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Abstract

The importance of collaborative practice in health care has been emphasized.[1,2] There is a critical
need for convenient and flexible education opportunities that support the development of collaborative
practice skills among the health care workforce. Consequently, the purpose of this project was to create
and evaluate an online learning resource for physicians, nurses, nurse practitioners, and pharmacists
working in long-term care that provided practitioners with the skills, knowledge, and motivation
necessary to enhance their ability to act as an interprofessional team while providing clinical care. The
Demand-Driven Learning Model [3] was used to guide the project. Findings revealed learners enjoyed
the programme and acquired new skills and knowledge relating to collaborative practice that they
transferred to their workplace resulting in higher levels of collaborative practice. The data did not reveal
significant changes in the learners’ attitudes towards collaborative practice; perhaps because the
participants were early adopters and already had positive attitudes. Requests to change organizational
structure to enhance collaborative practice were minimal, as was the impact of the resource on resident
care. Given the short time frame from completion of the learning resource to the evaluation, this is
perhaps not surprising as it is reasonable to expect that these types of changes will take time to take effect
within the organization. Follow-ups at a later date are suggested.

Keywords: Interprofessional learning resource, physicians, pharmacists, nurse practitioners, nurses,
long-term care, eLearning

1. Introduction

The importance of teamwork in health care is well documented [1,2,4]. Some feel that
teamwork is a prerequisite for enhanced communication among health care professionals and
caregivers, improved case management, and efficient patient care [5—7]. Others go so far as
to suggest that interprofessional health care teams working well together will be able to
improve the quality of health care and provide cost savings [8].

Moving towards a collaborative model of healthcare service delivery requires that healthcare
providers are trained in this way. Getting professionals to learn together to work together is
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often challenging due to increased workloads, shift work, assorted professional backgrounds,
and differing levels of educational aptitude, literacy, experience, and seniority [9]. New
approaches to education and training are needed both by healthcare providers struggling to be
efficient and effective in their present jobs and by employers who want to offer the best service
to patients by having highly qualified staff but who have limited resources to support the time
away from work required by many traditional face-to-face training programmes. The tension
between improving employee skills and maintaining talented staff has led employers in many
industries to endorse, fund, design, or deliver alternative training programmes. One option
that is rapidly gaining support is elLearning.

ELearning involves the use of technologies to deliver learning solutions that enhance
knowledge and skills via the Internet. ELearning affords the high levels of interactivity,
flexibility, information access, and communication needed for busy adults to learn [10,11].
ELearning holds special appeal for busy adults working in understaffed organizations, such as
long-term care (ILTC) homes, who want to advance their learning and/or credentials without
prolonged interruptions in their work [12]. ELearning initiatives could prove to be an
appropriate and useful method to deliver accessible and convenient education designed to
enhance collaborative practice that fits within the constraints of the health care setting.
Indeed, elearning has been shown to be a successful medium to facilitate learning for
healthcare providers in LTC homes [13,14].

A number of researchers have stressed the need for quality standards to ensure and protect
the academic integrity of eLearning [15—18]. In 2001, in response to the call for quality
standards and sound pedagogical models for elearning, MacDonald, Stodel, Farres,
Breithaupt, and Gabriel published the Demand-Driven Learning Model (DDLM) as a
quality standard to guide the design, development, delivery, and evaluation of eL.earning. The
DDIM is grounded within a constructivist framework and defined by five inter-related
dimensions (structure, content, delivery, service, and outcomes) that, in concert, create a
high-quality elearning experience. An evaluation tool that aligns with the model was also
developed to assess the quality of elLearning against this standard [19,20]. These products
have been used to guide elLearning initiatives across Canada and the United States, including
an online dementia care programme for caregivers in LTC.

The purpose of this project was to develop and evaluate an online learning resource
designed to enhance collaborative practice among healthcare teams of family physicians,
nurses, nurse practitioners, and pharmacists who work in LTC. This paper presents the
findings of the DDLM-based evaluation.

2. Methods
2.1. Research questions

The following research questions guided the evaluation of the learning resource:

1. Did the learners have a positive reaction to the learning experience?
Did the learners acquire new knowledge and skills regarding collaborative practice?

3. Was there a change in the learners’ attitudes towards the value and use of team
approaches to care?

4. a. Was learning transferred to the workplace?
b. Did this result in an increase in interprofessional collaboration?

5. Was there organizational change regarding how care is delivered?

6. Did the residents’ well-being improve?
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2.2. Context and participants

Seventeen not-for-profit/charitable (n=10), for profit (n=5), and municipal (n=2) LTC
homes across Ontario, Canada, participated in this project. The evaluation involved 59
professionals from three- or four-member teams comprising pharmacists, physicians, nurses,
and/or nurse practitioners who worked in these homes. These participants had been
healthcare practitioners for between 1 and 38 years (mean = 18.90 years, SD =9.83). The
demographic information of the learners is presented in Table I. Fifty-one (86.4%) learners
completed the learning and its evaluation within the project timelines, and it is their data that
are presented in this paper. The healthcare practitioners selected to participate were
considered ‘early adopters’ of both interprofessional collaboration and elLearning. Many
participants had already identified a need for such a resource. These four professions were
chosen because these professionals have the most ‘explicit’ or formal knowledge base in LTC;

Table I. Demographic information of the learners.

Frequency Per cent
Sex
Male 24 40.7
Female 35 59.3
Occupation
Pharmacist 17 28.8
Family physician 15 25.4
Registered nurse 14 23.7
Nurse practitioner 6 10.2
Director of care 2 3.4
Gerontological nurse specialist 1 1.7
Clinical nurse specialist 1 1.7
Advanced practice nurse 1 1.7
Registered practical nurse 1 1.7
Internist 1 1.7
Age
25-34 10 16.9
35-44 20 33.9
45-54 20 33.9
55-64 7 11.9
65+ 2 3.4
Mother tongue
French 7 11.9
English 48 81.4
Other 4 6.8
Language at work
French 3 5.1
English 47 79.7
Community
Urban 41 69.5
Rural 18 30.5
Type of facility
For profit 31 52.5
Not for profit/charitable 20 33.9
Municipal 8 13.6

Had previous elearning experience 19 32.2
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their professions are represented in virtually all LT C homes; and they are often responsible for
educating and empowering staff, residents, and families. Further, if the new learning resource
was effective for this group, it would justify future work with other potentially less receptive
groups.

2.3. Learming resource

The online learning resource was designed to provide primary health care professionals with
the skills, knowledge, and motivation necessary to enhance their ability to act as a
collaborative interprofessional team while providing clinical care to elderly people in primary,
community, and/or L'TC facilities. The learning resource comprises four sections that are split
into a total of eight modules and is delivered totally online without the need for a facilitator
(Figure 1). The four sections teach the learners to prepare for collaborative practice, share
information, process information, and measure their collaborative practice. In each module
learners are required to read text-based content (see Figure 2 for an example), complete
online activities and worksheets (see Figure 3 for an example), listen to audio-clips, and view
video-clips (see Figure 4 for an example). At the end of each section, they are asked to meet
face-to-face with their team to complete a group assignment, which involves discussion and
application of the material taught in the preceding modules.

Working Together Learning Resource
Course Outline

Introduction and Collaborative Practice Survey 1

Section A:

; MODULE 1 MODULE 3 Assignment A
Preparing for \— Colaborative Fractics | MODULE 2 Establishing your Planning for
Collaborative Why Collaborate? Collaboration Collaborative Practice

101

Parameters

Practice

Section B: Assignment B
; MODULE 4 MODULE 5
Sharing : Go #) ; : Case Study Part 1
o Eriation Presenting Individual Assessments Skills to Ensure Understanding Sharing Information

Section C: Assignment C

| MODULE 6 MODULE 7
Processing : :—}) - Case Study Part 2
Information A F Ry SR Process Sk Decision Making
A\ > N -
( ™
Section D: o B
Measuring your MODULE 8 . '.'::’,{"“" !
Collabol'ative Measuring Collaboration 7 B acica
Practice
\ >

[ Collaborative Practice Survey 2

Collaborative Practice Survey 3 to be Administered One Month After Completion of Learning Resource

Figure 1. Course outline.
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Lo A;n{
/& section B - Module 4 123456789109992 e wD Craa

Sharing information

The ultimate goal of collaborating is to come up with one plan of care that encompasses the |
contributions (viewpoints, positions and opinions) of each clinical practitioner involved in a |
resident's care.

Before you can begin di ing your posii solving

and/or making decisions, you must ensure that the information offered
by each individual on your team is effectively communicated and
understood.

This step is particularly important when dealing with interdisciplinary
teams because each individual on a clinical team is trained to:

« view the situation from the perspective of his/her profession;
« assess situations independently;

« solve problems independently; and
+ make decisions quickly.

. @ 'V orking Together

 ———— T T

Figure 2. Screenshot of an example of text-based content.

.:’PiyctionA-Moduloi 123456789 ;,ﬂ Wiy | ot

Worksheet 1 - How collaborative is your team?

On a scale of 0-10, rate how important you believe each of the seven elements is to
collaborative practice. Once you have rated each element click Step 2. :

0 =not at all important, 10 = extremely important

Sepi  |Spz  |Swp3  |Sepd  |swps |

{CLICK AND DRAG THE ARROWS)
C; o & 10
A i o & 10
A y 0 & 10
Responsibility 0 fy——— 10 {
c o & 10 "
C o & 10
Mutual trust and resp 0 & 10
Ei»m;m; Together
: R 3 S e e — - e TS

Figure 3. Screenshot of an example of an online activity.

2.4. Evaluation procedures

Data-collection tools were developed to facilitate the collection of qualitative and quantitative
data that allowed the research questions to be answered.
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2.4.1. Surveys. Learners completed three online surveys. (A copy of the surveys can be
obtained from the lead author.) The surveys comprised existing survey tools (Table II).
Survey 1 was administered as learners logged onto the resource for the first time, and surveys
2 and 3 were administered after the completion of all the learning activities. Survey 1 collected
demographic information and assessed learners’ collaborative practice knowledge, skills,
behaviour, and attitudes. Survey 2 obtained feedback on the resource, assessed whether the

o
% Section B - Module 5 12345678910111213141518 ,;;: wo..

Interpersonal filters affecting the Collaborative Practice Team

Nine times out of ten, if someone reacts to something
you did or said in a way that you did not expect, you
can bet a filter caused a misunderstanding. Let's see if
you can tell which interpersonal filters are affecting our
practice team?

Example of interpersonal filters &
affecting information sharing. View Video #2

From what you saw in Video #2, which interpersonal
filters do you think may be affecting our team

1
|
click all that apply then dlick the green check mark fo submit your answers L

members:
v submit answers
|
Lucie: Bill: Kelly:
a. Anxiety a. Needs a. Sense of Self }
b. Language abilities  b. Past interaction  b. Education |
c. Stereotypes c. Prof. background  c. Past experience [

d. all of the above. d. all of the above. d. all of the above.

’b‘ Working Togethe

Figure 4. Screenshot of an example of a video-based activity.

N e e S R

Table II. Summary of evaluation surveys.

Research questions
Survey Content answered

Survey 1 (Pre-learning)

Demographic Survey 2, 3, and 4b
e Tool to assess knowledge of collaborative
practice that aligned with the learning objectives
e 14-item Quality of Care/Process subscale from
the Attitudes Toward Health Care Teams Scale [21]
e Jones and Way’s Collaborative Practice Survey [22]

Survey 2 (Post-learning) e DDLM evaluation tool (adapted from MacDonald ez al. [20]) 1, 2, and 3
e Tool to assess knowledge of collaborative practice
that aligned with the learning objectives
e 14-item Quality of Care/Process subscale from
the Attitudes Toward Health Care Teams Scale [21]

Jones and Way’s Collaborative Practice Survey [22] 4,5, and 6
e DDLM evaluation tool (adapted from MacDonald ez al. [20])

Survey 3 (Post-learning)
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learning objectives had been met, and examined the learners’ attitudes towards collaborative
practice. Survey 3 assessed the learners’ collaborative practice and the impact of the learning
resource in terms of organizational change and resident well-being.

2.4.2. Interviews. Semi-structured focus-group interviews were conducted with eight teams of
learners at the end of the project (Appendix 1). The interviews were designed to identify the
strengths and outcomes of the learning resource and provide recommendations for how the
resource could be improved. Teams were chosen based on their availability and willingness to
participate in an interview and with consideration for the type of home in which they worked
and degree of team functioning. In addition, semi-structured individual interviews were
planned with one administrator from each of the eight LTC homes where a team of learners
was interviewed in order to obtain the LTC home administrators’ (e.g. Director of Care,
Manager of Operations) perspectives on the learning resource (Appendix 2). The interviews
were audio-taped and transcribed verbatim. Transcripts were returned to the participants for
member checks.

2.5. Data analysis

Qualitative data analysis involved searching the transcripts for information that answered the
research questions. The constant comparative method was used to identify categories of data.
Once the categories were created satisfactorily, the data were assigned to the categories.
Categories were then linked and a report written to highlight the findings. Direct quotations
were used throughout to preserve the voice of the participants. Quantitative data analysis
involved calculating frequency and descriptive statistics for the learners’ responses on the
closed-answer survey items. In addition, repeated-measures t-tests and ANOVAs were used
to determine whether the participants’ scores relating to collaborative practice knowledge,
attitudes, and behaviour changed over time and whether there were any differences between
professions.

3. Findings
The research questions and the DDLM guide the presentation of the findings.

3.1. Did the learners have a positive reaction to the learning experience?

Data from the interviews and the DDLM survey revealed that, overall, the learners felt the
learning resource was beneficial. However, the participants had some concerns regarding
aspects of the resource and provided recommendations for how the learning resource could
be improved. The findings in this section are presented within the DDLM constructs.

3.1.1. Content. The learners varied in their opinions of the content. For the majority of the
questions in the DDLM tool that related to content, learners’ responses spanned the
full spectrum of possible response options, though on average the responses were positive
(Table III).

The interview data regarding the content of the learning resource generally supported the
survey data. Some felt the content was comprehensive and entertaining, and they gained new
information from it. Others found the material too basic, but felt the resource served as a good
review of what they already knew and confirmed their current practices. Generally, though,
learners deemed the level of difficulty of the material appropriate.
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A couple of learners interviewed did not feel that the content always reflected the reality of
LTC. For example, they noted that because healthcare providers in LTC are so busy and
team members often have different schedules (many pharmacists and physicians only came to
the homes for half a day once a week, or less) they are not able to conduct face-to-face case
conferences to discuss residents as depicted in the learning resource. One pharmacist
explained it this way:

I think that the way collaborative practice was portrayed [in the learning resource] only
happens in an ideal world; that you actually get to sit down at a table and discuss patients
like that. It certainly doesn’t happen in our world here. However, we are able to still practice
collaborative practice in our own modified ways.

Further, the project was criticized by some participants as it did not include care providers. At
least one person from each of the eight teams interviewed emphasized that care providers are a
critical part of the health care team in LTC and that they should be included in this type of
learning.

3.1.2. Delivery. Learners’ opinions regarding the delivery of the resource were diverse, and the

full spectrum of response options in the DDI.M tool was used by the learners. On average, the
responses were neutral leaning towards positive (Table IV).

Table III. Learners’ responses to the content items in the DDLM evaluation tool (N=51).

Min* Max Mean SD

The material in the learning resource was boring 1.00 5.00 2.35 .98
In this learning resource there was an appropriate amount of team activities 1.00 5.00 3.90 .92
There were enough offline activities in the learning resource 1.00 5.00 3.55 .78
The content included information that I will be able to use to 1.00 5.00 3.80 .83
deal with new situations at work
The content included learning tasks that were similar to those I face at work 1.00 5.00 3.69 .93
The content included information that I need in my work 1.00 5.00 3.82 97
The content included enough online resources 1.00 5.00 3.57 .92
The content was well organized 2.00 5.00 3.65 74
The content used words I did not understand 1.00 4.00 1.65 74
The content was too difficult 1.00 4.00 1.80 .66

“Response options: 1= strongly disagree; 2 = disagree; 3 = neutral; 4 = agree; 5 = strongly agree.

Table IV. Learners’ responses to the delivery items in the DDLM evaluation tool (N=51).

Min* Max  Mean SD

The material in the learning resource was organized so it was easy to find things 1.00 5.00 3.31 .93
The material in the learning resource was uncluttered 2.00 5.00 3.67 77
It was easy to access a computer when I needed to 1.00 5.00 3.86 1.20
In this learning resource it was easy to ‘‘navigate’ through the content 1.00 5.00 3.10 1.17
In this learning resource the buttons on the screens did what 1.00 5.00 3.37 1.23

they were supposed to do (e.g. links to others pages)

“Response options: 1 =strongly disagree; 2 = disagree; 3 = neutral; 4 = agree; 5 = strongly agree.
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The vast majority of learners interviewed reported that they did not have any problems with
navigation; nor did they have trouble accessing the resource online. However, a few did face
roadblocks accessing the resource, or aspects of it (e.g. audio, video), and these related to
security settings, filters, pop-up blockers, firewalls, and the screen resolution on their
computers. Several learners reported that they needed the technical support at their
organization to download Flash Player (software necessary to view the resource) onto
their computers as they did not have network permission to do so themselves. There were a
couple of programming oversights that were a source of frustration for the learners. They
included not being able to save their responses in activities if they wanted to go back in the
resource to review something and not being able to print the content.

3.1.3. Service. Data from the DDLM evaluation tool revealed that learners tended to
receive support from their organization while involved in this project (mean=3.71,
SD =1.10; response options: 1=strongly disagree, 5 —=strongly agree). Most learners
indicated that if they wanted to work on the learning resource during work, they were
supported in doing so. However, most of the learners chose to complete the resource at home
in their own time.

The learning experience was not facilitated. Interview data revealed that for the most part,
learners did not have problems learning without an instructor or facilitator. In fact, many
mentioned they preferred to work independently, and therefore this was a strength of the
resource. The fact that the learners in this project volunteered to participate and were
professionals with at least one university degree could explain why there was no need for a
course facilitator.

When questioned regarding organizational barriers that may have impacted the learners’
ability to participate in the resource, the main issue that emerged was time. Related to this, it
was a huge challenge for many of the teams to get together to complete the team meetings.
Scheduling of these meetings was complicated by the fact that not all of the team members
worked at the homes full-time. One physician suggested that in order to reflect the reality of
LTGC, the learning resource should teach how to collaborate effectively when the team is not in
the same room.

For the pharmacists, taking time to meet face-to-face is a particular challenge, as they are
not financially compensated for providing patient care. Instead, their priority is to generate
revenue through dispensing medications. A number of participants indicated the current
situation is unsatisfactory and that a review of the current model of practice in Canada is
necessary if collaborative practice is going to be supported in LTC homes.

3.1.4. Structure. Learners’ opinions regarding the structure of the resource as assessed by the
DDLM evaluation tool were once again diverse, and the full spectrum of response options
was used by the learners. However, on average, the learners’ responses were favourable
(Table V). Learners liked the convenience that learning online provided. They appreciated
being able to learn where and when they wanted and at their own pace, not having to go out to
school in the evenings, nor having to arrange transportation to get there. Even the majority of
learners who reported preferring face-to-face learning realized that due to their busy lives, the
conflicting schedules of the team members, and not all the professionals being employed full-
time on-site, the reality of face-to-face collaborative practice training is a challenging one.
A number of factors impacted the learners’ motivation to engage in the programme.
Positive motivators included wanting to improve resident care, wanting to learn, the novelty
of learning on a computer, the expectation that it was going to be a fun experience, learning
about computers, wanting to change LTC policy, and being paid. Conversely, technical
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Table V. Learners’ responses to the structure items in the DDLM evaluation tool (N=51).

Min* Max Mean SD
In the learning resource I was replaced when I left my work 1.00 5.00 1.94 1.01
duties to do this learning
In the learning resource there were opportunities for me 1.00 5.00 3.69 .93
to practice what I learned
In the learning resource there were opportunities for self-evaluation 2.00 5.00 3.94 .70
In the learning resource the content and learning activities 2.00 5.00 3.86 .69
supported the learning objectives
The learning resource kept my interest 1.00 5.00 3.59 1.04
The learning resource met my learning needs 1.00 5.00 3.49 1.01
The learning resource respected my current knowledge 1.00 5.00 3.49 1.01
The learning resource respected my experience 1.00 5.00 3.45 .99
Having this learning resource online made learning more 1.00 5.00 3.76 1.21

convenient than learning face to face

“Response options: 1= strongly disagree; 2 = disagree; 3 = neutral; 4 = agree; 5 = strongly agree.

glitches and the lack of time the learners had, especially for getting together for group
meetings, negatively impacted the learners’ motivation.

3.1.5. Owverall. In order to explore differences in learners’ responses on the DDLM survey, a
composite score for the DDLM questionnaire was calculated for each learner by adding the
learner’s scores for each question together (NB: three items were reverse-coded). Repeated-
measures z-tests and one-way ANOVAs were conducted to determine whether differences in
learners’ responses were due to differences in demographics. Analyses revealed that women
rated the learning resource more favourably than men (z= —2.231, p < 0.05). Further,
Scheffe’s post-hoc tests revealed that learners who had a high-speed Internet connection on
the computer they used most frequently rated the learning resource more positively than those
that had no Internet connection on the computer they used most frequently (p < 0.05).
However, no significant differences were found between learners with dial-up and high-speed
nor dial-up and no Internet (p > .05). Neither age (F(4, 46) =0.536, p > .05), profession
(F(7, 43)=0.913, p> .05), mother tongue (r=2.063, p> 0.05), computer ability
(F(4, 46) =0.604, p > .05), attitude towards computers (F(4, 46)=2.013, p > .05), prior
elearning experience (t= —0.615, p > 0.05), nor concerns about learning online revealed
differences in learners’ scores on the DDLM.

3.2. Dud the learners acquire new knowledge and skills regarding collaborative practice?

Several learners reported in the interviews that they acquired new and relevant knowledge and
learned new skills. Learners developed a better understanding of collaborative practice and of
the roles of practitioners from other professions. An added benefit for some of the learners
was improving their computer skills. The survey data supported these findings and indicated
that the learning objectives had been met. Repeated measures r-tests revealed learners were
significantly (¢ values ranged from —2.22 to —7.09, p < .05) more confident that they could
do each of the skills that related to the learning objectives of the resource except for one:
communicating their individual position on a clinical topic in a clear, concise, and relevant
manner (t= —1.993, p=0.052). The majority of the learners (86%) attributed the
improvements in their knowledge and skills to the learning resource. For each of the
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learners, a composite score that reflected their confidence in their collaborative practice skills
and knowledge was calculated by adding together their scores from all of the questions
relating to the learning objectives. Using these composite scores, one-way ANOVAs were
conducted to determine whether there were any differences between the professions. No
significant differences were found (p > .05).

3.3. Was there a change in the learners’ attitudes towards the value and use of team
approaches to care?

The Attitudes Toward Health Care Teams Scale [21] was used to examine whether there
were any changes in learners’ attitudes towards the value and efficiency of teamwork after they
had completed the learning resource. A composite score for the complete questionnaire was
calculated for each learner by adding the learner’s scores for each question together (NB:
three items were reverse-coded). Repeated-measures z-tests were conducted to determine
whether there was any significant change in learners’ attitudes after they had completed the
resource. No significant changes were found in either the composite score (z= —1.209,
p > .05) nor in the learners’ responses to each of the questions (z values ranged from 0 to
—1.61, p > .05) except one: the team approach permits health professionals to meet the
needs of family caregivers as well as residents (z= —0.219, p < .05). One-way ANOVAs were
conducted using the composite score to determine whether there were any differences in
learners’ attitudes towards collaborative practice between professions. No significant
differences were found between the professions either before (F(3, 43) =2.58, p > .05) or
after (F(3, 43) =2.30, p > .05) participation in the learning resource.

Despite the fact that the quantitative survey data revealed no changes in the learners’
attitudes, in the interviews at least one learner, a physician, provided an example of how he
had changed his attitude towards collaborative practice:

I had a fear that this was going to be a matter of ‘We, the team, are going to make decisions
but I, [the doctor,] am going to be on the hook for any bad things that happen’. It was this
whole sense of the doctor has to make the medical decisions. . .. So, I think this project, and
working through it with these guys, relieved a lot of my anxiety about this whole
approach. . .. So, personally, that’s been a big change for me.

3.4. Was learning transferred to the workplace?

Responses on the DDLM evaluation tool revealed that 82% of the learners either agreed or
strongly agreed that as a result of their participation in the learning resource they applied new
skills in the workplace, 75% agreed or strongly agreed that they applied new knowledge in the
workplace, and 69% agreed or strongly agreed that they had initiated new ideas and projects.
The interview data provided further support that the learners had transferred knowledge to
the workplace and shared what they had learned with other colleagues. One nurse stated: ‘I’ve
already tried some of the things, like [using] positive feedback and trying to get everybody on
board with the team; because everybody contributes but if they don’t feel recognized they stop
[contributing]’.

Another reported that her participation in the learning resource had changed how she runs
her weekly team conferences:

I usually have multi-team conferences every week and I’ve noticed improvement in my
listening skills. I used to cut people off all the time. . ..I would let people just talk on and on
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and sometimes I’d lose control and people would start talking about their own trip or
something like that. I found I’m better at pulling people back in or I’ll say, ‘OK, we’ll
discuss this later’....I would not have noticed these things about myself until I had taken
the course.

Several learners reported that they had improved their communication skills. One nurse
reported: “You might find yourself stopping and listening more and trying to say, ‘““OK, now is
this exactly what you said?’”> A physician indicated that his team was now communicating
differently with each other:

We kind of dreamed about this [but] we had no way of making [it] happen until this
[project] came along....We have this common bond [in] that [now] we’ve gone through
this process we probably talk differently to each other, we work differently, ...

3.5. Dud this result in an increase in interprofessional collaboration?

When the learners were asked in the interviews if they felt that the learning resource resulted
in an increase in interprofessional collaboration between team members, most learners
indicated that they felt that team functioning had improved. Sometimes they noted this was
due to an increased understanding of each others’ roles, and other times it was a result of
better communication among team members. A pharmacist explained how, as a result of
using the resource with her team, she feels more comfortable communicating with the
physician, which resulted in a more efficient and effective practice:

Before, my collaboration with the physician was primarily in the form of a written
medication assessment and I was very tentative or reluctant to recommend some things.
Whereas now [that the physician] and I have spoken, I am more willing to share knowledge
and collaborate.

One nurse explained how having used the learning resource she now makes a conscious
effort to communicate and collaborate with her staff:

I make sure that I include the RPNs who are in charge of each of my units...And a lot of
times they have insight that I don’t have because they’re doing the bedside, they’re doing
the medication. I think to some degree I did it before but I’m more conscious of it now and
it really improves the care.

The project also cultivated a sense of camaraderie among the individuals who took the
learning resource and strengthened team cohesion. One nurse reported how her team was
collaborating to develop more effective procedures in their workplace.

Data from Jones and Way’s Collaborative Practice Survey [22] supported the learners’
verbal reports that their collaborative practice had improved following participation in the
learning resource. Repeated-measures r-tests were conducted to determine whether there
were any significant changes in learners’ collaborative practice. Following completion of the
learning resource, learners were significantly (z values ranged from 3.92 to 6.40, p < .001)
more likely to engage in the different aspects of collaborative practice as assessed by each
question in the survey than they were before they engaged in the learning resource.

For each of the learners, a composite score that reflected the overall degree of collaborative
practice was calculated by adding together the nine scores from the questions in the
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Collaborative Practice Survey. Using this score, one-way ANOVAs were conducted to
determine whether there were differences in learners’ collaborative practice between the
professions. No significant differences were found between the professions either before
(F(3, 43)=2.69, p > .05) or after (F(3, 43)=2.09, p > .05) participation in the learning
resource.

3.6. Was there any organizational change regarding how care is delivered?

Almost half the learners (49%) either agreed or strongly agreed that they had requested
that changes be made in their organization as a result of participating in the learning
resource, 16% disagreed with the statement, and 35% were neutral. Several teams provided
examples of how they had made small organizational changes in how care is delivered as a
result of the learning resource. One pharmacist explained that his team had come up with a
more efficient and effective approach for handling medication orders and questions to the
pharmacist:

I’m not here on staff, and quite often I will get phone calls in the middle of a busy, hectic
day with a complicated question from [the Advanced Practical Nurse] and she can’t see
what’s happening in the pharmacy where all hell is breaking loose. . .. For me to be able to
answer just off the top of my head, at times doesn’t give the best care for the patient. So
we’ve talked about faxes or e-mails or things like this so that they can send me all the
information, I can look at it appropriately, find the time to assess it appropriately, and then
respond.

Another team explained how the nurse and physician had collaborated to develop a treatment
plan for wounds. The physician explained that writing down such procedures can improve the
efficiency of care:

It’s overwhelming sometimes communicating expectations with the floor nurses regarding
wound care. So this was another way of saying let’s try to simplify things: ‘I’m sure that we
can work together to simplify things and put down on paper, This is what I expect. This is
what you expect. This is what you need to assess wounds well’.

3.7. Did the residents’ well-being improve?

In the interviews, when the participants were asked if they had recognized any improvements
in the residents’ care as a result of their team’s involvement in the project, the most common
reply was that it was too early to tell. However, some indicated that they were sure that there
would be with time. In the surveys, however, learners’ responses were more positive. Seventy-
three per cent agreed or strongly agreed that they felt they delivered a better service to the
residents they care for as a result of participating in the learning resource. Further, in the
interviews, learners provided concrete examples of how participating in the learning resource
had impacted the residents’ quality of care. Two examples will be shared here. The first
example involved a young resident who had suffered a stroke. This individual was frightened,
did not want to be among large groups of people, was unable to communicate effectively, and
was experiencing severe pain. The resident’s family wanted her to have higher doses of
pain medication; however, this level of medication would likely make the resident too sleepy
to eat and cause dietary complications. Obviously, this was a source of concern to the health
care team. The team collaborated, shared different perspectives and opinions, and came up
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with a safer and more effective solution for the resident. The physician involved explained the
case:

[This individual] has really complicated pain issues, anxiety issues, communication issues,
and nutritional issues that all feed into each other. And it was really great to see everybody
coming at it with, “This is the issue I have [in my] discipline’. Then hearing [other people
tell me] what I’'m doing isn’t working. And then we were talking about adjusting pain
medications and the dietician spoke up a[s she] was really worried.

One of the nurses involved went on to explain that rather than just listening to the resident’s
family’s concerns and addressing them, as a team they were able to discuss the situation and
then present a definite plan to the family in a professional manner. The Director of Care
noticed an improvement in the resident after the team had collaborated and implemented their
care plan:

The resident. . . happens to be two doors from my office. I’'m hearing less crying, I’'m hearing
less stress, I’'m getting less complaints from the family. I have the family saying they’re thrilled
with care now, whereas three weeks ago they were going to walk out the door and leave.

The second example related to a situation where the resident needed an unusual procedure.
The physician wanted to give a resident an iron infusion, but he and the pharmacist knew that
because this is an unusual procedure, they were likely to get resistance from the nurse. Due to
their collaboration, they were able to unite and present their case to the nurse to show it would
be in the best interest of the resident to conduct this procedure. The pharmacist and physician
recounted the situation and explained how their collaboration allowed them to effectively
deliver the procedure:

Dr Carson' wanted to start an iron infusion . . . so we’re trying to figure out what’s the best
way to do it. I’'m also a hospital pharmacist so I know what the guidelines are and the
policies and procedures that were in place, so I was able to facilitate that a bit. (pharmacist)

It was very much a give and take kind of dialogue: “What do you think about this? Is this
safe, can we do that?’ (physician)

And then [the nurse] is trying to schedule it, but she needs documentation and information
from me on how to run it....I authorise it....I can do all that for her so that she’s covered
and supported. (pharmacist)

The physician explained how the trust and respect that their team has developed over the
years has resulted in a better utilization of each healthcare professional’s skills and abilities. He
further suggested that the efforts they have made to collaborate as a team, stimulated by the
learning resource, have resulted in more efficient practices and more effective patient care.

4. Discussion

A number of benefits and barriers to using el.earning as a means of developing collaborative
practice skills and knowledge emerged from this research. Overall, the learning resource was a
success, and it became apparent that there is a demand for collaborative practice training in
LTGC; not only for physicians, nurses, nurse practitioners, and pharmacists, but also for other



Downloaded By: [University of Newcastle upon Tyne] At: 09:49 10 April 2008

Online interprofessional education 35

healthcare providers. The learners in this project enjoyed the programme and acquired new
skills and knowledge relating to collaborative practice that they transferred to their workplace
and which resulted in higher levels of collaborative practice. Specifically, learners reported
instances of improved communication and a better understanding of other professionals’
roles. An oft cited barrier to collaboration in L'TC is that, frequently, the pharmacist and
physician are neither on staff nor on site at the LTC home. Therefore, to reflect the reality of
LTC, teams need to learn how to collaborate when they are not face-to-face in the same
room.

The results from this project demonstrated that the learning resource was successful in
helping the learners achieve the learning objectives the resource was designed to meet.
However, the data did not reveal any significant changes in the learners’ attitudes towards
collaborative practice and requests to change organizational structure to enhance
collaborative practice were minimal, as was the impact of the resource on resident care.
Given the short time frame from when the learners completed the learning resource to when
the evaluation was conducted, this is perhaps not surprising. A follow-up 6 months later may
reveal different results. Indeed, some teams could already provide concrete examples of how
resident care had improved as a result of their participation. Also, due to the fact that the
learners volunteered to participate in this project, it could be that these individuals already
had a positive attitude towards collaborative practice leaving less room for change to occur.

Learners had mixed feelings about learning online, but the majority recognized and
appreciated the flexibility and convenience it afforded them. These diverse views towards
elLearning suggest that learning through this medium is still in its infancy in the healthcare
field. However, many learners reported that el.earning is a great concept and something they
need to get familiar with in order to keep up to date. Moreover, online communication
technologies may be a viable way to collaborate when it is not possible for team members to
meet face-to-face and therefore help deal with the reality of working as a team in LTC.
Furthermore, this resource negated the need for an instructor or facilitator. Learners were
able to learn independently whenever they chose without the need for any learning support.

5. Lessons learned

As a result of this project, a number of lessons were learned and recommendations proposed
regarding the development of eL.earning for this and similar populations.

5.1. Introductory information for learners

e As soon as learners go to access the learning resource, they should be provided with
introductory information on how to use the resource and the facility to test their
computer settings to ensure they will be able to view and use the learning resource as
intended. Learners can be directed to the relevant webpage to download the most
recent version of Flash Player as soon as they go to access the resource if they do not
have it on the computer they are using. Further, by building audio and video into Flash,
there is no need for the user to download additional media players. Learners should be
required to open the different file types included in the resource to ensure they have any
relevant software (e.g. Acrobat Reader) before they engage in the learning. The
introductory message should include audio with a text-based message telling learners
they should hear audio and provide troubleshooting tips if they cannot. There should also
be an activity to ensure learners have the correct screen resolution and are able to view the
whole screen.
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Learners should be provided with step-by-step instructions highlighting how security
settings can be changed on their computer, popup blockers turned off, firewalls disabled,
etc. The use of screen-recording software (e.g. CamStudio, Adobe Captivate) will provide
novice computer users a visual demonstration of the steps.

5.2. Programming

Learners must be able to save their work in the online assignments so if they leave that
screen, their work is not lost.

Computer-mediated communication tools should be included so learners can commu-
nicate with each other online. In this way, the resource is providing alternative solutions
for communication when it is not possible for the learners to meet face to face.

5.3. Organization and Navigation

o ILearners should be informed how long each module is expected to take at the beginning of
each module, and the modules should be consistent in length.

o Learners must be able to easily print the text-based content included in the
learning resource. The content should be made available in pdf files in a printer-friendly
format.

5.4. Content

e Learning resources designed to improve collaborative practice should be developed for the
whole team, not just a subset of the team as was done in this project.

e Content must reflect the reality of the workplace, in this case LT C homes. For example, as
well as modelling face-to-face case conferences, model strategies for collaborating when it
is not possible for the team members to be in the same physical location.

e Include activities where learners are required to apply what they have learned to a real case
from their workplace.

o Use a theme or an acronym throughout the resource to facilitate learning and the recall of
information learned.

e Include clinical content to motivate healthcare professionals to use the learning resource.
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Appendix 1. Interview schedule for learners

1.

Can you describe your experience using the Working Together learning resource? (probe
with regards to content, delivery, service, and structure). Did you like it? Did you benefit
from it? Was it easy to use?

Have you used the new knowledge and skills that you learned at work? If so, can you give
me an example of this? Was there anything that you learned in the learning resource that
you would like to put into practice but are unable to? If so, why?

Do you feel that you are working better as a team because of this learning resource? If so,
in what ways? What parts of it helped you work better as a team?
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4. Do you feel you are able to care for the residents you work with better because of this

learning resource? If so, in what ways?

If time permits:

5.

What was the most rewarding or satisfying aspect of the learning resource?

6. What was the least rewarding or satisfying aspect of the learning resource? How could it

be improved?

Appendix 2. Interview schedule for administrators

9]

®

10.
11.
12.
13.
14.

15.

What was your role in the project?

Describe your impressions of the Working Together Learning Resource.

In what ways, if any, do you feel the learners benefited from the program?

a. What did they learn, and what did they apply?

b. Did you notice a change in their attitude towards collaborative practice? If so, in
what ways?

c. Have you noticed differences in the way they function as a team? Did team cohesion
increase?

d. Has there been a change in the quality of care provided to the residents as a result of
the learners engaging in this learning resource? If so, in what ways?

What aspects of the program do you feel facilitated the learners’ learning?

What aspects of the program do you feel hindered the learners’ learning?

Has the program benefited your organization? If so, in what ways? Did the learners

suggest/request changes in the structure of your organization?

What are the advantages and disadvantages of providing your employees with online

learning opportunities, compared to face-to-face programs?

What was the most rewarding or satisfying aspect of the program for you?

What was the least rewarding or satisfying aspect of the program for you? How could it

be improved? If you could change one thing about the program, what would it be?

What was the most challenging aspect of the program for you?

Would you offer this, or another, online learning resource again?

What would it take to get other learners to participate in this learning resource?

Do you have any suggestions for how the learning resource might be improved?

What are the differences in cost (time, money, support) associated with offering a

learning program online versus face to face?

Do you have any other comments relating to the learning resource, IECPCP, elLearning,

and/or teamwork that you would like to share?



