examples of these flaws.

This research also questioned the stronghold of the medical-model within the
education of the physiotherapy profession. The profession as a whole and our
academic staff are perpetually talking about evi