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Aims

• Critique the Notion of Inter-professional Working in Practice.
• Discuss the implications of research for inter-professional working 

in your own practice.
• Consider aspects of your practice which promote and inhibit service 

user participation



Towards Inter-professional Working

• The Change in the Context of Practice
• From Expert Practice to the Fluid Unpredictability of Care Settings
• “The Nature of the Work Itself” (Boud, 2010:31)

• The Myth of Autonomous Practice
• Acknowledging the Perspectives of Others
• Trans-disciplinary Practice
• Service User Participation

(Boud, 2010; Hudson, 2007; Reed,2011)
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The context of practice has changed. Attention has shifted away from the approaches and expertise of practitioners to the problematic nature of practice with its unpredictable fluid particularity; unique to the setting community or social relationship within which it takes place. Rightly so then that the focus of learning should be on the needs, character and “nature of the work itself” (Boud, 2010:31).
Practice has traditionally been seen as something which is individual and autonomous but in reality groups of people act interdependently and practice participants are from different occupational and professional backgrounds; not just one. The notion of autonomous practice ignores the need to consider the perspectives of others. Practice groups are not only multidisciplinary but trans-disciplinary in that the individuals may have moved on from their original study cultures (Boud, 2010). Service users are increasingly seen as partners in practice with expertise of their own which they bring to the practice forum (Reed, 2011).



Barriers to Inter- professional Working
(Wenger, 1999; Cameron, 2011)
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    Historically developed sociocultural knowledge, skills and practices are conveyed from one generation to another This ‘social practice’ of learning can be misunderstood or not wholly appreciated if viewed cross-sectionally where participants are seen as senior and junior to each other in a fixed frame of reference. A prospective or retrospective view of such roles reveals a community membership of birth cohorts rather than members with fixed levels of experience, each living out a different phase in their biography seeking to meet the needs of their own personal learning trajectory at any given point in time (Polanyi, 1998). In addition varied individual life roles result in co-membership on the part of individuals and in this way communities influence and interact with one another (Lave and Wenger, 1991). 

Wenger (1999) has illustrated how professional life is forged within communities of practice. Within such communities safe havens of learning are created in which individuals feel a sense of belonging. Here the development of skills through focused experiential learning supply meaning and specific roles and responsibilities contextualise practice. The outcome of this is a sense of jealously guarded identity; the notion of professional personhood as a nurse, social worker, doctor, pharmacist, physiotherapist or other practitioner. So from the beginning practice is subjective and embodies more than tasks and technical knowledge. Individual motives, feelings and values also lend shape to practice.  These very boundaries and values designed to nurture individuals progressing from novice to expert level in their field have served as barriers to effective inter-professional working. Professional cultures have served as jailors as well as teachers and carers (Cameron, 2011). Individuals and groups practice social learning when they create meaning through learning as experience; the living interacting and doing in association with identified others within a community of practice (Wenger, 1998). This meaning will have biographical connotations. It is what renders the experience “contextualised” or “socially marked” (Illeris, 2008:129). It informs on societal structures. The doing or practice involves mutual engagement with historically and socially honed knowledge, skills, resources and perspectives. Engagement like this results in competence: the ability of the individual to address unforeseen situations through the combined use of preordered personal qualities and behaviourally demonstrated knowledge. This ‘sharing’ in behaviourally demonstrated knowledge creates a sense of belonging which develops out of a shared sense of loyalty to a common sense of purpose and values embedded in community existence. It is the community that endorses the practices as worthwhile. 
 
When community learning practices take place together there is accelerated learning. Learning from experience through practice as part of a community shapes a sense of one’s identity because our response to developing competence and the evaluation we receive from others is forged within our biography (Wenger, 1998). In this sense Traynor et al (2010:1586) describe professional discourses within communities of practice as “pervasive, available and persuasive”.






Consider Another Professional Discipline and 
Ask Yourself

• What is their professional epistemology? 
• How is competence achieved?
• What are their knowledge and skill boundaries?
• What are the disciplines which most often share practice overlap?
• Protocol versus professional knowledge



Examples of Inter-professional Working- Pharmacist 
Feedback on Prescribing Errors (Lloyd et al, 2018)

• History of correction without contact or interaction
• Pharmacists hesitant on grounds of sensitivity
• Prescribers highly valued feedback
• 18 pharmacists gave confidential individual feedback on errors
• Semi-structured interviews with participants
• Digitally recorded and transcribed verbatim
• Analysed using Ritchie and Spencer’s Thematic Framework
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Pharmacists have acknowledged that they often correct errors without contacting the original prescriber. Evidence suggests that for feedback to be effective it should be comprehensive and timely with comparison to a benchmark, whilst it should also be individualised, frequent, actionable and delivered by a colleague who has observed practice. Pharmacists have reported previously that they would be willing to provide more formal feedback on prescribing errors where time is provided although pharmacists have expressed anxieties that such feedback may create tension and damage working relationships with prescribers.  Such tensions were not reported recently by prescribers where pharmacists were perceived as credible facilitators of prescribing error feedback. A recent evaluation of a pharmacist-led prescribing error feedback intervention, reported that there were no unintended negative consequences identified.
 



Examples of Inter-professional Working- Pharmacist 
Feedback on Prescribing Errors- The Results

(Lloyd et al, 2018)

• From Directive or Facilitative
• Sensitivity Honed and Dialogue Improved
• Cost Effective
• Improved Relationship with Prescribers
• Knowledge Exchange Mutually Beneficial
• Realisation of  0wn Professional Value
• Raising Practice Standards
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Pharmacists reported a clear shift from a directive to facilitative feedback process, one that was recognised as more constructive and meaningful to educate the prescriber, identify error causation and negotiate solutions to prevent error recurrence. Pharmacists reported delivering feedback in a private setting in most cases although the setting depended on prescriber preference. Separating the process from normal clinical interactions allowed greater dialogue and focus on the experience.
Pharmacists consistently reported that having a rapport with their own prescribers increased their confidence and reduced apprehensions about delivering feedback. Additionally, pharmacists advocated that feedback was enhancing working relationships through increased interaction with prescribers. Pharmacists were initially concerned that their feedback would be dismissed by prescribers although they acknowledged that this was unfounded. Hierarchical influences with prescriber grades were also noted with pharmacists reporting greater apprehension when approaching consultants with feedback as opposed to junior doctors.                 
Pharmacists consistently reported that formalizing feedback ensured consistent pharmacist response to prescribing errors, whilst some pharmacists also suggested that the process can indirectly raise the consistency of pharmacist practice at ward level. 
Pharmacists consistently reported that the process raised awareness of their roles with their knowledge and skills recognised, with increased pharmacist credibility on wards described as an outcome.
Pharmacists overwhelmingly reported that prescribers were open to feedback and fully engaged with the process although this surprised some pharmacists who had anticipated negative responses.




Improving the Prescribing Process (Lloyd et al, 2018)



The Service User Perspective 
(Coulter and Collins, 2011)

• The Sociology of Empowerment
• Uncertainty and Redundant Paternalism.
• A Range of Practitioner Excuses   Service Faults and Deficits and 

Transferring Blame
• Systems and Approaches 
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Sherry Arnstein’s model of participation (1969) is useful in demonstrating genuine partnership working between nurses and their patients but also exposing non participation and tokenism thinly disguised as participation. Originally designed with citizen town planning in mind, Arnstein’s ladder places concordance in the context of an upwardly mobile struggle by the powerless to seize power. The framework reveals in a more detailed way than more recently developed participation models the huge cultural shift necessary among professional groups if genuine concordance is to be achieved. In the context of healthcare practice citizen power denotes a service which is run by service users for service users and delegated power relates to systems led by practitioners where some operational responsibility is ‘delegated’ to service users. Concordance as represented by partnership marks the first level of genuine service user control on the ‘participation ladder’ distinct from forms of tokenism such as placation, consultation and informing. At the level of placation the service user is granted a measure of change resulting from the opportunity to voice their concerns and objections but the balance of power in favour of the practitioner and the outcome they envisage remain fixed. Informing and consultation each describe a one way process but with responses moving in different directions. Informing involves information giving by the nurse to the patient with no opportunity for the patient to respond critically to this. Consultation describes a situation in which the patient is permitted to respond but there is no obligation on the part of practitioners to accommodate that response.  Finally, Arnstein speaks of manipulation and therapy as types of complete non participation in which service users are required to surrender information on request and consent to procedures in blind trust without any terms of reference or understanding the full implications of their actions.




The Ladder of Participation in Practice

• Tokenism (Celino et al, 2005 ; Jacobowski et al. )

• The Chief Patient Complaint (Coulter and Collins, 2011)

• Lip Service and Tokenism   
(Millard et al, 2006 ; Oudshoorn, 2007)

• Readiness to Listen, Support Expression, Take Account, Involve and Share
(Shier, 2001)

• Representativeness
• Accessing the Skills Escalator and Funding
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Sherry Arnstein (1969) argued that at the levels of manipulation and therapy a view of service users as passive recipients of care secures power for professionals. Arnstein (1969) took the view that at this level faults and deficits in the service could be easily concealed by laying blame at the door of people the organisation purports to serve.  
Subtle shades of participation and non participation are apparent in Celino et al’s evaluation (2005) of the individualised patient medication review system put in place by the medicines partnership. Their findings showed that the quality of outcomes hinged on the quality of the process; the approach of the practitioner, the spirit of the interview and the balance of power.  A patient’s presence at a review did not necessarily equate with active participation or concordance. For example often the aim of the exercise had not been explained to many patients and some felt interrogated suggesting an approach pitched at a level of manipulation. Only a minority of patients were given an opportunity to ask questions suggesting informing as the level of working. In a few cases this led to feelings of public suspicion that the review was merely part of a cost cutting initiative rather than a strategy designed to benefit them.  This equates to Arnstein’s view (1969) of consultation in which the patient’s views are heard but do not inform care planning. The paper is significant because it shows that even when systems are put in place to facilitate shared decision making, concordance may not result because of the paternalistic way in which the system is implemented.
Millard et al’s observer participant study (2006) of 22 community nurses and 107 patients in Northern Ireland showed a wide range of nursing behaviours in relation to patient participation. These ranged from non participation in which the patient’s views were ignored and the nurse dictated care to genuine partnership in which the nurse sought the patient’s perspective and provided information and options for moving forward on an agreed platform. In between these two polarised points were forms of covert non involvement in which patients had information solicited from them which was purely for the nurse’s benefit or in Arnstein’s terminology: manipulation. There were also situations in which the nurse was forced to involve the patient because of having been challenged by them or placation. These findings concur with those of Oudshoorn and colleagues’ (2007) secondary critical lens analysis of 17 nurse and 16 client scripts arising from 4 nurse client family ‘clusters’ in a Canadian hospital at home programme. In each case the nurse possessed the skill to set up a relationship of trust but this was often used in a paternalistic rather than a patient centred way. Persuasion and coercion were both evident. The process driven nature of nursing practice led many practitioners to believe they should take charge of care. There was a pervasive reluctance among nurses to share knowledge with patients, and a pervasive belief that nurses were the experts. The patients perceived nurses to have “positional power” (p1440) in that they were able to choose whether or not to grant patients choice. 

 
Jacobowski and her team (2010) using time series questionnaires demonstrated positive results in the shape of increased satisfaction among relatives of patients when family members were involved in practitioner reviews on an intensive care unit. In a seven month trial relatives of 227 patients treated in a 26 bed unit were able to ask questions and voice concerns regarding the care of their relative. However the authors are silent as to the amount of influence if any relatives’ views had on care and treatment plans. It therefore follows that what appears an innovative approach to carer involvement may have served only as tokenism or at best a measure to placate rather than empower relatives.




Exploring your practice – Ask Yourself

• How does listening to service users feature in your practice?
• What efforts are made to help service users express themselves?
• How do you take account of the views and feedback from service 

users? How do systems reflect this?
• How are service users involved in clinical decision making?
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