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Abstract
The goal of this research was to explore the development of allied health students’ collaborative
practice capability in higher education. Whilst there has been much research dedicated to
understanding collaborative practice in general, exploration of this phenomenon in relation to allied
health practice and student education more specifically is lacking. My initial motivation to undertake
this research stemmed from my professional identity both as a physiotherapist and physiotherapy
lecturer. Across my professional career I have witnessed the value of collaborative practice and
consequently privilege development of students’ collaborative practice capability in my teaching.
In order to deepen understanding of the development of allied health students’ collaborative
practice capability, I examined the key concepts of allied health collaborative practice and allied
health collaborative practice capability alongside the development of allied health collaborative
practice capability in higher education. I used a philosophical hermeneutic approach to frame my
research and constructed conceptual and experiential texts to explore allied health collaborative
practice capability. My experiential texts were enhanced through the use of photographic-elicitation.
In this research I undertook two separate but inter-related studies that opened up new and rich
understandings. Study 1 explored the nature of allied health collaborative practice and allied health
collaborative practice capability. This study revealed the dynamic nature of allied health
collaborative practice including how it is shaped by contextual influences, social connections and
individual contributions. Understanding allied health collaborative practice in this new way
illuminated 15 explicit, entwined capabilities for allied health collaborative practice. Study 2
explored how these capabilities are developed through four commonly used practice-based
education strategies in allied health higher education. The value of these practice-based education
teaching strategies in developing allied health students’ collaborative practice capability and the
importance of scaffolding development of capabilities; educators appreciating, understanding and
modelling capabilities for allied health collaborative practice was elucidated.
I present my model, Developing allied health students’ collaborative practice capability that
represents a meta-interpretation of the findings of studies 1 and 2 viewed through praxis and
practice theory lenses. This model illuminates three domains of collaborative practice capability:
situational readiness, social awareness and personal confidence and brings together for the first
time, the elements that shape allied health collaborative practice capability; the explicit capabilities
for allied health collaborative practice: and the way in which four practice-based education
strategies are commonly used to develop collaborative practice capability. The model for the
development of allied health students’ collaborative practice capability guides educators in the
development of allied health students’ collaborative practice capability and is grounded in the
notion of praxis or ‘transforming the patient’s world for the better’.
This research has potential to significantly impact the development of allied health students’
collaborative practice capability in higher education contexts. Allied health education for
collaborative practice needs to be re-imagined to privilege scaffolding and balancing development of
explicit student capabilities for collaborative practice and ensuring students and educators have a
clear understanding of and value collaborative practice. Practice-based education teaching strategies
such as case- and problem-based learning, simulation-based education and workplace learning are
ideally positioned to facilitate development of students’ collaborative practice capability because of
their interactive nature, providing a platform to enhance development of allied health students’
collaborative practice capability and better prepare them for contemporary healthcare settings.
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Chapter 1: Introduction
1.1 Research overview
In this thesis, I report the findings of research undertaken to deepen understandings of the
development of allied health students’ collaborative practice capability in higher education. My
research was situated in a qualitative paradigm and a Gadamerian philosophical hermeneutic
approach was employed. Consistent with philosophical hermeneutics, four text sets (two literature
text sets and two experiential text sets) were constructed and interpreted using hermeneutic
strategies of a fusion of horizons, hermeneutic circle and dialogue of question and answer.
My research included two studies, each comprising one literature and one experiential text set. The
focus of Study 1 was exploration of the nature of allied health collaborative practice and practitioner
capability that underpinned collaborative practice in allied health setting, which in this research I
understand to be allied health collaborative practice capability. In particular, elements that shape
allied health collaborative practice and requisite capabilities for allied health collaborative practice
were examined. Study 2 explored how allied health students’ capability for collaborative practice is
developed in higher education. The contribution of practice-based education teaching strategies to
the development of allied health students’ collaborative practice capability was explored as part of
Study 2. The structure of my research, including both studies, is summarised in Table 1.1, with the
current chapter highlighted in yellow.
Table 1.1: Structure of the research
CHAPTER

TEXT FOCUS

CHAPTER TITLE

CONTENT

1

Introduction

Introduction

Contextualising
the research

2

Methods chapter

Guide to enactment of the research

3

1st literature chapter

Understanding allied health collaborative
practice and collaborative practice
capability

Undertaking the
research
Study 1

4

1st experiential chapter

5

2nd literature chapter

Illuminating allied health capabilities for
collaborative practice
Developing allied health students’
collaborative practice capability using
practice-based education strategies

6

2nd experiential
chapter

Development of allied health students’
collaborative practice capability in higher
education

12

Study 2

7

Findings/discussion
chapter

Using a conceptual model to develop
allied health students’ collaborative
practice capability

Metainterpretation

The literature text sets were constructed from relevant literature including theorists, seminal writers
and researchers. I constructed the experiential text sets from interviews and focus groups with allied
health academics and students. Interpretation and coalescence of my literature and experiential
findings revealed the dynamic nature of allied health collaborative practice, as well as the complex
and nuanced character of collaborative practice capability and development of allied health
students’ collaborative practice capability in higher education settings.

1.1.1 Research topic and rationale
The importance of terminology emerged to be critical in my research, as collaborative practice is a
complex phenomenon that is generally poorly defined, means different things to different people
and is referred to in multiple ways across professions and the literature. Capability is also a complex
phenomenon with multiple meanings. Therefore I chose to adopt Croker, Trede, and Higgs’ (2014)
broad understanding of collaborative practice as people working together for a shared purpose.
Through this research I have developed a holistic understanding of capability, as being comprised of
a sub-set of capabilities which encompass individuals’ skills, abilities and qualities (Higgs & Gates,
2013). Abilities include skills that may be used to perform actions and may also be further developed
to perform different actions in the future and qualities include an individual’s underlying attributes
and characteristics (Higgs & Patton, 2018). Therefore, collaborative practice capability is a holistic
phenomenon comprised of a sub-set of key capabilities, including skills, abilities and qualities. A
description of key terms has been included at the end of this chapter to make explicit my
understandings of these key terms as used in this research (see page 30).
In my research, I recognise collaborative practice as a practice that transcends other forms of
practice such as interprofessional, multidisciplinary and intraprofessional practice. I acknowledge
there is extensive literature in relation to these notions, emphasising their importance. However, I
wanted to better understand how allied health students can develop their capability to work not
only with health professions from other disciplines, but with health professionals from their own
disciplines as well as patients or clients, carers and families, and other people involved in patient
healthcare such as administrators, environments and technical staff.
Despite collaborative practice and collaboration in healthcare practice emerging as an increasingly
important focus of contemporary research and scholarship, the terms are often inconsistently and
vaguely defined and applied to describe a variety of different practices, actions, situations, processes
13

and behaviours and across a multitude of settings (see Downe, Finlayson, & Fleming, 2010; Massey,
Fisher, Croker, & Smith, 2013; Schadewaldt, McInnes, Hiller, & Gardner, 2016). Commonly used
synonyms for collaborative practice include interprofessional, intraprofessional, and
multidisciplinary practice. Due to this lack of clarity around defining collaborative practice and to
ensure consistency throughout my research, I adopted Croker, Trede, and Higgs’ (2014)
understanding of collaborative practice. In accordance with this conceptualisation, collaborative
practice in healthcare settings occurs when multiple health practitioners from different professional
backgrounds work together with patients, families, carers and communities to deliver the highest
quality of care (Croker, Trede, and Higgs, 2014; World Health Organisation, [WHO] 2010).
Globally, collaborative practice is becoming increasingly important in the delivery of high quality and
cost-effective healthcare. My personal and professional interest in collaborative practice began early
in my career as a physiotherapist, where I had an inherent preference to work with people and
enjoyed the sociality that collaborative practice afforded. Importantly, sitting aside from my
particular practice preferences, collaborative practice has been demonstrated to improve patient
safety and reduce patient mortality, through improved communication within healthcare settings, as
communication breakdowns between health professionals are a major contributor to malpractice
complaints and medical errors (Boaro, Fancott, Baker, Velji, & Andreoli, 2010; West, Guthrie,
Dawson, Borrill, & Carter, 2006). In my own practice, I recognised the value of working with other
people, whether it be with patients or clients themselves, other physiotherapists, allied health
professionals, other health professionals, and depending on the healthcare setting, a myriad of other
staff including environmental, technical and administrative staff, to improve communication and
consequently, patient outcomes.
Collaborative practice in healthcare settings has additional value beyond patient benefits, identified
as key in addressing contemporary pressures on healthcare, such as increasing costs associated with
malpractice, workforce labour, drug supplies, medical technology and information technology
(Morley, Lyndon, & Cashell, 2017). Further, as health settings become increasingly complex and
challenging, collaborative practice provides benefits for health practitioners including improvements
in wellbeing and work satisfaction (Clelland, 2015). This improvement in wellbeing is reflected in my
own preference to work collaboratively as it enhanced my enjoyment of my work as a
physiotherapist. Through my practice, I saw firsthand the value of people working together to
improve patient outcomes, particularly for those patients and clients with complex health needs.
Collaborative approaches to healthcare have also been demonstrated to address a wide range of
organisational issues such as productivity, recruitment and retention, staff morale, patient safety,
outcomes and access to health care (Clelland, 2015; Goldsberry, 2015). On a broader level,
14

collaborative approaches to healthcare have the potential to reduce the cost of healthcare and
improve the health of communities (McVicar, 2003; Teo, Yeung, & Chang, 2012). The current state of
healthcare calls for practitioner-based collaborative practice (including among allied health
practitioners) focused on patients/clients, carers, families and communities (Moody-Williams, 2020).
The broad range of people involved in collaborative practice including healthcare professionals such
as allied health professionals, medical and nursing practitioners, other subsidiary staff, as well as
patients, clients, families, carers and communities has been well recognised in literature (WHO,
2010). Amongst this broad range of people involved in collaborative practice, allied health
professionals are key contributors to collaborative practice or forms of collaborative practice such as
interprofessional practice (see Morley & Cashell, 2017; Olson & Bialocerkowski, 2014). Allied health
professionals are important participants of collaborative practice as they play a key role in the
provision of healthcare, are a major pillar of health and social care worldwide and constitute
approximately one-third of the health workforce (Nancarrow, Young, O’Callaghan, Jenkins, Phillip, &
Barlow, 2017; Slade, Philip, & Morris, 2018). The large numbers of allied health professionals across
healthcare settings and the important role allied health professionals play in patient care highlights
the criticality of allied health students’ preparation for collaborative practice.
My interest in allied health collaborative practice and how allied health students’ collaborative
practice capability is developed was initially sparked by my professional experiences as a
physiotherapist and physiotherapy lecturer. Limitations of contemporary research, which generally
focused on interprofessional collaboration between nursing, medical and allied health, more
particularly pharmacy (Lutifyya, Cahng, McGRath, Dana, & Lipsky, 2019) further fuelled my interest. I
was interested in exploring beyond the notion of interprofessional practice and associated
understandings as I had experienced such joy in working with people from other health professions
in the manner of interprofessional practice, but also working with other physiotherapists,
environmental, technical and administrative staff as well as patients and clients themselves.
The importance of better understanding the nature of allied health collaborative practice capability
is further emphasised by the unique way that allied health is situated as part of healthcare practice
more broadly, where allied health professionals may work in public and private settings, across
acute, community and rehabilitation settings, act as referral points from other health professionals
as well as being valued members of healthcare teams (Leggat, 2014; Liberati et al., 2016; Morley &
Cashell, 2017; Olson & Brosnon, 2017). This participation by allied health professionals in
collaborative practice in a myriad of ways and settings is scarcely acknowledged across the
literature. Instead, the majority of literature focuses on interprofessional collaborative practice in
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acute and community-based settings (see Cahn, 2020; Flood, Smythe, Hocking, & Jones, 2019;
Lutifyya, Chang, McGrath, Dana, & Lipsky, 2019), with exploration of collaborative practice beyond
interprofessional notions less apparent. Additionally, while allied health practice is clearly distinct
from medicine and nursing (Olson & Brosnon, 2017), there has been a more limited focus on allied
health practice more generally across the literature, with research around medicine and nursing
practice more heavily featured as a part of healthcare research. This limited exploration of allied
health practice reinforces the importance of specifically focusing on allied health collaborative
practice capability, as opposed to health professional collaborative practice capability more broadly.
Hierarchy and power structures within the allied health professions is less evident, particularly in
comparison with medicine and nursing, where hierarchy can have a significant influence on the way
people practise (see Kim et al., 2017; Leggat, 2014). This reduced hierarchy across allied health
professions underscores a uniqueness of allied health professions and the importance of exploring
allied health collaborative practice capability explicitly.
In my research, I understand ‘professional’ or ‘health professional’ to refer to an individual or
number of individuals from a specific field of heath practice (for example, social work). I use the
notion of ‘discipline’ to denote a field of health practice (as aforementioned, for example, social
work). Building on the understanding of collaborative practice as people working together, including
health professionals, other staff, patients, clients, carers, families and communities, in this research I
aimed to develop a deeper understanding of how allied health students’ collaborative practice
capability is developed in higher education contexts. The understanding that collaborative practice
can be between health professionals of the same as well as with different disciplines and with other
staff, patients, clients and carers establishes collaborative practice in my research as occurring
between just two people, or multiple people. The widespread incorporation of collaboration or
collaborative practice into concepts such as interprofessional, intraprofessional and multidisciplinary
practice (see Golom & Schreck 2018; Guck et al., 2019; Peduzzi & Agreli, 2018) supports the notion
of collaborative practice as an overarching concept that includes interprofessional, intraprofessional
and multidisciplinary practice. Collaborative practice as a broader concept also incorporates working
with people beyond health professionals from other disciplines, to include health professionals from
the same discipline, other staff (such as technical and administration staff), patients, clients, carers,
families and communities.
In my research, I understand the notion of allied health to encompass autonomous practitioners
who can work collaboratively as part of effective teams alongside doctors, nurses and midwives and
other professionals, including professions such as dietetics, occupational therapy, physiotherapy,
podiatry, psychology, social work, speech pathology, pharmacy and paramedicine (Association of
16

Schools Advancing Health Professions, 2020; Department of Health Victoria, 2020; National Health
System, 2020; New South Wales Government, 2021).
A collaborative practice-ready health workforce offers numerous potential benefits such as
facilitating improved access to and coordination of health services, improved health outcomes,
decreased length of hospital stay and reduced staff turnover (Boaro, Fancott, Baker, Velji, &
Andreoli, 2010; West, Guthrie, Dawson, Borrill, & Carter, 2006; WHO, 2010). This significant value of
collaborative practice-ready health professionals highlights a critical need to better understand how
allied health students’ collaborative practice capability is being developed as part of allied health
higher education. A deeper understanding of collaborative practice capability and how it is being
developed in higher education will provide a firm foundation on which to build wise education
practices to enhance allied health students’ collaborative practice capability in readiness for
healthcare practice.
In this thesis I make recommendations for education and practice based on a better understanding
of the development of allied health collaborative practice capability. These recommendations are
based on my deeper and richer understandings achieved through illumination of the capabilities that
enable allied health professionals to respond to, navigate and contribute to elements that shape
collaborative practice.

1.1.2 Research goals and questions
The goal of my research was to explore the development of allied health students’ collaborative
practice capability in higher education. Through engagement with literature and experiential text
sets I unbundled the notion of allied health collaborative practice and examined individual elements
that shape allied health collaborative practice. This provided a novel way to understand allied health
collaborative practice. I illuminated key capabilities for allied health collaborative practice through a
deeper appreciation of the elements that shape allied health collaborative practice and how allied
health professionals respond to, navigate and contribute to these elements. The capabilities for
allied health collaborative practice comprise individual skills, abilities and qualities that are a subset
of a more holistic capability for collaborative practice. Deep and rich understandings of the
development of these capabilities using practice-based education teaching strategies common in
contemporary allied health higher education were sought through engagement with both literature
and experiential texts that I constructed as part of my research.
My over-arching research question was: How is allied health students’ collaborative practice
capability developed in higher education contexts?
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Seven research sub-questions were devised to guide the research process and underpinned my
changing understandings as I moved through the research:
1. How do contextual, social and individual elements shape collaborative practice?
2. How do the elements that shape collaborative practice influence the capabilities for
collaborative practice?
3. How do allied health academics and students perceive collaborative practice?
4. What capabilities do allied health academics and students identify as key for collaborative
practice?
5. How are allied health students’ capabilities for collaborative practice developed in higher
education using practice-based education teaching strategies?
6. How do social constructivism and practice-based education teaching strategies inform the
development of allied health students’ capabilities for collaborative practice?
7. How could academics in allied health higher education build on these research findings to
enhance teaching practices to better develop allied health students’ collaborative practice
capability?

1.1.3 Scope and boundaries of this research
I have chosen to locate my research within the broader context of collaborative practice in
healthcare settings and allied health higher education, focusing on allied health collaborative
practice and the development of allied health students’ collaborative practice capability in higher
education. From a broad range of potential research areas around allied health collaborative
practice, I focused on the elements that shape collaborative practice in order to illuminate the
capabilities necessary to respond to, navigate and contribute to those elements. My focus on the
elements that shape collaborative practice as a way to deepen and enrich understandings of
collaborative practice was based on the notion that professional healthcare practices (such as
collaborative practice) are shaped by traditions, contexts, social considerations and power
differentials (Patton, Higgs & Smith, 2018). The understanding that professional practices in general
are shaped by a broad range of elements supports an exploration of collaborative practice in
healthcare settings from this perspective.
In this research I examined allied health collaborative practice capability, acknowledging the
importance of other health professionals, other healthcare staff, patients, clients, families, carers
and communities as participants in collaborative practice. However, my research did not focus on
what other staff, patients and clients need to do in order to participate in collaborative practice and
what level of collaborative practice capability they require. As healthcare patient and client needs
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are diverse (explored in Chapters 3 and 4), it is beyond the scope of my research to explore patients’
or clients’ collaborative practice capability alongside allied health professional collaborative practice
capability. However, I acknowledge the important role of other health professionals, other staff,
patients, clients, families, carers and communities in collaborative practice in healthcare settings.
Although allied health higher education encompasses many teaching strategies as part of
development of student readiness for practice, I have chosen to examine four practice-based
education strategies in particular- case-based learning, problem-based learning, simulation-based
education and workplace learning. These teaching strategies were drawn from my review of current
allied health higher education courses in Australia and common practice-based education teaching
strategies featured throughout curriculum (See Bond University, 2019; Charles Sturt University,
2020; Curtin University, 2017; University of Adelaide, 2020; Monash University, 2020; University of
Melbourne, 2019; University of Sydney, 2020; and University of Queensland, 2019). I was not looking
to judge the quality of teaching as part of allied health higher education; rather my aim was to
deepen understandings around the way these four teaching strategies are used to develop allied
health students’ collaborative practice capability.
In the experiential part of my research, I constructed texts from academic and student participant
interviews and focus group discussions around their learning, teaching, supervision and practice
experiences in metropolitan Victoria and regional New South Wales. Participants were chosen to
ensure that a breadth of allied health professions were represented and that information relevant to
the research, as a result of their experience (student and academic) in allied health higher education,
would be provided. The participants’ teaching and learning experiences, although specific to two
Australian universities, was considered to be comparable to allied health education in Australia and
other Western countries more broadly, particularly in relation to comparable influences from
regulatory bodies (for example, the Australian Allied Health Practitioner Registration Authority and
various allied health higher education accreditation boards and councils), as well as international
influence through international health professional bodies (for example, World Federation of
Occupational Therapy).
As a part of this research, I explored the multi-dimensional nature of collaborative practice in
general and more particularly examined allied health collaborative practice and collaborative
practice capability through contextual, social and individual dimensional lenses. Collaborative
practice is highly contextual, evidenced through historical evaluation and discussion relative to the
setting in which it occurs, for example in schools, universities and health, law and other industry
settings (see Hannigan, Raphael, White, Bragg, & Clark, 2016; Kemmis, Heikkinen, Fransson, Aspford,
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& Edwards-Groves, 2014; Mansfield & Thompson, 2017; Schadewaldt, McInees, Hiller, & Gardner,
2016). Context significantly shapes how collaborative practice is enacted and therefore formed. As
an example, in a legal context, solicitors, clients, families and psychologists collaborate to achieve
more effective, efficient and reliable harm and domestic violence prevention (Allan, 2018). In an
education context, schoolteachers and principals may collaborate in curricular development (Butti,
2016).
The relevance of a social dimension of collaborative practice stems from the inherent social nature
of collaborative practice, understood as people working together, as well as words commonly
associated with collaborative practice such as ‘together’ and ‘team’ (see Croker, Higgs, & Trede,
2009; Hojat & Gonnella, 2011; Massey, Fisher, Croker, & Smith, 2013; Reeves, Pelone, Harrison,
Goldman, & Zwarenstein, 2017). The social nature of collaborative practice is also highlighted in the
use of words such as ‘teams’, ‘teamwork’ and ‘groups’ to describe common forms of collaboration
(see Croker, Higgs, & Trede, 2012; Forbes & Fitzsimons, 1993). In my experience, this sociality was
one of the great appeals of collaborative practice. Understanding teams as a form of collaborative
practice underscores the importance of social behaviour and relationships in establishing and
nurturing the ‘interdependency’ between individuals that is fundamental in collaboration (Hojat &
Gonnella, 2011).
The individual dimension of collaborative practice emphasises the importance of the individual in
collaborative practice, as collaboration relies on individuals in various roles working together and
providing input from personal and discipline perspectives, underpinned by specific individual
capabilities (Croker, Higgs, & Trede, 2009). Development of an individual’s professional practice
capability is based on interaction with their environment, environmental situations and communities
of practice where the values, attitudes and beliefs of their chosen profession are learnt (Ajjawi &
Higgs, 2008). Thus, my research explored allied health collaborative practice through a lens of
contextual, social and individual dimensions, revealing the contextual, social and individual elements
that shape collaborative practice and the capabilities that enable allied health professionals to
respond to, navigate and contribute to these elements.

1.1.4 Overview of the research approach
Qualitative research facilitates development of deeper understandings of social phenomena
(Silverman, 2001), making it ideally suited for exploration of collaborative practice and collaborative
practice capability (Croker, Higgs, & Trede, 2009). I chose a hermeneutic approach to guide this
research, as the interpretative paradigm enables translation of the unintelligible into the intelligible,
(Gadamer, 1975). This ability to make the unclear clear assisted in unbundling the complexity of
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collaborative practice capability and providing clarity around this concept. From a range of
hermeneutic approaches, I chose philosophical hermeneutics to guide my research. Philosophical
hermeneutics focuses on understanding how people interpret the world around them and how this
affects the way in which they think and act (Lawless & Dizboni, 2017), making it an appropriate and
valuable strategy to illuminate collaborative practice capability which is based on people and their
actions. My use of philosophical hermeneutics opened up opportunities for exploration of
collaborative practice capability from a number of perspectives, including educational and social
theorists, researchers, participants, and my own perspective. This idea of exploring a phenomenon
from a number of perspectives illustrates a key philosophical hermeneutic strategy, the fusion of
horizons, which I used to guide my interpretation of my texts alongside two other philosophical
hermeneutic strategies: the hermeneutic circle and a dialogue of question and answer.
Participant perspectives were interpreted through experiential text sets, constructed from semistructured interviews, photographic-elicitation and focus group discussions which were audio-taped
and transcribed. In total, twelve allied health academic participants were recruited who participated
in a semi-structured interview; nine also undertook a photographic-elicitation exercise and
interview. Twelve allied health students, from a range of years of study, participated in one of three
separate focus group discussions. A detailed discussion of the research strategy is provided in
Chapter 2.

1.2 Contextualising the research
This section describes how my research is situated within contemporary healthcare practice and in
particular allied health practice and higher education. Allied health higher education, and
subsequently the learning and teaching strategies within it that prepare students for healthcare
practice, are the focus of my research. Accreditation requirements that ensure the development of
safe healthcare practitioners through higher education are also explored (McAllister & Vilapakkam,
2015). Alongside these key drivers of allied health curriculum, other important factors that shape
allied health higher education such as students themselves and external regulation (Sheehan &
Higgs, 2013), are described.

1.2.1 Healthcare practice in Australia
Healthcare is one of the largest industries in Australia, employing over 1.7 million people, with this
number projected to increase to 1.9 million by 2024 (Australian Industry and Skills Commission,
2020). There have been significant changes within healthcare settings over the last few decades with
healthcare organisations globally experiencing pressures as never before due to rising healthcare
demands attributable to an ageing population and worldwide increases in chronic conditions
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(Morhman, Shani, & McCracken, 2012). As populations age, incidence of chronic conditions and comorbidities that can no longer be effectively managed by one healthcare discipline in isolation
increase. The demand for collaboration, particularly collaboration involving allied health professions,
has escalated (WHO, 2010; Zwarenstein, Goldman, & Reeves, 2009). These contemporary societal
expectations have resulted in increased demand and need for collaboration within healthcare
settings, emphasising the importance of health students’, including allied health students’,
preparation for these challenging settings. In response to contemporary healthcare challenges, there
has been a gradual movement towards collaborative healthcare practice models and frameworks in
Australian health settings (see Gum, Sweet, Greenhill, & Prideaux, 2020; Reeves, Pelone, Harrison,
Goldman, & Zwarenstein, 2017; Sangaleti, Schveitzer, Peduzzi, Zoboli, & Soares, 2017). Higher
education providers have acknowledged the importance of student preparation for collaborative
practice through moves towards pedagogical approaches that specifically target the development of
allied health students’ collaborative practice capability such as Interprofessional education (Singer et
al., 2018). A large number of Australian universities have adopted pedagogy designed to enhance
interprofessional and collaborative skills (see Brewer & Barr, 2016; Buckley, Vu, & Remedios, 2014;
Wilson & Zamberlan, 2012), explored in the upcoming section.

1.2.2 Linking practice and allied health higher education
There has been increasing pressure for higher education to contribute a skilled workforce through
preparedness of graduates (Trede & McEwen, 2012). As a result, learning and teaching strategies
capable of bridging the gap between education and practice are at the centre of curricular
development in healthcare courses (Sheehan & Higgs, 2013). Learning for practice is reflected in a
major shift in higher education away from traditional, more didactic educational approaches,
recognising that to be practice ready graduates, students must be able to process information,
problem-solve and apply reasoning as they would in practice (Betihavas, Bridgman, Kornhaber,&
Cross, 2016). Learning and teaching strategies valuable in preparing healthcare students for practice
include practice-based education teaching strategies, which are commonly used in contemporary
allied health higher education, with theoretical underpinnings in social constructivist learning theory
(Sheehan & Higgs, 2013). Practice-based education is an umbrella term used to describe teaching
and learning approaches that centre on the experience of practice in relevant contexts, emphasising
a situated and contextualised approach to professional education in higher education (Higgs, 2012c;
Trede & McEwan, 2012). Theoretically, practice-based education is drawn from the notion of social
constructivism, where models of learning take into account how learning occurs in dynamic and
team-based work environments and with more experienced practitioners (Sheehan & Higgs, 2013).
Thus, social constructivism provided a suitable lens in which to explore the development of
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collaborative practice capability, described in Chapter 5. Social constructivism was also powerful in
enrichening understandings of the development of collaborative practice capability as it is based on
principles of context, social and individual, directly resonating with collaborative practice itself.
Health professional education has embraced the use of practice-based education learning and
teaching strategies such as case- and problem-based learning, simulation-based education and
workplace learning as these strategies immerse or at least begin to integrate students in practice
environments, or practice-like environments (Higgs, 2012b). Practice-based education learning and
teaching strategies actively encourage students to problem-solve and critically reflect in the higher
education setting as they would in practice (Higgs, 2012c), thus highlighting a resonance between
practice-based education and parts of capabilities for collaborative practice described in Chapters 3
and 4. This resonance between education and practice positions practice-based education pedagogy
as potentially valuable in developing collaborative practice capability. Practice-based education
prepares health students for practice (Higgs, 2012a), highlighting its relevance to my research in
relation to preparing allied health students for healthcare practice such as collaborative practice.

1.2.3 Student expectations
Contemporary higher education students have a diverse range of expectations of their higher
education experience. Students not only expect to develop knowledge and skills for their intended
professions but also expect to make new friends, become familiar with the university and its culture,
secure part-time jobs and internships, become members of associations, participate in exchange
courses and be work-ready early in their studies (Chavan & Carter, 2018). These expectations of
Australian higher education students sit alongside other important considerations such as the
growing prevalence and severity of mental health issues across higher education student
populations (Baik, Larcobe, & Brooker, 2019). There is also a more consumerist ethos across higher
education, where students are more aware than ever about the cost of their studies and as a result,
have certain expectations (Hassel & Ridout, 2018). These considerations have an important role in
shaping allied health curriculum as when students’ needs are taken into account and students
themselves participate in curriculum design, this moves students to being ‘partners’ in learning as
opposed to passive recipients, enhancing student experiences and academic outcomes (Matthews,
Groenendijk, & Chunduri 2017).

1.2.4 Graduate learning outcomes and attributes
Important internal university factors shaping allied health higher education are ’Graduate Learning
Outcomes’ or ‘Graduate attributes’ which feature across Australian higher education and refer to a
broad range of skills and characteristics that are developed as part of higher education study.
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Graduate Attributes or Learning Outcomes may include skills in cultural and or environmental
awareness as well as individual features such as ability in literacy and numeracy (Oliver & Jorre de St
Jorre, 2018). Examination of a range of Australian university Graduate Learning Outcomes/Attributes
in the context of developing allied health student collaborative practice capability, reveals an
inconsistency around the value placed on collaborative practice capability. Some Australian
universities outline graduate outcomes, qualities or attributes explicitly around teams and teamwork
which may have some resonance with collaborative practice (i.e., Deakin University, Royal
Melbourne Institute of Technology, Southern Cross University, University of New South Wales);
whereas other graduate attributes and outcomes refer to communication and interaction in general
(Charles Sturt University, University of Sydney, Griffith University, Curtin University, University of
Technology Sydney) but are not explicitly linked to collaborative practice. As outlined earlier,
collaborative practice is not limited to teamwork as it may occur between two people, therefore
Graduate Attributes/Learning outcomes based around teams do not prepare students for
collaborative practice in all healthcare settings. A number of universities explicitly refer to ‘working
collaboratively’; ‘effective collaborators’ or ‘collaborative ability’ within their graduate attributes or
outcomes (see University of South Australia, Australian Catholic University, Griffith University,
University of Melbourne). Higher education regulatory organisations, such as the Australian Health
Practitioner Regulation Agency (AHPRA) and the Tertiary Education Quality and Standards Agency
(TEQSA), require graduate attributes (AHPRA, 2020; TEQSA, 2021). Therefore, Graduate
Attributes/Learning Outcomes may have a significant role in determining the value that allied health
higher education providers place on developing allied health students’ collaborative practice
capability.

1.2.5 Regulation and allied health higher education
Regulatory bodies authorise universities to deliver courses that produce graduates eligible for
registration to practise and determine the standards that guide curriculum. As a result, these
regulatory bodies play a major role in shaping higher education in Australia, including allied health
higher education. The Australian Government Tertiary Education Quality and Standards Agency
(TEQSA), as Australia’s independent national quality assurance and regulatory agency for higher
education, is responsible for registering and regulating higher education providers and accrediting
their courses of study, conducting compliance and quality assessments as well as a number of other
regulatory and quality assurance activities (TEQSA, 2021). Australian higher education institutions
are required to register and have courses accredited by TEQSA and are subsequently held to
mandatory quality assurance requirements around curricula, teaching and assessment. The TEQSA
Higher Education Standards Framework (Threshold Standards) (2015) provides legislative guidance
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around higher education providers, outlining standards around student participation and
attainment, learning environments, teaching, workplace learning, research and other key
requirements. These standards impact on curriculum development and subsequently shape allied
health higher education and the development of collaborative practice capability as they provide
comprehensive standards around the way higher education courses are delivered.
Other agencies such as the professional boards that undertake individual accreditation of allied
health courses, such as those overseen by the Australian Health Practitioner Regulation Agency
(AHPRA), The Australian Association of Social Work and Exercise and Sports Science Australia also
have a significant role in determining curricula. Accreditation of allied health courses plays a crucial
role in ensuring educational effectiveness, quality assurance and continuous improvement in higher
education (McAllister & Nagarajan, 2015). Most allied health higher education courses in Australia
are accredited by discipline-specific professional boards through AHPRA, although speech pathology
courses and practitioners are regulated and registered by Speech Pathology Australia (SPA). Allied
health higher education accreditation bodies require all courses to demonstrate achievement of
clearly defined standards related to the preparation of students for practice, adequate resources are
available to achieve program objectives and to include reasonable quality assurance measures that
will enable continuous improvement (Butler-Henderson, Dalton, Probst, Maunder, & Merolli, 2020;
Fauser, 1992). Standards are based around themes such as professionalism, knowledge, learning,
communication and practice processes, patient/client safety and clinical practices, with some new
professional standards based around interprofessional practice (see AHPRA, 2020; Speech Pathology
Australia, 2017). These standards are used by education providers to inform the design of courses of
study, with the aim to produce safe and competent new graduates that on graduation, practise
under national law. Consequently, accreditation has a significant role in determining content of
allied health higher education courses.
Allied health higher education accreditation standards outline expectations around various abilities,
skills, knowledge and qualities, an important consideration for the development of allied health
students’ collaborative practice capability as some of these standards and expectations resonate
with parts of collaborative practice capability. For example, the physiotherapy standards include the
importance of students learning to become a ‘collaborative practitioner’ (Physiotherapy Board of
Australia, 2015). However, it is important to note that allied health courses and standards are not a
homogeneous group and standards vary significantly between different disciplines.
The way in which allied health higher education accrediting bodies understand collaborative practice
is somewhat inconsistent, reflected by the different way it is featured across accrediting standards.
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For example, speech pathology standards also regularly refer to collaboration, but mainly in the
context of collaboration with clients with no standards around collaboration with other speech
pathologists or other health professions. The way collaborative practice is depicted in the speech
pathology standards is different to the physiotherapy reference for example, where for students,
learning to become a ‘collaborative practitioner’ is in relation to client-centred care and
interprofessional practice (Physiotherapy Board of Australia, 2015). This comparison highlights the
difference across accreditation standards in relation to collaborative practice capability (Speech
Pathology Australia, 2017). These standards significantly impact on the extent to which allied health
higher education develops collaborative practice capability and could underpin differences in
student preparation for collaborative practice across disciplines.
The critical importance of accreditation results in a propensity for higher education providers to
rigidly apply standards (Baker, Morrone, & Gable, 2004; Butler-Henderson, Dalton, Probst, Maunder,
& Merolli, 2020) and act as a risk for higher education in terms of currency of its courses. Standards
may not reflect contemporary workforces. For example, workforces are increasingly demanding the
use of collaborative approaches in healthcare practice (Vandijck & Hellings 2014) and as described,
looking to a broad range of allied health standards, forms of collaborative practice such as
interprofessional practice are inconsistent across accreditation standards (Bogossian & Craven,
2020). The development of collaborative practice capability in allied health higher education may
also be constrained through accreditation requirements that prescribe the levels of experience of
clinical supervisors (number of years of industry experience) and/or mandate supervision from a
specified profession, limiting utilisation of interprofessional workplace learning opportunities
(McAllister & Nagarajan, 2015). This subsequently may impact on the development of knowledge
and understanding of other health professionals’ perspectives, communication and interprofessional
team-work skills, important in allied health collaboration (McAllister & Nagarajan, 2015), and
subsequently collaborative practice capability.

1.3 Developing allied health students’ collaborative practice capability
This section outlines important contemporary frameworks that guide higher education health
courses’ teaching and learning in the context of interprofessional practice and how they resonate
with my research. The settings from which I drew my participants (Charles Sturt University and La
Trobe University) are described.

1.3.1 Contemporary collaborative practice capability and competency frameworks
There are currently no frameworks to guide allied health students’ development of collaborative
practice capability that resonate directly with my understandings of the notion of collaborative
26

practice. However, there are a number of capability frameworks to guide higher education health
courses’ teaching and learning in the context of interprofessional practice. These frameworks are
somewhat misleading in their terminology, as they purport guidance for developing collaborative
practice-ready health professionals, whereas in their actual design they specifically intended for
interprofessional practice. These frameworks provide important insight into key requirements for
interprofessional practice, but how these frameworks encourage collaborative practice between
health professionals from the same discipline, or between health professionals and other staff, is
less apparent.
Four widely respected frameworks for the development of healthcare student interprofessional
collaborative practice and collaborative practice capability are the Curtin University Interprofessional
Capability Framework, the Canadian Interprofessional Health Collaborative National
Interprofessional Competency Framework , the United Kingdom Sheffield Hallam
University/University of Sheffield Interprofessional Capability Framework and the United States Core
Competencies for Interprofessional Collaborative Practice (Thistlethwaite, Forman, Matthews,
Rogers, Steketee, & Yassine, 2014). These frameworks were helpful as in my research recognise
interprofessional practice as a form or subset of collaborative practice, therefore the capabilities and
competencies depicted in these frameworks provided a valuable consideration. However, it is
important to acknowledge interprofessional practice is centred on a partnership between a team of
health providers from different health professions and clients or patients (CIHC, 2010), whereas my
research extended beyond this to understand collaborative practice to include health professionals
working with the same and other disciplines, patients, clients, families, communities and other staff
that may be part of healthcare delivery. Frameworks can constitute a blueprint for optimal
performance in a given area of practice and can be helpful in providing common ground for guiding
design (Kheirandish, Funka, Wensveena, Verkerk, & Rauterberga, 2020; Thistlethwaite, Forman,
Matthews, Rogers, Steketee, & Yassine, 2014), which opened up possibilities to use these
frameworks to inform understandings of collaborative practice capability.
The Curtin University Interprofessional Capability Framework provides a model for teaching and
assessing capabilities required to be a collaborative-practice ready health professional. This model
looks to develop health professionals who can work efficiently and effectively in an interprofessional
team to provide safe, high-quality service/care to clients, families and communities (Brewer, Flavell
& Jordon, 2017; Curtin University, 2013). The framework is underpinned by five collaborative
practice capabilities: communication, team function, role clarification, conflict resolution and
reflection, with capability descriptors and levels to guide assessment. The framework is easy to
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follow and clearly structured, however does not provide guidance on teaching or learning strategies
that may facilitate implementation of the framework.
The United Kingdom Sheffield Hallam University/University of Sheffield Interprofessional Capability
Framework guides students to common learning achievements that are relevant to all health and
social care professions and that can be achieved in a wide range of practice contexts (see Walsh,
Gordon, Marshall, Wilson & Hunt, 2005). This framework is based on four domains including ethical
practice, knowledge in practice, interprofessional working and reflection, each underpinned by a
number of capabilities. While this framework clearly articulates sixteen core interprofessional
capabilities, it does not address how these can be taught or assessed.
The Canadian Interprofessional Health Collaborative National Interprofessional Competency
Framework is focused on six competency domains: interprofessional communication, patientcentred care, role clarification, team functioning, collaborative leadership and conflict resolution,
developed to help achieve interprofessional collaboration (Canadian Interprofessional Health
Collaborative, 2010). Like other frameworks, implementation across higher education is not depicted
as part of the framework.
The United States Core Competencies for Interprofessional Collaborative Practice Framework
encompasses four competency domains, which are values/ethics for interprofessional practice,
roles/responsibilities, interprofessional communication and teams/teamwork (Interprofessional
Education Collaborative, 2016). Individual higher education organisations in the United States have
used these competencies to guide the development of associated learning outcomes and curriculum
(Hasnain, Gruss, Keehn, Peterson, Valenta, & Kottorp, 2017), however the way in which this can be
applied across higher education is not depicted as part of the framework.
These contemporary, well-respected frameworks were helpful in my research as deepening
understandings of interprofessional practice capability or competency provided a lens to explore
collaborative practice capability more broadly. These four frameworks are all relatively interlinked,
in that their goals are based on interprofessional collaboration, they have a focus on patient/clientcentred care and emphasise role understandings. This similarity is likely because they have been
developed in relation to each other. Curtin University for example based its framework on the
existing United Kingdom, Canada and USA models (Brewer & Jones, 2013). Across these four seminal
national and international frameworks, there are some similarities in terms of the capabilities and
competencies, such as reflection, communication and role clarification. There are other capabilities
and competencies specific to a single framework, for example ethical practice as part of the UK
framework.
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These frameworks provide valuable insight into key requirements for interprofessional practice,
however there is some confusion around the terminology. For example, the claim that these
frameworks guide development of collaborative practice-ready health professionals could be
questioned given the frameworks actually focus on interprofessional practice. The terminology
around competency and capability is also questionable, as the USA and Canadian frameworks
illustrate competencies, and the UK and Curtin frameworks depict capabilities. The notion of
competencies can be problematic in relation to higher education as they encourage the definition
and measurement of a benchmark level, which is translated as the lowest common level of
performance that is adequate for external outcome standards, limiting encouragement to aspire
beyond this level (Higgs & Patton, 2018). The way in which these frameworks interchange
capabilities and competencies is somewhat confusing, as competencies are technical abilities
required in practice whereas capabilities encompass individual skills, abilities and qualities (Higgs &
Patton, 2018).
In this section I have described four seminal frameworks relevant to the development of allied
health collaborative practice capability. I have identified the value of these frameworks, however
there are limitations in existing frameworks in terms of clarity of terminology and application in the
development of allied health students’ collaborative practice capability. The limitations of current
frameworks due to their focus on interprofessional practice capability and competency highlight the
importance of my research that explored collaborative practice capability more broadly.

1.3.2 Allied health education at Charles Sturt University and La Trobe University
Charles Sturt and La Trobe Universities provided the context for my research, where I explored
development of allied health students’ collaborative practice capability. I chose these universities
because they both have a broad selection allied health higher education courses. Charles Sturt
University aims to build knowledge and skills in regional Australia, with six campuses in regional
cities across New South Wales. There are eight allied health disciplines as part of accredited
undergraduate and postgraduate courses at Charles Sturt University. Disciplines include social work,
physiotherapy, occupational therapy, podiatry, speech pathology, exercise physiology, radiography
and paramedics, spread across these six campuses as well as online offerings. Charles Sturt
University provides multiple entry pathways into these courses for students, with a general goal to
expand higher education opportunities for students from regional and remote backgrounds to
address the shortage of health professionals in Australian non-metropolitan areas (Charles Sturt
University, 2021a). Allied health students at Charles Sturt University undertake online, classroombased and workplace learning experiences throughout their studies, with workplace learning
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scaffolded throughout all of the allied health courses. The aim of the allied health courses at Charles
Sturt University is to make a difference in some of the world’s most essential industries, contribute
to the health and wellbeing of communities, and take the lead in devising and delivering courses and
services to improve people’s lives (Charles Sturt University, 2021b).
La Trobe University has a mix of metropolitan and regional campuses, with four regionally based
campuses and two in metropolitan Melbourne in Victoria, Australia. La Trobe University aims to be a
resilient, future-focused and efficient institution, sharply focused on the needs of
the community, with strong teaching and research (La Trobe University, 2021a). La Trobe also has
many pathways into study, with strong links to TAFE and a suite of post-graduate allied health
courses (physiotherapy, occupational therapy and podiatry, for example). La Trobe University
provides education for around nine allied health disciplines, including social work, physiotherapy,
occupational therapy, podiatry, prosthetics/orthotics, speech pathology, dietetics and exercise
physiology. La Trobe University, like many Australian allied health higher education providers, is
moving into more flexible modes of course delivery, using a combination of online, classroom-based
and workplace learning activities. La Trobe University health courses aim to prepare students for the
future of healthcare, provide students with the opportunity to learn in Victoria’s leading hospitals,
and provide on-site clinical schools (La Trobe University, 2021b).

1.4 The structure of the thesis
This thesis consists of eight chapters (see Table 1.1). Chapter 2 presents the research methodology
including philosophical framework and research strategies. Chapters 3 and 4 explore the nature of
allied health collaborative practice and collaborative practice capability, presenting findings from
literature and experiential studies. Chapters 5 and 6 present findings around the development of
allied health collaborative practice capability in higher education, drawn from literature and
experiential studies. Chapter 7 draws together the findings reported in Chapters 3-6 and presents a
meta-interpretation of the research in the form of my collaborative practice and practice-based
education model. Chapter 8 concludes the thesis, where I critique the research, describe its
significance in contemporary allied healthcare practice and education, and healthcare practice and
education more broadly, highlight implications for the research and make recommendations for
future research.
The reader should be aware of a number of key considerations in relation to terminology in the
presentation of my thesis. The terminology in this thesis represents an Australian perspective,
reflecting local practices and perspectives of the participants. I use the term physiotherapy rather
than physical therapy, workplace learning supervisor/s rather than clinical educator or supervisors,
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and workplace learning rather than clinical placement, practicums or field work. Consistent with
philosophical hermeneutics, I refer to texts and text sets rather than data, and interpretation rather
than analysis. A reference of key terms is provided in Table 1.2:
Table 1.2: Key terms used throughout this thesis
Term

Meaning

Collaborative practice

People working together for a shared purpose (Croker, Trede, and Higgs, 2014).

Collaborative practice capability

A holistic phenomenon comprised of a sub-set of key capabilities enabling
people to work together (Derived from Croker, Trede, and Higgs, 2014
description of collaboration and Patton, Higgs & Smith, 2018
understanding of capability).
Encompasses individuals’ skills, abilities and qualities that together comprise
capability (Patton, Higgs & Smith, 2018).

Capabilities
Interprofessional education

When students from two or more professions learn about, from and with each
other (WHO, 2010).

Interprofessional practice

Where multiple health workers from different professional backgrounds work
together with patients, families, carers and communities (WHO, 2010).

Multidisciplinary practice

Different health professionals working in parallel (WHO, 2010).

Patient or person-centred care

Treating a person and their family and carers receiving healthcare with dignity
and respect and involving them in all decisions about their health (Mitchell et
al., 2016).

Practice-based education

Practice-based education is a curriculum model or approach that educates
people for practice in a profession, occupation or discipline (Higgs, 2012c; Trede
& McEwan, 2012)
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Chapter 2: Guide to enactment of the research
I located my research in the interpretative paradigm, which provides opportunity to deeply and
richly explore phenomena embedded in the human world (Paterson & Higgs, 2005), and therefore
was suitable for researching a human phenomenon like allied health collaborative practice
capability. From a range of qualitative approaches, I chose hermeneutics to guide my research. The
theory and practice of hermeneutics, initially developed as a method to comprehend scripture, is
now more widely used in research for understanding and interpreting human practices, events, and
situations (Bleicher, 2017). Hermeneutics guides and directs how multiple sources, experiences and
ways of knowing can be progressively integrated to come to a deeper understanding of a human
phenomenon (Zweck, Paterson & Pentland, 2008). In my research, the multiple sources comprised
literature and experiential text sets, constructed using a number of strategies. The literature text
sets comprised literature on collaborative practice, collaborative practice capability and
development of collaborative practice capability, and relevant writings related to the topics by
theorists and seminal writers. The experiential text sets were constructed from experiences of allied
health academic and student participants through interviews, focus groups and photographicelicitation. Philosophical hermeneutic principles guided text construction and interpretation, which
included fusion of horizons, hermeneutic circle and a dialogue of question and answer.
To ensure the trustworthiness, rigour and transparency of my research, I utilised a multi-faceted
approach to quality control, informed by guidelines for good qualitative research (see Silverman,
2001). Reflexivity and transparency were key considerations guiding my research, ensuring I
remained truthful in interpreting and representing the phenomenon.

2.1 Research Questions
The goal of my research was to more deeply and richly understand the development of allied health
students’ collaborative practice capability in higher education. My over-arching research question
was: How is allied health students’ collaborative practice capability developed in higher education?
In Chapter 1 I described the seven research sub-questions I developed to guide the research process
and focus my research. These questions underpinned my changing understandings as I moved
through the research. While these questions are presented below in a sequenced order, in reality I
constantly moved between these questions, as I engaged in the hermeneutic circle, moving from the
parts to the whole in development of new understandings:
1. How do contextual, social and individual elements shape collaborative practice?
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2. How do the elements that shape collaborative practice influence the capabilities for
collaborative practice?
3. How do allied health academics and students perceive collaborative practice?
4. What capabilities do allied health academics and students identify as key for collaborative
practice?
5. How are allied health students’ capabilities for collaborative practice developed in higher
education using practice-based education teaching strategies?
6. How do social constructivism and practice-based education teaching strategies inform the
development of allied health students’ capabilities for collaborative practice?
7. How could academics in allied health higher education build on these research findings to
enhance teaching practices to better develop allied health students’ collaborative practice
capability?

2.2 The Interpretive Paradigm
To ensure research rigour, it is important to choose a research paradigm as a frame for research that
matches the research question (Harper, 2012). Qualitative research approaches facilitate the
development of deeper understandings of social phenomena (Silverman, 2001) as they draw on a
variety of perspectives to assist in describing and understanding people, providing insight into how
people make sense of their experiences (Liamputtong & Ezzy, 2005). Collaborative practice is a
complex human social phenomenon (Croker, Higgs, & Trede, 2009; Croker, Trede & Higgs, 2012;
Henneman, Lee & Cohen, 1995; San Martin-Rodriguez, Beaulieu, D’Amour, & Ferrada-Videla, 2005;
Thomson, Perry, & Miller, 2007) and therefore suitable for a qualitative research approach (see
Liamputtong & Ezzy, 2005).

2.2.1 Hermeneutics
Hermeneutics were first used in the understanding of religious writings, later generalised to the
interpretation of other texts by Schleiermacher and Dilthey, and then further pursued in the context
of ‘modern hermeneutics’ by Heidegger and his student, then colleague, Gadamer (Boell & CecezKecmanovic, 2010). The aim of hermeneutics is not to explain, rather to understand, deeply study
and richly portray the human world (Higgs, Paterson & Kinsella, 2012). Hermeneutics was an
appropriate approach as the aim of my research was to more deeply and richly understand a human
phenomenon: development of allied health students’ collaborative practice capability in higher
education. The way in which hermeneutic writing transforms interpretations, meanings and
arguments into words (Loftus & Trede, 2009), assisted articulation of my deeper understandings of
the phenomenon.
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Schleiermacher described hermeneutics as the art of interpretation, in particular interpretation of
two sides of a discourse, the psychological and the grammatical (George, 2017). The grammatical
side of discourse referred to the contributions to the meaning of the discourse dependent on the
general structure of the language it uses, and psychological meant the contributions to the meaning
of the discourse dependent on the individual author’s or creator’s mind (George, 2017). This focus
on language resonates with the importance of terminology in my research, for example
distinguishing between collaborative practice and interprofessional practice, introduced in Chapter
1. Schleiermacher’s hermeneutics continue to be valuable today as the foundational importance of
language and discourse is a key consideration for contemporary hermeneutics. The importance of
language underpinned my research, particularly in relation to terminology around collaborative
practice and the importance of the voice of my research participants, taking particular note of their
language.
Hermeneutics also allowed focus on significant contextual influences on collaborative practice,
collaborative practice capability and the development of allied health students’ collaborative
practice capabilities. Philosopher, Wilhelm Dilthey argued that interpretation and understanding are
cognitive processes, inside the mind, aimed at reconstructing an original meaning, highlighting the
importance of a larger socio-historical context in interpretation (Boell & Cecez-Kecmanov, 2018;
Lenart-Cheng, 2018). Dilthey’s work emphasised how context influences human behaviour,
resonating with my research in relation to the significant role context plays in allied health
collaborative practice and allied health collaborative practice capability. However, Dilthey’s way of
thinking did not take into account how human activity is embedded in tradition and practical activity,
a consideration that Heidegger used to radically change and progress hermeneutics (Heidegger,
1962). The notion that human activity is embedded in tradition and practical activity resonates with
healthcare practice, which is shaped by tradition, context and the practice of people (Loftus &
Gerzina, 2013).

2.2.2 Philosophical Hermeneutics
Philosophical hermeneutics was built on Heidegger’s work. Heidegger led a historical evolution and
emancipation of hermeneutics through championing a move away from strict boundaries (Spanos,
1977). Hans-Georg Gadamer further moved away from the idea that understanding is a cognitive
process towards understanding as a practical mode of human existence, embedded in a tradition of
being and universal to all human activity (Boell & Ceez-Kecmanovic, 2014). Given this embedded
nature of understanding, Gadamer maintained that true understanding can only be reached through
a merging of past and present, where the interpreter constantly revises their current standpoint and
allows their thoughts to fuse with the subject matter to arrive at a meaning of the text being
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interpreted (Bleicher, 2017). Gadamer (1975) emphasised the importance of actively identifying
interpreter perspectives, prejudices and potential biases so that a phenomenon is allowed to reveal
itself fully, otherwise interpretation and understanding may be limited by the confines of the
interpreter’s beliefs. Thus, a major consideration in philosophical hermeneutics is how to credibly
use the researcher’s perspectives to deepen understanding through explicit identification and
acknowledgement of those perspectives (or biases) through all stages of the research.
I chose philosophical hermeneutics as a framework to guide my research as this approach enables
incorporation of multiple perspectives, including my own, to reach deeper understandings. In my
research I included perspectives of seminal writers, theorists, researchers, academic and student
participants, as well as my own. At all times during the research process I remained aware and
actively reviewed my own viewpoint and perceptions in relation to the phenomenon. Guided by one
of three key philosophical hermeneutic principles, fusion of horizons, I was able to rigorously deepen
my understanding of collaborative practice, collaborative practice capability and the development of
allied health students’ collaborative practice capability through identification of my initial
understandings or perspectives and leveraging these to come to a deeper understanding. Fusion of
horizons along with two other key philosophical hermeneutic principles, hermeneutic circle or spiral,
and dialogue of question and answer are described in the following section.
i.

Fusion of Horizons

Fusion of horizons refers to how our own individual horizons or perspectives are grounded in our
social, cultural and professional histories and are further developed through dialogues with texts,
where we deepen understanding through a fusion of our horizons with that of the text (Trede, Higgs
& Rothwell, 2008). While Gadamer referred to individual horizons as a bias or prejudice, he did not
do so in a negative sense, rather to emphasise that these pre-understandings encompass one’s
understandings or perspectives and to underscore the criticality of individuals’ awareness of these
perspectives to allow a text to present itself in its newness and assert its own truth against one’s
understandings (Gadamer, 1996). As part of my research, I needed to continually re-evaluate my
own perceptions of the phenomenon and ensure these did not prevent me from being open to the
development of new understandings.
The horizon is the range of vision that includes everything that can be seen by a particular vantage
point (Gadamer, 1975). This wide-ranging horizon is essential to interpretation as it ensures the
inquirer looks beyond what is at hand and is open to seeing something within a larger whole. In
order to move towards a fusion of horizons, questions are asked of the text (dialogue of question
and answer), with the researcher undergoing multiple transformations to accommodate new
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insights which the text conveys (Dicenso, 1990; Ramsbotham, 2019). The fusion of horizons
represents a convergence of perspectives, prejudices, biases and viewpoints ultimately resulting in
development of a new horizon or understanding.
When interpreting texts, our own perspectives or fore-meanings and ideas must not be set aside in
an attempt at objectivism. This is a strength of Gadamer’s hermeneutics, where contemporary
inquirers use their pre-understandings, embodied in traditions, in order to develop a historically
based dialogical enquiry and credibly form new understandings (Dicenso, 1990; Gyollai, 2019).
Despite the power of pre-understandings to facilitate understanding, one’s pre-understandings can
be so deeply entrenched that they can hinder understandings of other cultures and historical worlds,
so it is essential to become conscious of one’s own pre-understandings which are our own horizons,
as every moment of understanding between interpreter and text represents a fusion of horizons
(Gadamer, 2002). My personal horizon has been formed from my current and former experiences as
a physiotherapy clinician and project manager, as well as my current experiences as a university
academic. Gadamer’s notion of the fusion of horizons enabled me to leverage my experiences in
interpretation of contemporary literature and texts derived from participants’ experiences. In the
initial stages of my research, I identified my preconceptions and documented my emerging
understandings in a research journal so changes in my horizon were explicit. This approach
facilitated my development of deeper understandings as it provided me with a way to identify my
own understandings and shifts in understandings. My horizon shifted as I immersed myself in the
texts constructed from the literature and participants’ experiences.
Consistent with my experience of a constantly moving horizon, Gadamer identified the fluidity of
one’s horizon; it is ‘something in which we wander and that moves with us’ (Gadamer, 1975). The
researcher and their research texts all contain their own horizon, and the aim is not to place oneself
within the other horizon but widen one’s own horizon to integrate the other (Bleicher, 2017). This
highlights the fluid nature of one’s horizon as it expands with each new text encountered. In this way
meaning comes to light when the interpreter avoids a fixed standpoint and remains open to
possibilities, allowing for a merging of horizons between the interpreter and texts. Identification of
pre-understandings enables a researcher to enter the hermeneutic circle enabling expression of the
researcher's pre-understanding of the hermeneutic situation (Parsons, 2010). This preunderstanding, or the researchers’ horizon of understanding, also represents a part of the whole.
As a consequence, Gadamer re-grounds hermeneutics in ontology, insisting that understanding is
only possible when recourse is given to prior history and meaning (Gadamer, 1996).
ii.

The hermeneutic circle and spiral

36

The hermeneutic circle describes how understanding is achieved by interpretation within a circular
process, with repeated movement from a whole to individual parts and from the individual parts
back to the whole (Debesay, Naden, & Slettebo, 2008). The hermeneutic circle was initially described
by Schleiermacher who argued that textual interpretation is circular and can facilitate definitive
understanding of a text (Martin, 1972; Warnke, 2016). The hermeneutic circle was further developed
by Heidegger and Gadamer with the understanding that the hermeneutic circle of whole and part
reflects our historical circumstances (Warnke, 2016). Gadamer (1975) emphasised the importance of
the hermeneutic circle in his reference to understanding developed through circular movement
between the parts of the phenomenon to the whole as “proper understanding” (p. 245). This
continual movement between the parts and whole deepens understanding and brings the
researcher closer to the meaning of the phenomenon in its entirety (Packer & Addison, 1989). For
my research, moving between the parts (literature and experiential text sets and my own
understandings) enabled me to rigorously reach a deeper and richer understanding of the whole
phenomenon, that is, development of allied health students’ collaborative practice capability in
higher education.
The hermeneutic circle facilitates development of deeper understanding and the ‘whole truth’ of a
research phenomenon by considering all the partial propositions (the parts) (Gadamer, 1975). The
hermeneutic circle begins with the expression of the researcher's pre-understanding of the
hermeneutic situation and acknowledgement of preconceptions (Parsons, 2010). Identifying my
initial preconceptions and initial understandings of the development of allied health students’
collaborative practice capability in higher education provided me with a point of entry into the
hermeneutic circle. Other parts were the stances put forward by theorists and researchers in the
literature, and the perspective of the research participants. The researcher uses questions, as I have
in this research, to allow the text to tell its story, however these interviews and conversations are
kept non-directive to allow the text to reveal itself in its truth (Koch, 1996). The movement within
the hermeneutic circle is not a never-ending cycle, but a changing of position and perspective within
this circle determined by the researcher’s change of perspective and constant movement towards a
fusion of horizons. As the researcher moves within the hermeneutic circle, it ‘self-adjusts’ according
to interpretation and testing of newfound understandings through a dialogue of question and
answer (Warnk, 2011).
The concept of a hermeneutic spiral evolved from the notion that the hermeneutic circle is not
enclosed. The notion of a spiral recognises that as researchers move within the hermeneutic circle
and understandings evolve, researchers’ pre-understandings shift (Gyollai, 2020). Therefore,
understanding as part of philosophical hermeneutics is not an enclosed entity and consistently
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changes with development of new understandings with the process of using fusion of horizons and a
dialogue of question and answer occurring in a spiral as opposed to a circle. Applying this notion to
my own research strengthened the rigour of my research. Use of the hermeneutic spiral and
continually re-visiting my own understanding (pre-judgements, biases, views and perceptions)
allowed me to read and interpret texts without demanding finite judgement of each individual text
(Gyollai, 2020; Motahari, 2008). I could read and interpret each contribution in its own right (the
parts) and revisit the text as part of a greater whole (my emerging, overarching understanding) and
continually re-adjust my position in relation to understanding of the phenomenon. While the spiral
metaphor indicates that knowledge construction is ongoing (James, Andershed, Gustavsson, &
Ternestedt, 2011), my interpretation did come to an end point and this final understanding is
presented in the findings, discussion and conclusion chapters of this thesis. To find this end point, I
limited the number of times I spiralled through the text by identifying when during dialogue, the text
no-longer revealed anything new and I had reached a fusion of horizons. Despite arriving at this
point of my research journey where I had achieved deep and rich understandings of the
development of allied health students’ collaborative practice capability, it must be remembered that
the spiral metaphor indicates that knowledge construction is ongoing (James, Andershed,
Gustavsson, & Ternestedt, 2011) and this thesis is not the zenith of this topic but contributes to
development of ongoing understandings.
iii.

Dialogue of Question and Answer

A dialogue of question and answer enables a text to become an object of interpretation, where
understanding is facilitated when a researcher surrenders to a movement of question and answer
(Koch, 1996). There is something to learn from every text, if a researcher can, through dialogue,
identify the right questions (Vessey, 2014). Approaching a text with a question assists a researcher’s
entry into the hermeneutic circle, with a back-and-forth dialogue with a text enabling a researcher
to look beyond what is said (Boell & Cecez-Kecmanov, 2018). During this dialogue between
researcher and text the researcher remains open to the text and what the text may be saying, in
essence allowing the text to talk back and in so doing broaden the researcher’s horizon of
understanding (Lawless, Constantineau & Dizboni, 1985). Gadamer also emphasised the importance
of language in the notion of dialogue of question and answer in his claim that language is only
properly itself when it is dialogue, where question and answer, answer and question are exchanged
(Gadamer, 1996).
A dialogue between a reader and a text helps uncover and elicit deeper and richer understandings, a
fusion of horizons (Gadamer, 1975). This dialogue is facilitated by approaching texts with questions
and remaining open to what a text may reveal and in turn, questioning again. This dialogical
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encounter with texts enables a merging of horizons of reader and text that can lead to expansion of
views and greater understanding (Boell & Cecez-Kecmanovic, 2014). When engaging in this dialogue,
it was essential I continued to revisit my preconceptions and prejudices and actively acknowledge
how they changed and progressed, as demonstrated in my research journal and in conversations
with my peers. It is important to be open to a change in viewpoint and recognise that I was not in
any way superior to the text or participants in relation to the research phenomenon. A dialogue is
not possible if one of the partners believes themselves to be in a superior position in comparison
with the other person, and if one does this, one actually locks oneself into the circle of one’s own
prejudices (Boell & Cecez-Kecmanovic, 2014).
To facilitate reflexivity, while approaching texts with a dialogue of question and answer, researchers
must also remain open for texts to ask questions of them (Gadamer, 2002). Without an openness
and interchange between researcher and text, understanding cannot occur. Approaching
interpretation of my text sets using a dialogue of question and answer enhanced my openness to
what the text presented to me, improving the rigour and trustworthiness of my research.

2.2.3 My use of philosophical hermeneutics
I chose a qualitative research approach to frame my research as allied health collaborative practice is
a highly social practice, and qualitative approaches facilitate development of deeper understandings
of social phenomena (see Silverman, 2001). From a range of qualitative approaches, I chose
hermeneutics to guide my research as it enhances understanding of lived experiences and
recognises the influence of the past and the future (Silverman, 2001), suiting my research as
healthcare practice is a phenomenon that is practised by people, informed by traditions and
contexts (Mannion & Davies, 2018).
Philosophical hermeneutics also provided a rigorous way of deepening understanding of a complex
phenomenon, incorporating multiple perspectives including theorists, researchers, allied health
academics and students. Gadamer’s development of hermeneutics did not provide a method as such
for conducting qualitative enquiry, rather he provided a philosophical stance (Loftus & Trede, 2009).
In the Gadamerian tradition, this stance provided me with the opportunity for rigorous text
interpretation using the principles of the hermeneutic circle, dialogue of question and answer and
the fusion of horizons. My first step was to examine my current relationship with the phenomenon,
to allow me to identify my pre-understandings or initial horizon and to position myself within the
hermeneutic circle. My identities and accompanying experiences as an academic, researcher and
clinician (physiotherapist) underpinned my entry understanding and perceptions of the development
of allied health students’ collaborative practice capability.
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A dialogue of question and answer was facilitated by approaching the text with questions, but also
remaining open to the text questioning me and thus creating a dialogue. Using the hermeneutic
circle’s movement between the parts and whole allowed me to reflect on my own understandings,
and question and interpret what the texts (participants, theorists and literature) were offering.
Through development of a deeper understanding of these parts, I could then step back and re-assess
my understanding of the phenomenon (the whole).
The goal of my research was to understand the development of allied health students’ collaborative
practice capability in higher education. Using philosophical hermeneutic principles of fusion of
horizons, hermeneutic circle and a dialogue of question and answer enabled development of deeper
understandings by opening up aspects of the phenomenon previously not known.

2.3 Overview of my research design
To more deeply and richly understand the development of allied health students’ collaborative
practice capability in higher education, my research incorporated two philosophical hermeneutic
studies (see Table 2.1). In Study One I explored writings of researchers and seminal thinkers,
research and literature, as well as the perceptions and experiences of allied health academics and
students in relation to allied health collaborative practice and collaborative practice capability
(presented in Chapters 3 and 4). In Study Two I explored writings of education and practice theorists
and researchers, and the perceptions and experiences of allied health academics and students
regarding the development of allied health collaborative practice capability (presented in Chapters 5
and 6). The change in my perception and deepening understanding of the phenomenon was the
result of multiple fusions of horizon, elicited through engagement in dialogue with the texts that
were generated for each study. Moving between the horizons within these studies (the parts)
included my initial horizon, the literature and the experiential text and contributed to development
of a new horizon (the whole). This new horizon was a final merged meta-interpretation developed
from all studies, presented in Chapter 7.
Table 2.1: Structure of the research
CHAPTER

TEXT FOCUS

CHAPTER TITLE

CONTENT

1

Introduction

Introduction

Contextualising
the research

2

Methods chapter

Guide to enactment of the research

3

1st literature
chapter

Understanding allied health collaborative practice
and collaborative practice capability

Undertaking the
research
Study 1
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4

1st experiential
chapter
2nd literature
chapter

Illuminating allied health capabilities for
collaborative practice
Developing allied health students’ collaborative
practice capability using practice-based education
strategies

6

2nd experiential
chapter

7

Findings/discussion
chapter

Development of allied health students’
collaborative practice capability in higher
education
Using a conceptual model to develop allied health
students’ collaborative practice capability

5

Study 2

Metainterpretation

An essential component of interpretation as outlined earlier, is establishing pre-understandings and
judgements or biases and conveying these to the audience. Conveying these changing perspectives
is integral to hermeneutic research as it allows the audience to make an assessment about the
transparency and rigour of the text (Trede & Loftus, 2010). The transparency and rigour of my
research was facilitated by continual reflection and critical scrutiny on my part on my changing
perspectives and emerging understandings.
My critical reflection was an active and conscious process. I used a research journal to document my
changing pre-judgements and understandings (see Appendix 2.4 for a relevant section from my
journal). Journal writing is seen as an opportunity for reflection and inner dialogue (Engin, 2011),
essential as reflective writing is central to the research process and to establishing the
trustworthiness of a qualitative study (Jasper, 2005). My journal provided clear documentation
about my deepening understanding and shifting horizon, providing tangible evidence of my research
journey and developing understanding. To help chart my changing horizon along this journey, I
identified in my research journal my entry horizon and subsequent evolution of understanding (as
outlined in Chapters 3, 4, 5 and 6) which assisted articulation of my final understanding (Chapter 7).
My research journal is crucial in demonstrating my stance and providing evidence of research
integrity, providing an audit trail of ethical and methodological decision-making, giving readers a
panoramic view of my horizon (Smith, 1999) and assisting in demonstrating transparency in the
research process (Finlay, 2002). To ensure the participant voice remained heard and central to
interpretation, I balanced self-reflexion with participant-centred reflexivity. This was realised by
utilising approaches recognised to facilitate broader reflexivity, including interpretation (Riach,
2009); identifying the critical issues at stake, and leaving room to explore the relevance of the
participant’s position in producing knowledge, as well as pragmatic considerations, such as
considering the intended audience for the published research (Finlay, 2002). My consistent use of
reflexivity throughout my research strengthened the transparency and rigour of my research.
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2.4 My initial horizon and reflexivity
At the beginning of my research journey, I identified my initial understandings of allied health
collaborative practice, allied health collaborative practice capability, and how that capability is
developed in higher education. My initial understandings were formed by both my clinical
experiences as a physiotherapist, and my professional experiences as an academic and project
manager.
In order to establish my initial understandings and how these were shaped I reflected on my career. I
was initially drawn to physiotherapy because of my interest in the human body and helping people
improve their health and function. While I progressed to an academic career involving teaching
undergraduate physiotherapy students I have continued to work clinically, albeit casually. Across my
clinical career I discovered a passion for collaborative practice, even before I knew it was an area of
practice in itself. I loved working with people, including health professionals, patients, clients and
their families. I enjoyed the sociality of working with people, and the way in which working together
improved patients’ experiences and made my own job easier! This passion imbued my teaching,
where I emphasise to both students and academics the importance and benefits of collaborative
practice. My passion to create future leaders and encourage students to become advocates for
collaborative practice, in combination with my own desire to improve my teaching in this area,
motivated me to undertake this research.
Working across various organisations in clinical, project manager and educator roles, my clinical,
professional and academic experiences of working with other people provided me with a solid
foundation to begin exploring collaborative practice and its underpinning capabilities. Reflecting on
my passion for collaborative practice also illuminated my underlying philosophy in relation to my
profession where I view collaborative practice as integral to healthcare and successful health
outcomes. I believe healthcare should be centred around the patient or client, who themselves are a
part of collaborative practice and play an integral role.
Since graduating as a physiotherapist 14 years ago, I have worked in a variety of settings including
private and public healthcare, undertaking a range of roles outside of clinical work including project
management and teaching. I unconsciously began to develop a practice philosophy and preference
for a collaborative practice approach, and as my career progressed and I became more concerned
with the future of healthcare, I realised the importance of collaborative practice. This concern for
the future of healthcare was from the perspective of a consumer, clinician and educator. To this day,
I still work as a casual physiotherapist on weekends and am a Board Director at a health service, and
therefore participate in the delivery and governance of healthcare firsthand and see the benefit and
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importance of collaborative practice. In the context of my teaching, my philosophy is preparing
students for the ‘real world’. To me, the real world is a world in which collaborative practice in
health care is the norm, and if not, I want students to be advocates for this model.
In my undergraduate physiotherapy studies, I had no exposure to the concept of collaborative
practice or associated notions such as interprofessional practice, but I had a tacit preference for
working with people. On reflection, my inclination for working with people became apparent when
as an undergraduate, I participated in a number of workplace learning experiences. I can now
recognise some were more siloed, confined to the discipline of physiotherapy and largely working
alone, whereas other workplace learning experiences had more of a focus on collaborative practice
whether it be with other physiotherapists or other health professions. Where I had the opportunity
to work with other people, in the way I understand now as collaborative practice, these were the
workplace learning experiences that I enjoyed and where I felt I learnt the most. I did not recognise
collaborative practice was a ‘thing’, a way of practice, until I entered the world of academia and
worked on a project around interprofessional education. I soon realised that this was my ‘thing’!
Because of this project and a desire to prepare students for this area of practice, I more formally
began to explore the notion of collaborative practice, through healthcare literature around
healthcare teamwork and interprofessional practice and education. I wanted to go beyond the
notion of interprofessional practice as I saw the importance of being able to work with people from
all aspects of healthcare delivery, not just from other health professions reflected in
interprofessional practice and education. I saw the importance of not only being able to work with
other health professions, but also with other physiotherapists, patients, clients, carers,
environmental staff, health administrators and technical staff.
As part of my research, it was important to unbundle the notion of allied health collaborative
practice. A significant portion of the literature I came across in relation to allied health collaborative
practice was related to interprofessional or multi-disciplinary practice, therefore some of the
contemporary literature around interprofessional practice that I read and that informed my entry
understanding of the topic was by noted scholar Hugh Barr; published works from the University of
Toronto Centre for Interprofessional Education, which is a world leader in the field, as well as the
World Health Organisation framework for Action on Interprofessional Education and Collaborative
Practice. Thus, my entry understanding was based around a general idea of the virtue of
collaborative practice, more limited to the context of interprofessional practice in particular.
Extending on reflection, the notion of reflexivity was an important part of my research and helping
me arrive at a fusion of horizons. Reflexivity is central to credible research undertaken in a
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qualitative paradigm as it enables researchers to identify the influence of their subjectivity on all
stages of the research including study design, text construction and interpretation, presentation of
findings and evaluation (Probst, 2015). Personal reflexivity involves an individual’s ability to
consistently reflect upon themselves taking into consideration their circumstances (Caetano, 2014).
For me, this meant continuous critical reflection on my thoughts and actions at all stages of the
research which enabled conscious recognition of my influence on the research (see Baillie, 2015).
Reflexivity is based on recognising the researcher’s personal and professional experience and
knowledge and how this might influence the research approach (Caetano, 2014). As such, I
continually reflected on my thoughts, beliefs and emotions associated with allied health
collaborative practice capability and remained actively aware of how my emotions, stemming from
personal experiences, could influence my research. For example, I had mainly positive experiences of
collaborative practice in my own physiotherapy practice and participated in healthcare culture
strongly centred on collaborative practice. It was important I remained open to the idea that my
participants may not see collaborative practice so positively and accurately represent these
experiences in my interpretation.
Reflexivity, where researchers consciously recognise and addresses their effect and influence on the
research (Baillie, 2015), is integral in ensuring trustworthiness within research. A reflexive approach
to my research assisted in identifying my evolving understandings of the development of allied
health students’ collaborative practice capability in higher education. In my research journal, I
documented my thoughts and observations along the entire research process, including when I
presented at conferences where I would note questions and comments. My research journal was
particularly helpful as I conducted my interviews and focus groups, as a way to ensure consistency of
my style as well as improve my own interviewing skills. I not only undertook independent reflection,
I also participated in peer-debriefing which I recorded in my research journal as a technique to aid
me on my research journey and enhance rigour. Peer debriefing is the review and discussion of and
around the research process by someone who is familiar with the research or the phenomenon
being explored (Creswell & Miller, 2000). The peer review process assists with reflexivity by
challenging assumptions, pushing researchers to the next step and asking difficult questions around
interpretations and methods (Lincoln & Guba, 1959). For example, during a meeting with my
supervisors, in describing some of the participant quotes we identified how participants tended to
refer to highly practical examples of collaborative practice. The explicit nature of these examples
compared to the more implicit underpinnings of collaborative practice facilitated a real “Aha”
moment for me when one of my supervisors referred to the Fish & Cole (1998) Professional Practice
Iceberg. Debriefing and discussing the work of Fish & Cole helped me visualise the complex
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underpinnings of collaborative practice. As part of my research, I regularly participated in peer
debriefing with my research supervisors on a formal basis, but I also found informal discussions with
my work colleagues and at networking events such as conferences helpful in stimulating reflexivity.

2.5 Text construction and interpretation strategies
In my research, the construction of four distinct text sets, two literature and two experiential,
provided the basis for deeper understanding of my research phenomenon in all of its complexity.
The first two text sets, one literature and one experiential, unbundled the complex notions of
collaborative practice and collaborative practice capability. The third and fourth text sets, one
literature and one experiential, examined the development of allied health students’ collaborative
practice capability in higher education contexts. Both literature text sets included writings from
theorists, philosophers and researchers while the two experiential text sets included participant
interview and focus groups transcripts. This section outlines construction and interpretation of the
literature and experiential text sets, with more description provided around experiential text
construction because of the multiple strategies used to construct a meaningful text set.
People are central in the development of allied health students’ collaborative practice capability,
and allied health collaborative practice, thus highlighting the importance of integrating these
people’s perspectives into my research. In order to ensure allied health academic and student
perspectives in the research, I used experiential text construction strategies including semistructured interviews, visual research methods and focus groups. Participation of allied health
academics and students in this research meant that I integrated perspectives of those from the
contexts which my research explored. This is important as context strongly influences hermeneutic
enquiry, particularly in philosophical hermeneutics, as it seeks to understand phenomena within
their cultural-historical situations (Loftus & Trede, 2009). The experiential text construction
strategies I used emerged as my research progressed and my understanding of the phenomenon
deepened, allowing me to select text construction methods that best suited further development of
my understandings. For example, I had initially identified that experiential text construction would
include semi-structured interviews with final year health students, however as my research
progressed I felt that students were more likely to provide richer, deeper and more honest
descriptions of their experiences in a focus group setting as opposed to a one-on-one interview, and
it would be valuable to include students from second to final years of study, as opposed to
restricting the research to final year students’ perspectives only.
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2.5.1 Constructing text sets
As part of this research, I constructed two literature text sets. The first explored allied health
collaborative practice and allied health collaborative practice capability. The second literature text
set explored how allied health students’ collaborative practice capability is developed in allied health
higher education. Both text sets drew from literature and research predominantly from the health
and education fields. Through the literature text sets, I examined what was already known about
allied health collaborative practice, allied health collaborative practice capability and development
of allied health students’ collaborative practice capability. I chose to construct and interpret
literature text sets as in Gadamerian philosophical hermeneutics, it is important the interpreter is
provoked by texts, referring to how relevant texts have something to contribute and raise questions
to be answered (Austgard, 2012). Using literature and seminal writing based on collaborative
practice and the development of collaborative practice capability alongside related texts such as
interprofessional practice capability and education was a way in which to provoke my curiosity and
thus create a dialogue of question and answer.
I constructed both literature text sets from journal articles, research reports, books, eBooks and
reputable websites (such as the Australian Bureau of Statistics and WHO) across a broad range of
fields including health, psychology, education theory, practice theory and professional practice
theory. I used database searches (Primo Search, CINAHL, OVID, ERIC, EBSCOhost, ProQuest,
MEDLINE) via a range of key search terms (for example, collaborative practice, collaborative practice
capability, collaboration, simulation, workplace learning, case-based learning, problem-based
learning, practice-based education) based around my research questions, providing me with a
comprehensive bank of literature to interpret and subsequently deepen my understanding of allied
health collaborative practice and allied health collaborative practice capability (presented in Chapter
3); and development of allied health students’ collaborative practice capability using practice-based
education teaching strategies in higher education (presented in Chapter 5). I also included catalogue
searches for known seminal authors such as philosophers Hans Georg Gadamer and Martin
Heidegger; educational theorists Barbara Rogoff, Liev Vygoski and Stephen Kemmis; and practice
theorists Ted Schatzki and Joy Higgs.
I commenced database searches when I commenced my research in 2014, and continually went back
to the databases specified until close to submission to ensure my research remained contemporary
and integrated any relevant literature. I periodically returned to database searches using the key
terms outlined at least every few months throughout my research. Some of my key search terms
such as collaborative practice, higher education and collaboration yielded a significant amount of
content, thus I narrowed my focus by including terms such as ‘allied health’, ‘allied health
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professional’ and also used specific allied health disciplines (for example physiotherapy, social work,
occupational therapy) to help concentrate searches.
The experiential text construction included two separate but interrelated approaches. Exploration of
the perspectives of both allied health academics and students not only provided insight into the
development of allied health students’ collaborative practice capability in higher education, but also
increased the richness of the research due to their different perspectives, one as educators and the
other as learners. Experiential text construction strategies for my research included semi-structured
interviews and photographic elicitation with allied health academics. Allied health students provided
their perspectives through focus group discussions.
i.

Semi-structured interviews

Semi-structured interviews were selected as a text construction strategy as they provide a way for
researchers to seek elaboration, detailed answers and participants’ understandings (Rapley, 2004).
Participants completed a first semi-structured interview, and then some weeks later a second semistructured interview using photographic elicitation with the same participants. Interviews allow
participants to share their perceptions and describe phenomena, probing human existence in detail
and giving access to subjective experiences and allowing researchers to describe intimate aspects of
people’s worlds (Brinkmann & Kvale, 2005). Interviews were an appropriate text-construction
strategy for my research as they are powerful tools for understanding human beings and their ideas
(Paterson & Higgs, 2005). The interviews provided me with a way to understand academic
participants’ experiences and ideas in relation to my research. Thus, my research was enhanced
through interpretation of detailed descriptions around allied health collaborative practice capability
and development of allied health students’ collaborative practice capability provided by the allied
health academic participants.
Semi-structured interviews enable the researcher to narrow down areas or topics but at the same
time allow participants to share their stories and help elicit conversation (Rabionet, 2011, p. 564).
There were two parts to the interview data collection phase. In part one participants completed a
semi-structured interview, and then some weeks later, in the part two, the same participants
completed a semi-structured interview using photographic-elicitation. The elicitation of conversation
is important in exploration of a complex phenomenon such as the development of allied health
students’ collaborative practice capability using a philosophical hermeneutic framework. Semistructured interviews can be considered to be more like ‘conversations’ as opposed to structured
questionnaires (Liamputtong & Ezzy, 2005, p. 56). The idea that semi-structured interviews can be
more like conversations further supports the use of interviews in my research, as it resonates with
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Gadamer’s notion of a dialogue of question and answer (Gadamer, 1975). The semi-structured
interviews were guided by questions developed from my interpretation of the literature text sets, as
well as my experiences as an educator, student and physiotherapy clinician. A few pre-determined
open-ended questions provided focus for the interview and ensured I explored meaningful and
relevant themes with all participants, however the broadness of the questions and flexibility of a
semi-structured format allowed me to explore and probe into topics of interest according to
participant responses (see Clegg & Stevenson, 2013; Rosetto, 2014; Roulston, 2014). I asked
participants in both interviews and focus group discussions to tell me about their perceptions of
collaborative practice, how they felt allied health higher education developed collaborative practice
capability and more specific questions around their understandings of potential capabilities for
collaborative practice.
Interviews were held at times that best suited participants to maximise their level of comfort and
ability to tell their stories and unpack their understandings. Some were held via videoconference,
some via phone, and some in academic staff offices at a time that suited both the participants and
myself. All were held in areas that minimised noise and disturbance and maintained privacy and
confidentiality. Permission to record the interviews and transcribe verbatim was sought at the start
of each interview. The interviews each lasted approximately an hour, and were recorded via two
digital audio-recorders and transcribed verbatim by myself and a research assistant. Undertaking
some transcription provided opportunity for me to reflect on my interview technique, particularly in
my early interviews. As an example, I identified I tended to respond with the word ‘yes’ all the time
to participants which may have been distracting for them and pull them off track. In subsequent
interviews I was acutely aware of not talking over the participant and constantly responding to their
statements, and actively tried to nod as a form of affirmation so the participants felt I was listening
without interrupting their flow of dialogue. To ensure the accuracy of the research assistant’s
transcription, I checked each transcription against the audio recording. I took notes throughout the
interviews to provide myself with a reminder of topics or questions which I wanted the participant to
go into in further depth (For example see Appendix 2.5).
ii.

Visual methods (photographic-elicitation)

Photographic-elicitation was utilised as a text construction strategy for my research to evoke
meanings not otherwise accessible and deepen my understanding of academic participants’
understandings of allied health students’ collaborative practice capability and how this capability is
developed in higher education. Photographic-elicitation stemmed from anthropological visual
methods established in the 1930s and is part of a ‘new ethnography’ that facilitates collaboration
between participants and researchers (Harper, 1994). Images evoke deeper elements of human
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consciousness and a different kind of information than words (Harper, 2002), enabling participants
to talk about their implicit understandings around phenomena and question taken-for-granted
practices thereby enhancing the rigour of the research. In my research, photographic-elicitation
enabled participants to talk about their implicit understandings of allied health collaborative practice
as it was highly contextual and often taken for granted. Visual research methods such as
photographic-elicitation have the potential to uncover previously unknown or unconsidered
dimensions of phenomena as photographs stimulate and guide discussion of the phenomenon which
cannot be achieved by other means (Banks, 2007). Photographic-elicitation was particularly valuable
in my research because of the multi-dimensional and often taken-for-granted nature of allied health
collaborative practice.
The visual research component encompassed a second semi-structured interview that used
participant photographs to guide discussion, some weeks after the initial semi-structured interviews.
Allied health academic participants were invited to take photographs of objects, places, spaces or
things they felt were representative of allied health collaborative practice, allied health collaborative
practice capability and the development of allied health students’ collaborative practice capability.
The participants were asked to provide up to six photographs to limit the time burden on
participants and to ensure provision of an adequate number of prompts for a rich, but not overly
lengthy discussion with the researcher. This approach is consistent with current visual research
methodology (see Felstead, Jewson & Walters, 2004; Richard & Lahman, 2014; van Auken, Frisvoll, &
Stewart, 2010). Participants were instructed not to take photographs of people’s faces or any
identifying features because of the ethical demands to gain consent from people being
photographed. However, participants were welcome to discuss the relevance of people (in a deidentified context) within the interviews. For example, a participant referred to a photograph (taken
from the back) of a child and adult riding bikes together to depict the importance of persistence in
allied health collaborative practice, where the child had to be persistent to learn to ride a bike.
Alongside this photograph, participants’ photographs included a wide variety of images, providing
stimulus for rich and deep discussion of the phenomenon and included pictures of toys, spaces and
art equipment; plants and animals; objects such as phones, computers, stairs and tools; and
activities including blowing bubbles (For examples see the end of Chapters 4 pages 128-134 and
Chapter 6 pages 202-205).
The participants were interviewed at a convenient time after they had taken their photographs,
either via telephone, videoconference or in an office setting. All interviews were undertaken in
spaces that maintained participants’ privacy and confidentiality and minimised noise and disruption.
The participants emailed their photographs to myself prior to the interview and I displayed the
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images on a computer screen to focus discussion. Each participant’s photographs were displayed in a
random order and discussion of each image’s significance in representing allied health collaborative
practice, allied health collaborative practice capability, or the development of allied health
collaborative practice capability ensued. All photographs taken by the participants were discussed.
With participants’ permission, these interviews were recorded via digital voice recorder and
transcribed verbatim by myself and a research assistant, and checked for accuracy by myself. These
interviews were guided by a few pre-prepared questions designed to provide a starting point for
dialogue between myself and participants but were designed to be flexible to allow discussion
around any topics or issues of interest that may have arisen from the photographs. For example, my
opening question for each photograph was to ask participants to explain why they took that
photograph and how it represented the phenomenon to them.
Photographic-elicitation, an essential component of experiential text construction, was particularly
appropriate for my research, as when two or more people discuss the meaning of photographs, they
construct knowledge together (Harper, 2002, p. 23). Therefore, photographic-elicitation embodied
the philosophical hermeneutic principles of dialogue of question and answer and fusion of horizons,
demonstrating strong alignment of my research method and text construction techniques.
iii.

Focus Groups

A focus group is a useful strategy to gather together people from similar backgrounds or with similar
experiences to discuss a specific topic of interest, generating rich information on collective views and
experiences, and the meanings that lie behind those views (Mishra, 2016). In this research, I brought
together allied health students to discuss their perceptions of allied health collaborative practice
capability and the development of allied health students’ collaborative practice capability. I
completed the student focus groups after the academic semi-structured and photographic elicitation
interviews. This allowed me to ask similar questions but also refine these questions for the students.
For example, the notion of interprofessional practice was frequently referred to by academics. As a
result, I asked the students their understandings of interprofessional practice in relation to
collaborative practice.
A focus group can promote synergy and spontaneity by encouraging the participants to comment,
explain, disagree, clarify and share their views (Tausch & Menold, 2016). This feature of focus groups
assisted my development of deeper understandings of the allied health students’ experiences and
understandings in relation to the development of collaborative practice capability. The aim of the
focus groups in my research was to gather students’ descriptions and perspectives of the
development of collaborative practice capability. Three focus group discussions were held, each
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consisting of a number of undergraduate health students, from second to final year, from three
different allied health disciplines. I specifically chose focus groups for the student participants as
focus groups allow participants to tell their own stories and express their opinions, as focus groups
are highly suitable for collecting perspectives from young adults (Adler, Slantera, & Zumstein-Shaha,
2019). Students are also more likely to be more comfortable in group settings as their sense of
identity is still developing and they can be insecure about expressing opinions in individual
interviews, where the one-on-one attention can make them feel exposed and intimidated (Billups,
2012).
Despite the power of focus groups to generate rich and meaningful texts, there are some limitations.
These include the notion that some individuals in the group may not speak or answer questions in
the same way that they do in other settings, and group members may comment and challenge each
other’s point, potentially leading to dominant themes with some participants dominating the
discussion (Guest, Namey, Taylor, Eley, & McKenna, 2017). I mitigated this risk by following strict
focus group methodology such as choosing adequate rooms with a pleasant atmosphere, serving
food and beverages, using open questions, showing interest in and encouraging contributions from
all participants, and directly addressing quiet participants (see Gronkjaer, Curtis, de Crespigny, &
Delmar, 2011; Farnsworth & Boon, 2010; Tausch, & Menold, 2016). There is also a risk that the
educator may influence the discussion (Rothwell, Anderson & Botkin, 2016), therefore I actively
created an open context where participants could feel comfortable to put their views forward and
express disagreement if needed. I also took care to guide the discussion through questioning and
didn’t put forward my view in response to any the participants raised.
Each focus group consisted of at least two student participants, this number consistent with typical
focus group methodology (Hennink, Kaiser, & Weber, 2019) with a maximum of eight student
participants, to ensure all participants had equal voice in the discussion (Barbour, 2007). Two focus
groups had two participants and the third had eight, this imbalance occurred because the students
self-selected which time they would attend so as to minimise inconvenience. The focus groups were
held in a university meeting room free from noise and distractions with myself acting as
facilitator/moderator. Initially, participants were asked to quietly reflect on their university
education, in the context of their learning both face to face and online, as well as their experience in
workplace learning environments. The discussions were audio-taped with participants’ permission
and transcribed by myself. The topic stimulated friendly discussion among all focus groups, with
participants providing significant detail around their perceptions of allied health collaborative
practice capability. I took notes during the focus groups in order to prompt follow up questions and
help remind me to return to particular points of discussion.
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2.5.2 Overview of participants
Two Australian universities, Charles Sturt and La Trobe Universities, provided the context for my
research, where I explored development of allied health students’ collaborative practice capability.
Charles Sturt University (located in regional NSW) and La Trobe University (located in metropolitan
Melbourne and regional Victoria) both offer a range of allied health higher education programs
which include occupational therapy, paramedicine, physiotherapy, podiatry, radiography and speech
pathology. I invited allied health academics and students from these universities to be part of my
research. Allied health academics and students from these universities were invited to attend
through an email sent by Heads of Schools with an invitation to participate flyer, consent form and
information sheet attached with basic information about the research included in the body of the
email.
i.

Academic participants

Allied health academics employed by Charles Sturt University and La Trobe University were invited
to participate in the research. The selection criteria (allied health academics with more than two
years of teaching experience) aimed to ensure that participants recruited to the research had
relevant experience and knowledge in relation to the development of allied health students’
collaborative practice capability.
Twelve allied health academics who were currently teaching in allied health higher education
programs volunteered to participate in the research (one from La Trobe and eleven from Charles
Sturt University). Three were male and nine were female. All participants had at least five years of
experience of teaching in allied health higher education, with a range of five to more than twenty
years of teaching experience. The participants taught across varied allied health discipline areas,
including speech pathology, paramedicine, physiotherapy, occupational therapy and podiatry. Not
all of the allied health professions were represented in the experiential part of my research,
however participants included a range of allied health professions who taught and worked into
multiple professional and clinical areas. These academics provided rich detail around the
development of allied health students’ collaborative practice capability.
Academic participants were assigned pseudonyms beginning with the letter A (academic) to enable
clear differentiation from the student participants when reading the finding chapters of this thesis. A
summary of allied health academic characteristics is provided in Table 2.2. All twelve participants
took part in the initial semi-structured interview, with eight also taking part in the second
photographic-elicitation interview. This attrition in the second interview occurred due to four

52

participants being enthusiastic to participate in the research, but not having an inclination to take
photographs.
Table 2.2: Summary of academic participant characteristics
Pseudonym

Academic experience

Allied health profession

Number of photographs
taken

Ainsley

>10 years

Speech Pathology

-

Adam

>5 years

Paramedicine

3

Agnes

>5 years

Physiotherapy

4

Alice

>5 years

Occupational Therapy

-

Alison

>10 years

Physiotherapy

5

Allan

>5 years

Physiotherapy

-

Amanda

>5 years

Speech Pathology

-

Amber

>10 years

Podiatry

4

Anabelle

>5 years

Paramedicine

3

Andrea

>5 years

Podiatry

3

Angus

>10 years

Occupational Therapy

7

Anna

>5 years

Occupational Therapy

5

i.

Student participants

Allied health students from Charles Sturt University were invited to participate in focus group
discussion. Charles Sturt University has over 1200 allied health students enrolled in the University
(see Charles Sturt University Office of Planning and Analytics, 2021), therefore can be considered a
broad representation of Australian allied health students. Students who were currently on campus
over the course of the focus groups were invited to participate to enable researcher access to a
larger number of students. The allied health programs from Charles Sturt University included in this
study were all undergraduate courses of a four year duration.
Participants in my research represented allied health students from second to final years at Charles
Sturt University from Occupational Therapy, Podiatry and Physiotherapy. Participation in the study
was limited to undergraduate students (students enrolled in Bachelor degree programs). Although
there are increasing numbers of Masters students enrolled in health courses in Australia, there are
significantly more Bachelor students (Australian Bureau of Statistics, 2017), and only students
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enrolled in Bachelor degree programs elected to participate in this research. While participant
representation was limited to three disciplines, with more than half of the student participants from
Podiatry, allied health students are regularly referred to in the literature as a homogenous group
(see Baker, Morrone, & Gable, 2004; Brewer, & Jones, 2013; Grace, Stockhausen, Patton, & Innes,
2019). Therefore, it could be put forward there is no ‘ideal’ representation of allied health and this
limited selection of student disciplines provides a form of representation of allied health students,
suitable for the purposes of my research. Of the participants, six were female and six were male. To
maintain confidentially and anonymity, each participant was given a pseudonym starting with S
(student). Participant characteristics are summarised in Table 2.3.
Table 2.3: Summary of student participant characteristics
Pseudonym

Year

Allied health profession

Sally

2nd

Podiatry

Sammy

Final

Occupational Therapy

Sasha

2nd

Podiatry

Sawyer

Final

Occupational Therapy

Selby

Final

Podiatry

Senga

Final

Podiatry

Shane

3rd

Podiatry

Sharon

2nd

Podiatry

Shay

2nd

Podiatry

Simone

3rd

Podiatry

Sunny

Final

Physiotherapy

Sutton

Final

Physiotherapy

2.5.3 Text interpretation
In the style of hermeneutic research, my interpretation of the text sets was ongoing. Interpretation
occurred both during and after text construction, as conversations and discussions are a form of text
construction themselves, where interpretation is necessary to understand the meaning of these
dialogues (McWhorter, 2020). Conversations during the construction and interpretation of my
literature text sets occurred in the form of a dialogue of question and answer. These conversations
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were slightly different in the construction and interpretation of my experiential text sets, particularly
during the interviews and focus groups which were actual conversations with the participants. I
undertook interpretation during the interviews and focus group discussions and during the
transcription process, as meaning can be generated as participants share their experiences,
articulate new understandings, and respond to researcher interrogatives that generate
interpretation and add to extant knowledge (Vandermause & Fleming, 2011). Once I had transcribed
the interviews and focus groups, I then engaged in interpretation using dialogue questions, similar to
interpretation of the literature text sets.
Gadamer (1975) emphasised the ongoing process of concept formation and how an interpreter does
not use words and concepts like craftsmen who pick up their tools and then put them away. This
notion highlighted the importance of continuing construction and interpretation of the text sets
throughout the entire research journey to ensure I was reading recent literature and interpreting
and understanding concepts and topics that arose as my research progressed. Continually going back
to the literature to ensure I was up to date with research ensured I was true to the ethos of
philosophical hermeneutics, reflecting the open-ended cycle of hermeneutics where interpreters are
situated within history, as a conditioned and finite link in a continuing chain (Gadamer, 1975).
Remaining open to the text and continually revisiting the literature resonated with Heidegger’s and
Gadamer’s quest for truth. Truth and meaning are derived from the world, both past, present and
future and do not just ‘finish’ (Gadamer, 1975), therefore my research needed to represent this
continual quest for deeper and richer understandings.
The change in my entry horizon during interpretation of the literature, essentially a fusion of
horizons, was assisted by understandings of researchers, theorists and seminal writers in the field
and how these understandings merged with my own perceptions. An example of this transformation
of my horizon was as I identified my initial preconceptions, I had the view that what comprises allied
healthcare collaborative practice was consistent between and within health services and the implied
meaning of the term standard within the literature. Engaging with the literature text sets, I
developed a broader and deeper understanding of the dynamic nature of allied health collaborative
practice, appreciating the way in which allied health collaborative practice continually changes
within and across healthcare settings.
I added rigour to my interpretation and journey towards a fusion of horizons and deepened
understanding through inclusion of both a systematic process and open-minded thinking. The
systematic process included use of a thematic interpretation process adapted from Attride-Stirling’s
thematic network structure (2001) and Nowell, Norris, White, & Moules (2017) criteria for
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establishing trustworthy thematic analysis. This provided a sound framework for rigorous
interpretation and coalescence of my literature and experiential text sets using thematic
interpretation. This thematic interpretation process involved identification of key themes and topics
and grouping text set extracts according to these themes utilising a five-stage process. My
interpretation process was less linear in application than the following description of the five stages
suggests. I tended to move between and return to stages depending on what the text was telling
me. This process of thematic interpretation integrated the Gadamerian hermeneutic interpretation
strategies where repeated movement between stages of thematic interpretation represented active
participation in the hermeneutic circle as I moved between the parts (the literature texts, the
transcripts from interviews and focus groups and participant quotes) and the whole (my emerging
understandings). Remaining open to the literature and experiential texts, approaching them with my
questions and allowing them to question me meant I was engaging in a dialogue of question and
answer during thematic interpretation. My deepening understandings represented the fusion of
horizons.
Stage 1: Text identification and transcription
In this stage I identified suitable texts for interpretation from the literature (journal articles, reports,
and seminal writings) and the experiential text sets (transcripts from the semi-structured interviews,
photographic-elicitation interviews, and student focus group discussions, reflective thoughts
recorded in my research journal, and notes from my interviews and focus group discussions). As part
of transcribing the experiential text, it was important I listened to how participants responded to
questions, their tone of voice, the way they engaged in discussion around a particular topic and my
own dialogue with participants provided key insights into how the participant’s made sense of
questions asked (Guest, MacQueen, & Namey, 2012). This itself was a form of interpretation,
informing my future interactions with participants as well as my understandings of the phenomenon
itself.
Stage 2: Text familiarisation and using my reflective journal
It was important as part of this stage to identify my bias, become aware of my pre-understandings
and in so doing remain open towards the texts in order for them to tell me something new. In order
to become familiar with the literature text sets, I re-read articles, reports, writings from seminal
writers and the other texts that comprised my literature text sets. I documented my initial thoughts
and understandings in my research journal, alongside potential themes. This provided a reference
point for my initial horizon of understanding, and acted as an audit trail, enhancing trustworthiness
of the research (see Nowell, Norris, White, & Moules, 2017). As part of text familiarisation, I listened
to interview and focus group discussion recordings a number of times, as well as read and re-read
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the interview and focus group transcripts, as ideas and identification of possible patterns may be
shaped as researchers become familiar with all aspects of their data (Nowell, Norris, White &
Moules, 2017), highlighting the importance of revisiting texts.
Stage 3: Initial coding and sub-coding
In this stage, I read through the texts and created labels, or codes for parts of the texts. I did this
manually for the literature texts and used software (NVIVO 11 and 12) to manage the large amount
of experiential text I was working with in an organised and systematic way. This reflected an
important part of thematic interpretation where texts are reduced into manageable and meaningful
text segments (Attride-Stirling, 2001). It was important at this stage of interpretation to ensure
participants’ voices remained authentic, as coding should reflect participants’ specific language,
mitigating risk of confusion between the intent of the text collection process and the outcome of
that process (Guest, MacQueen, & Namey, 2012), and that I did not change the language of the
participants. I worked systematically through each text set, giving full and equal attention to each
part of the text set to ensure I was consistent with my interpretation (Braun & Clarke, 2006). During
coding, I identified key parts of the texts and labelled them as they related to a theme or issue in the
texts (King, 2004). For example, I used capabilities as a code, to denote potential capabilities for
allied health collaborative practice. Sub-coding involved breaking these larger labels down further,
for example, denoting what could be specific capabilities such as social awareness and openness.
Stage 4: Identified global themes
This stage included my ongoing search for themes, collating codes into potential themes and
bringing together all text relevant to each potential theme, in order to begin to identify relationships
between codes and themes including sub and miscellaneous themes (Braun & Clarke, 2006). This
stage provided the opportunity for me to begin to merge interpretation of my literature and
experiential texts. I used thematic maps as a way to help identify and organise the themes that arose
as part of my interpretation of the literature and experiential texts (see Appendix 2.2 and 2.3). I
identified themes by referring back to my research questions, in order to refresh my understanding
of the research objectives. Research objectives should always frame how the text is viewed and
ultimately determine which themes are worth the effort of tagging, defining, and coding (Guest,
MacQueen, & Namey, 2012). In order to recognise themes, I looked for recurring concepts, the use
of distinct or unfamiliar terms, or reference to concepts that was different to the way in which I
understood them (Guest, MacQueen, & Namey, 2012). For example, the concept tolerance was not
something I had considered previously and challenged me in terms of where this notion would sit in
my themes. As part of theme recognition, I also looked for metaphors, which formed an important
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part of this process, particularly in relation to the photographs that participants had taken as part of
the photographic-elicitation process. In the photographic-elicitation stage of my research, animals,
activities, plants and actions all acted as metaphors for allied health collaborative practice capability
and the development of allied health collaborative practice capability. Other strategies I used for
identifying themes included transitions, naturally occurring shifts in topics; comparison of texts,
where I compared sections of text and noted areas of similarities and differences; linguistic
connectors, where I looked for words and phrases such as “because,” “if,” “since,” “as a result,” or
any other terms indicating a possible causal relationship; and finally silence or missing data, where
participants failed to talk about something that was expected.
Stage 5: Categorised and organised themes
Once my themes had been devised, I undertook refinement of these themes which involved
reviewing the codes that sat under each theme to see if they formed a coherent pattern. This
enabled me to identify if there were any inadequacies with my coding and review and rearrange my
coding as required. Reviewing my themes and the codes that sat within them enabled me to ensure
themes had enough codes underneath them to support their identification as key themes, or if the
text was too diverse, if some themes needed to be collapsed into each other, and if other themes
needed to be broken down into separate themes (Braun & Clarke, 2006). This stage of thematic
interpretation helped reduce the text into a more manageable set of significant themes that
succinctly represented the text (Attide-Stirling, 2001). During this process of theme organisation, I
also had the opportunity to ensure the themes were labelled correctly and gave a sense of the
nature of the theme. I acknowledged some of the text may sit within multiple themes, but it was
important to be able to succinctly describe the scope and content of each theme (Braun & Clarke,
2006). For example, codes such as workplace learning and simulation-based education sat in two
themes, current development of allied health collaborative practice capability and potential
development of allied health collaborative practice capability.
Moving between these different stages of text interpretation as well as between the different text
items (the parts) helped facilitate development of deeper understandings of how allied health
students’ collaborative practice capability is developed in higher education (the whole),
demonstrating the principle of the hermeneutic circle. This movement that integrated reading texts,
interpretation, re-reading texts and further interpretation propelled me towards deeper and richer
understandings of the phenomenon.
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2.5.4 Merging literature and experiential interpretations
As described, the process of interpretation of the literature and experiential texts was not a linear
and prescriptive process, it was rather more fluid and interwoven. I commenced interpretation of
my literature text sets whilst constructing my experiential text sets, moving to interpretation of my
experiential text before I had completed my literature interpretation. Again, this represented
movement between the parts (literature and experiential text sets) and the whole (my emerging
understandings). Undertaking interpretation of text sets concurrently enabled me to understand the
whole in terms of the parts, and the parts in terms of the whole, comparing understandings which
emerged during concurrent interpretation. For example, I found during interpretation of the
experiential text sets that capabilities for allied health collaborative practice that were based more
on qualities were less of a focus for development in allied health higher education. I went back to
the literature with this finding, which reflected similar understandings to those revealed by the
participants.

2.5.5 Summary of the interpretation of texts
Interpretation, guided by Gadamer’s strategies including the fusion of horizons, the hermeneutic
circle and a dialogue of question and answer, was an important part of all stages of my research. My
research questions provided me with a framework for interpretation; these questions assisted my
entry into the hermeneutic circle and were regularly revisited throughout the interpretation process
to ensure I was remaining true to my research aim. Throughout interpretation I maintained a
reflexive approach and remained open to the texts to ensure participants’ voices were heard and
represented.
Philosophical hermeneutics enables a constant movement of understanding from the whole to part
and back to the whole, continuously breaking apart our understanding comparing it to another view
or new experience and then putting it back together to produce a new understanding or horizon
(Gadamer, 1975). Thus, there is a risk that the interpretive process can continue indefinitely,
however does cease when one has reached sensible meanings of the experience, free from inner
contradictions (Kvale, 1996). By continually reflecting on my own understandings and reflecting how
they changed throughout my research journey, and acknowledging that hermeneutics is not based
on searching for ‘complete’ knowledge (Debesay, Naden, & Slettbo, 2008), I found a plausible
endpoint to my research with the identification of capabilities for collaborative practice and a rich
understanding of how these can be developed.
Hermeneutic writing involves the art of transforming interpretations, meanings and arguments into
words for the benefit of others and for oneself (Loftus & Trede, 2009, p. 61). Therefore, a major
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challenge for me as researcher was to re-imagine writings from theorists, philosophers and
researchers as well as interview and focus group transcripts and articulately represent my new
understandings of how allied health students’ collaborative practice capability is developed in higher
education. I utilised Gadamer’s hermeneutic strategies as a framework to guide development of
deeper understandings and representation of those understandings in this thesis.

2.6 Ethical considerations
The experiential part of the research was conducted with ethical approval from the Charles Sturt
University Ethics in Human Research Committee (protocol number 2014/219). As my research had
approval from the Charles Sturt University Ethics in Human Research Committee (see Appendix 2.1),
I did not require approval from the La Trobe University Human Ethics Committee (see Appendix 2.1).
During this research, I applied the broad ethical principles of participant confidentiality, safety,
wellbeing and anonymity.
During my research, I prioritised my responsibility to the research participants. My research was
generally low risk, however, there was a small risk that the academic participants may have felt
threatened by discussion of their practices as I am an experienced academic and participants may
have felt that their education practices were being evaluated. This risk was mitigated as I did not
hold a position of leadership or power in relation to the academic participants. The participants were
also reassured that the research aim was to understand their views of allied health collaborative
practice capability and development of allied health students’ collaborative practice capability in
higher education, rather than to judge individual teaching practices.
Key to the ethical conduct of my research was maintenance of students’ right to freely choose to
participate in my research. This was important because as an academic at Charles Sturt University, I
held a perceived position of authority over student participants. I may have taught the
physiotherapy student participants during their study at Charles Sturt University, although this
should not have impacted upon the research as at the time of the focus groups, I was not teaching
the students and therefore did hold a position of power over any student participants. I also ensured
that the ethical issue of informed consent and emotional wellbeing was carefully considered
throughout my research. The strategies I used to ensure participant autonomy, confidentiality and
anonymity, participant safety and wellbeing included:


All potential allied health academic and student participants were provided with an
invitation to participate in the research by relevant Heads of School (academic participants)
and Discipline Leaders (student participants), who were independent of the research. The
Heads of School and Discipline Leaders were not advised who participated in the research.
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This strategy reduced perceived coercion to participate and preserved participant
anonymity.


Invitations to participate provided information regarding the research processes and stated
that the decision to participate was voluntary. For students, the invitations stated that
participation or non-participation would not be considered in any way in relation to current
or future assessment of their clinical or academic performance.



At the time of the experiential text construction, I held no assessment power over the
students who volunteered to participate in the research and did not teach any of the
students.



All students were provided with participant information sheets and consent forms that
outlined that participation was voluntary and participants could withdraw at any time
without consequence.



All participants were required to provide written consent to participate in the research
which acknowledged that the interviews and focus groups would be audio-recorded,
transcribed by myself or a research assistant and used to inform research findings.



All participants were informed both verbally and via the participant information sheets that
excerpts from the interviews and focus group discussions could be used in publications and
presentations such as the PhD thesis, journal articles, book chapters and conference
presentations.



All participants were reassured verbally and in the participant information sheets and
consent forms that they would be de-identified and allocated pseudonyms in all publications
to protect their anonymity.



I explicitly requested academic participants did not take photographs of people’s faces.



Restricting access to audio-recordings of interviews and focus group discussions and
interviews to the researcher and research assistant, who was committed to maintaining
participant confidentiality.



I did not discuss participants or their views with anyone apart from my research supervisors
who were also committed to maintaining participant confidentiality.



Securely maintaining all interview and focus group transcriptions, notes, digital interview
files and transcriptions in a password-protected computer.



Explicitly stating to participants during the interviews and focus groups that I was interested
in deepening my understanding of the development of allied health students’ collaborative
practice capability, and not critiquing students’ or academics’ performance or practice.
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Offering student participants access to a Charles Sturt University counsellor as per university
protocol should they become distressed as a result of participation in the research.



I worked to establish rapport and to enhance their feelings of safety and wellbeing, ensured
the participants felt comfortable.

The wellbeing and comfort of my research participants was a high priority to me, as authentic allied
health academic and student experiences were fundamental in informing my research. At all stages
of the research, I was careful to ensure there was strong ethical conduct underpinning the research.

2.7 Critique of research methods
Trustworthiness in qualitative research can be strengthened using the criteria of credibility,
transferability and confirmability (Nowell, Norris, White & Moules, 2017). Therefore, I have
evaluated the trustworthiness of my research using these three criteria.
Credibility
Credibility in qualitative research depends on three distinct but related inquiry elements including
the rigour of the strategies used for constructing high quality text that is carefully interpreted, the
credibility of the researcher, and the philosophical belief in the value of qualitative inquiry (Patton,
1999). As described, a number of text construction strategies were employed in the literature and
experiential studies. I commenced interpretation of these text sets from the beginning of text
construction, undertaking continual movement between these two text sets as I conducted
interpretation throughout and after text construction. Inclusion of multiple text construction
strategies enhances research credibility (Lincoln & Guba, 1985). I further strengthened credibility in
the way I conducted interpretation, describing patterns, links and plausible explanations, as I looked
for rival or competing themes and explanations (Patton, 1999).
In order to enhance my own credibility as a researcher, I undertook professional development to
improve my research skills. I met regularly with my research supervisors to discuss my research
including methodology and text construction and interpretation strategies, participated in online
professional development programs such as how to read the research critically, structuring your
literature review, analytical writing, academic writing styles, and using NVIVO. I also presented at a
number of national and international conferences where I attended many other research
presentations, which gave me the opportunity to network, gain feedback on my research strategies
and emerging findings, and gain inspiration from other researchers, further strengthening my
research credibility. These undertakings strengthened my belief in my research and research
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approach, enhancing my understandings of good research practice and I became more skilled in the
use of these practices, adding to the credibility of my research (Smyth & Holan, 2008).
Transferability
Transferability refers to how research can be applied in other contexts (Nowell, Norris, White, &
Moules, 2017). My interpretation underpinned development of deep understanding around
concepts such as the elements that shape allied health collaborative practice, the capabilities for
allied health collaborative practice, practice-based education strategies and the development of the
capabilities for collaborative practice. Provision of detailed discussion that was not merely
descriptive but provided explanation around how I arrived at my findings is a hallmark of good
research, with these types of explanations lending themselves to a level of transferability (Mills,
Eurepos & Wiebe, 2010). My detailed descriptions of my context, research processes and findings
can help those who seek to transfer the findings to their own site to judge transferability (Lincoln &
Guba, 1985). In order to make decisions on transferability, a substantial amount of information
about the phenomenon studied and the research setting should be provided (Slevin & Sines, 2000),
which was reflected by the way in which I used multiple literature and experiential construction
strategies to provide me with a large amount of text to then produce detailed interpretation of the
phenomenon.
Confirmability
Confirmability establishes that the researcher’s interpretations and findings are clearly derived from
the text, and the researcher has demonstrated how interpretation was undertaken and conclusions
reached (Tobin & Begley, 2004). I have provided a detailed explanation of my interpretation
throughout all stages of the research and have provided comprehensive references to support my
literature findings, and participant quotes to support my experiential interpretation. Confirmability
also considers the researcher’s biases and perspectives, and how these may influence the findings
(Mills, Durepos, & Wiebe, 2010). This was embraced in my research through my use of Gadamer’s
philosophical hermeneutics and the importance of the hermeneutic circle and fusion of horizons in
particular. As part of entering the hermeneutic circle and establishing my own horizon of
understanding, it was essential that I was aware my own bias to allow the text to present itself in its
newness, and assert its own truth against one’s own fore-meanings (Gadamer, 1975, 238, 253-4). As
I moved through my research journey, moving between the parts and the whole, I continually
revisited my understandings, reflecting on how they were changing, documenting these in my
research journal. This reflexive process meant I was continually revisiting my biases and being open
to changing my understanding depending on what I drew from interpretation of the text.
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A strong understanding of the principles informing interpretative research has informed the conduct
of my research. Evidence of credibility, transferability and confirmability throughout my research
emphasises the trustworthiness and ethical integrity of this research.

2.8 Reading the findings chapters of this thesis
The next four chapters of this thesis present the findings of my research, drawn from interpretation
of literature and experiential text sets. The findings in Chapter 3 relate to my interpretation of the
literature text sets pertaining to allied health collaborative practice and allied health collaborative
practice capability. Chapter 4, drawn from interpretation of my first experiential text set, also
describes my findings in relation to allied health collaborative practice and allied health collaborative
practice capability. The findings described in Chapter 5 relate to my interpretation of literature text
sets concerned with allied health higher education and the development of allied health students’
collaborative practice capability. Chapter 6 presents findings based on my second experiential text in
relation to allied health higher education and the development of allied health students’
collaborative practice capability.
In Chapters 4 and 6 I use participants’ quotes taken verbatim from the experiential texts and
participants’ photographs to ground arguments presented in the text. This also ensured participant
voices were authentically presented throughout the research. Participant quotes are presented in
italics and double quotation marks to assist the reader to distinguish the quotes from other text and
to highlight the participants’ voices. Participants’ photographs are presented together at the end of
each experiential findings chapter. I chose to present the photographs in this way to avoid disrupting
the flow of my arguments. To assist in reading this thesis, I have also used ellipsis (…) in sections of
quotes to indicate where I have removed redundant text from sections of the quote, and used
square brackets ([ ]) to insert words to aid the flow and understanding of the quote. For example, I
have removed words like “um”, and expanded on abbreviations that participants used (“physio”
[physiotherapist], “speechies” [speech pathologist] etc.). I was careful in making these changes that I
did not alter the meaning of the quote or the message the participant was trying to portray.
Chapter 7 presents a meta-interpretation of the findings presented in Chapters 3-6. The final
Chapter (Chapter 8) outlines implications for allied health practice and higher education, a reflective
critique of my research and implications and suggestions for further research.

2.9 Conclusion
My research was undertaken within the qualitative paradigm, where I used an interpretative
research approach to enrich my understandings of the development of allied health students’
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collaborative practice capability. I used research strategies informed by Gadamerian philosophical
hermeneutics to guide my research and deepen understandings, including a fusion of horizons,
hermeneutic circle and dialogue of question and answer. I constructed and interpreted literature
and experiential text sets, exploring conceptual understandings and participant experiences around
allied health collaborative practice, allied health collaborative practice capability, and the
development of allied health students’ collaborative practice capability in higher education. The
literature text sets were constructed from writers and researchers and the experiential text sets
were constructed from allied health academics’ and students’ experiences using interpretive
practices such as semi-structured interviews, focus group discussions and photographic-elicitation.
The experiential text sets underwent thematic interpretation guided by Gadamerian strategies, the
fusion of horizons, the hermeneutic circle and dialogue of question and answer. Through
hermeneutic engagement with the text sets, I developed a deep and rich understanding of the
dynamic way allied health collaborative practice is shaped by contextual, social and individual
elements, which generate a need for allied health professionals to draw on key capabilities in order
to respond to, navigate and strengthen their contribution to these elements. The interactive nature
of practice-based education in allied health higher education ideally positions contemporary allied
health higher education to explicitly develop the capabilities for collaborative practice. However,
there are important considerations that need to be incorporated into curriculum in order to develop
allied health collaborative practice capability. These understandings are represented in the following
chapters.
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Chapter 3: Understanding allied health collaborative practice and
collaborative practice capability
In this chapter I provide an interpretation arising from a philosophical hermeneutic study of a set of
literature texts that explore professional practice, collaboration, collaborative practice and capability
for collaborative practice, in healthcare generally and more specifically in allied healthcare contexts.
This chapter builds on my understandings, presented in Chapter 1, of the complex nature of allied
health collaborative practice. In order to unbundle allied health collaborative practice as a platform
for understanding the development of allied health students’ collaborative practice capability, I
examined the contextual, social and individual elements that shape allied health collaborative
practice. Through interpretation of the literature text set, I came to understand more deeply the
complex and dynamic nature of allied health collaborative practice and elucidated explicit
capabilities for allied health collaborative practice. In this chapter, I illuminate the elements that
shape collaborative practice, and how these determine capabilities for allied health collaborative
practice.

3.1 Frame and Scope
The overall goal of this research was to explore the development of allied health students’
collaborative practice capability in higher education. Philosophical hermeneutics was used to deepen
my understanding of this phenomenon. This chapter presents the findings from a philosophical
hermeneutic literature study focused on allied health collaborative practice and allied health
collaborative practice capability. To better understand allied health collaborative practice capability
and its development, it was important to first understand allied health collaborative practice itself.
Consistent with research conducted within a philosophical hermeneutic framework, I dialogued with
the text set using two research sub-questions to facilitate a dialogue of question and answer
between myself and the texts:
1. How do contextual, social and individual elements shape collaborative practice?
2. How do the elements that shape collaborative practice influence the capabilities for
collaborative practice?
This dialogue opened possibilities to better understand the nature of allied health collaborative
practice capability in healthcare settings in all of its complexity. The sections of this chapter relate to
the research sub-questions I used to facilitate dialogue with the text set. Section 3.2 addresses
research sub-question 1, and Section 3.3 addresses research sub-question 2.
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The use of these questions to dialogue with the first text set broadened and deepened my horizon of
understanding of allied health collaborative practice and allied health collaborative practice
capability. This has contributed to answering my first research question as identified in Chapter 2:
What is the nature of allied health collaborative practice capability?
In the spirit of a philosophical hermeneutic literature study, I drew on key writers and contemporary
literature to deepen my understandings of the phenomenon as opposed to reviewing all available
relevant research in a more traditional literature review format. The construction and interpretation
of literature text sets for this philosophical hermeneutic study included current research and seminal
writers in health science fields (including allied health, medical and nursing) as well as relevant social
work and social science literature to provide greater breadth to the initial exploration.
This chapter is part of Study 1 of this thesis, encompassing a literature study (Chapter 3) and
experiential study (Chapter 4) focused on allied health collaborative practice and allied health
collaborative practice capability. Consistent with philosophical hermeneutics, the literature and
seminal writings comprised a rich text set for interpretation. During interpretation, I fused my own
initial understandings with that drawn from the literature text set (Chapters 3 and 5); and the
understandings of allied health academic and student participants (Chapters 4 and 6). My final,
merged interpretation presented in Section 4 of this thesis, developed through this interplay, is
presented in Chapter 7. See Table 3.1 ‘Research structure’ for an outline of the sections of this
research and how this chapter is situated within the research:
Table 3.1: Research structure
CHAPTER

TEXT FOCUS

CHAPTER TITLE

CONTENT

1

Introduction

Introduction

Contextualising
the research

2

Methods chapter

Guide to enactment of the research

3

1st literature
chapter

Understanding allied health collaborative practice
and collaborative practice capability

Undertaking
the research
Study 1

4

1st experiential
chapter
2nd literature
chapter

Illuminating allied health capabilities for
collaborative practice
Developing allied health students’ collaborative
practice capability using practice-based education
strategies

2nd experiential
chapter
Findings/discussion
chapter

Development of allied health students’
collaborative practice capability in higher education
Using a conceptual model to develop allied health
students’ collaborative practice capability

5

6
7
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Study 2

Metainterpretation

In this literature study, I have developed richer understandings of allied health collaborative practice
capability through exploration of the contextual, social and individual elements that shape allied
health collaborative practice. I explore contextual influences, social connections, and individual
contributions that shape allied health collaborative practice. Deepening my understandings of the
elements that shape allied health collaborative practice and illuminating the capabilities for allied
health collaborative practice provided me with a strong foundation for the experiential component
of this research. Allied health academic and student participants’ perceptions of collaborative
practice and collaborative practice capability in healthcare settings are described in Chapter 4. Allied
health student preparation for collaborative practice in healthcare settings and higher education
development of collaborative practice capability, are described in Chapters 5 and 6 of this thesis.
Interpretation of the text set revealed key contextual, social and individual elements that shape
allied health collaborative practice. The contextual influences that shape allied health collaborative
practice include regulatory bodies and clinical requirements. The importance of relationships and
interactions in allied health collaborative practice is reflected by the social connections that shape
allied health collaborative practice, comprising relationships and interpersonal transactions. Finally,
the individual contributions that shape allied health collaborative practice are individual proficiency
and ethical considerations. Revealing the elements that shape allied health collaborative practice
provided a foundation for exploration of allied health collaborative practice capability. Examination
of how allied health professionals strengthen, navigate and respond to the contextual, social and
individual elements that shape allied health collaborative practice illuminated explicit capabilities for
collaborative practice.
The explicit capabilities that enable allied health professionals to respond to the contextual
influences that shape collaborative practice are appreciating professional boundaries and
responding to collaborative practice catalysts. Enabling relationships and social awareness are
illuminated as social capabilities that enable allied health professionals to respond to the social
connections that shape allied health collaborative practice. The individual contributions that shape
allied health collaborative practice are strengthened by capabilities knowing how to enter and
engage in collaborative practice and ethical courage.

3.2 The dynamic nature of allied health collaborative practice
In order to better understand allied health collaborative practice capability in healthcare settings, it
was important to unbundle the nature of allied health collaborative practice itself, in particular the
elements that shape allied health collaborative practice. This unbundling of collaborative practice
and collaborative practice capability revealed the multidimensional, contextual and dynamic nature
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of allied health collaborative practice as it is shaped by contextual, social and individual elements.
This section outlines findings in relation to research sub-question 1: How do contextual, social and
individual elements shape allied health collaborative practice? The premise that allied health
collaborative practice is shaped by three distinct elements highlights its dynamic nature.

3.2.1 Contextual influences
In this section, contextual influences that shape allied health collaborative practice are examined, in
particular regulatory and clinical influences (see Figure 3.1). Regulatory influences include
practitioner registration requirements and healthcare governance. Clinical influences comprise
procedural guidelines and patient circumstances. This focus on these particular contextual influences
stemmed from the notion that collaborative practice is grounded in achieving patient outcomes
within the constraints of health service frameworks (Schadewaldt, McInnes, Hiller, & Gardner, 2016;
WHO, 2010). Appreciating the importance of patient outcomes within the constraints of health
service frameworks focused the scope of this research in terms of many potential contextual
influences.

Contextual
influences
Regulatory

Clinical

Figure 3.1: Contextual influences shaping collaborative practice

i.

Regulatory influences

Practitioner regulation and healthcare governance both have a significant effect on the way allied
health professionals practice, including forms of practice such as collaborative practice. Registration
and professional bodies such as Speech Pathology Australia [SPA] and the Australian Health
Practitioners Registration Authority [AHPRA] mandate explicit codes of conduct and provide practice
guidelines for allied health professionals. Practitioner registration and codes of conduct establish
professional norms and practices (Jennings, 2020), therefore shape how allied health professionals
participate in practice including collaborative practice. Professional codes of conduct and guidelines
can enhance or limit participation in and value of collaborative practice in healthcare settings
through the emphasis they place on collaborative practice (Higgs & Adams, 2013; Steihaug,
Johannessen, Adnanes, Paulsen, & Mannion, 2016). For example, the physiotherapy code of
conduct only briefly refers to collaboration or collaborative practice in relation to ‘teamwork’
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(AHPRA, 2018), potentially limiting understandings of collaborative practice and subsequent value
placed on collaborative practice by physiotherapists.
Healthcare governance also influences allied health collaborative practice in healthcare settings.
Dedicated government departments monitor healthcare performance in the interest of public
safety, providing recommendations for priorities for health services and in some instances, attaching
funding to performance which can influence how health professionals practice (see Victorian State
Government, 2018). In Victoria, Australia, although the Department of Health and Human Services
places some value on collaborative practice (Victorian Health Services Performance monitoring
framework, 2018), the performance frameworks which healthcare organisations are reviewed
against use explicit performance indicators such as admissions, falls, time admitted and medication
errors (Victorian Health Services Performance monitoring framework, 2018). The quality of
teamwork and culture, which may be important for collaborative practice, can be difficult to
measure (Elliot, Mcullagh, Brydon, & Zwi, 2018), and are not necessarily measured as part of these
traditional performance indicators. Collaborative practice underpins teams and teamwork,
highlighting a potential discrepancy between the way governing bodies’ value collaborative practice
in healthcare settings and the measures and performance indicators which healthcare organisations
are assessed against. Healthcare practice tends to be driven by performance indicators and funding
priorities (Braithwaite, 2017), therefore the utilisation and consistency of allied health collaborative
practice in healthcare settings is instead determined by governance policy and funding.
ii.

Clinical influences

Clinical influences such as standardised procedural guidelines and patient circumstances have a
significant impact on healthcare practice (Steihaug, Johannessen, Ådnanes, Paulsen, & Mannion,
2016), and can therefore shape allied health collaborative practice. Standardised procedural
guidelines include the clinical policies and pathways that provide direct instruction to clinical staff in
relation to patient care approaches and interactions (Hillier, 2011; Shaughnessy,
Cosgrove, & Lexchin, 2016), thereby shaping allied health collaborative practice. It is important to
note, clinical guidelines can differ across organisations depending on the ward, program or patient,
family, carer, and community need (Shaughnessy et al., 2016). For example, some guidelines may be
rigid in terms of the health disciplines required to manage specific patient conditions, thereby
overlooking potential discipline involvement in collaboration and influencing patient outcomes
(DeLaroche, Sivaswamy, Farooqi, & Kannikeswaran, 2018). As a result, these explicit healthcare
clinical guidelines which direct health professional practice and patient/client management can
influence how collaborative practice is enacted in particular healthcare settings.
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Patient circumstances are another key factor in shaping allied health collaborative practice.
Depending on patient circumstances, such as particular conditions or needs, patients may require
input from specific health disciplines, including allied health, necessitating a collaborative practice
approach (Allied Health Professions Australia, 2020; WHO, 2010). Patient circumstances can change
over time as a patient’s condition worsens or improves (Bleakly, 2011), which through determination
of the health professions required for patient care at any time, impacts on collaborative practice. For
example, a patient who has experienced a cerebrovascular accident (stroke) may initially require
significant input from medical and nursing staff, with allied health and the patient themselves having
more prominent roles once the patient is medically stable (Stroke Care Strategy for Victoria, 2015).
The way patient circumstances can change and call for different health professional (and patient)
input over time contributes to the dynamic nature of allied health collaborative practice.
Collaborative practice catalysts are introduced in this section as a way to draw together multiple
factors that initiate allied health collaborative practice. The notion, collaborative practice catalysts,
captures the power and nature of a broad range of ‘triggers’ of allied health collaborative practice.
The idea that collaborative practice is usually underpinned by an aim or incentive for people to work
together is not new (Henneman, Lee, & Cohen, 1995). However, viewing these incentives as
catalysts brings a novel lens to explicitly illuminate the triggers of allied health collaborative practice
in healthcare settings. Collaborative practice catalysts in healthcare contexts may include triggers of
collaborative practice such as patient needs or complexity, patient goals that cannot be achieved by
an individual profession alone, increasing pressures on resources such as bed shortages, health
service protocols, best practice guidelines and governance (Hardin, Kilian, & Spykerman, 2017;
Proudlove, Gordon, & Boaden, 2002; WHO, 2010). The notion of collaborative practice catalysts
highlights the entwined nature of the elements that shape allied health collaborative practice, as
catalysts can span across these elements. For example, increased pressure on resources illustrates
contextual influences shaping allied health collaborative practice.
This section has highlighted how contextual influences shape allied health collaborative practice,
encompassing regulatory and clinical influences. Collaborative practice catalysts are also introduced,
as a notion drawing together multiple initiators of allied health collaborative practice that are part of
the contextual, social and individual elements that shape allied health collaborative practice.
Collaborative practice is multidimensional, shaped by highly static, rigid regulatory influences such as
procedural guidelines, as well as more changeable patient circumstances. This emphasises a
‘dynamic’ element to allied health collaborative practice, and a potential tension between the more
rigid influences and this dynamic nature, adding to the complexity of allied health collaborative
practice. Health professionals must be able to practise within these ever-changing contexts,
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highlighting the importance of being able to respond to the contextual influences as part of allied
health collaborative practice capability, explored later in this chapter.

3.2.2 Social connections
In this section, two key social connections that shape allied health collaborative practice in
healthcare settings (see Figure 3.2) are examined. These are relationships and interpersonal
transactions. Relationships encompass the relationships between the range of people that are key
participants in allied health collaborative practice, with particular focus on relationships between
allied health professionals and their patients, clients, carers and families and relationships between
health professionals themselves. Interpersonal transactions encompass negotiating, sharing and
cooperating and facilitate the bringing together of a range of people, including health professionals,
patients, carers, families and communities, that can comprise allied health collaborative practice.
This section examines how relationships shape allied health collaborative practice, and the
importance of collaborative practice transactions in bringing a group of individuals together to
practice as a collective.
Social
connections
Interpersonal
transactions

Relationships

Figure 3.2: Social connections shaping collaborative practice

i.

Relationships

Relationships between health professionals and patients, clients, families and carers are key in
shaping allied health collaborative practice. At the core of collaborative practice is the notion of
people working together (Croker, Trede, & Higgs, 2014). It is therefore perhaps unsurprising that
relationships emerged from the literature as key in shaping allied health collaborative practice.
Despite a decades-long focus on the importance of health professionals and patients, carers and
families working together (see Barr, 1998; Croker et al., 2014; D’armour & Oandasan, 2005; Elridge,
1986) this is still seen as aspirational rather than inherent in collaborative practice approaches in
healthcare (Golom, 2018). The establishment of relationships between health professionals and
patients and their families provides a foundation for trust on which collaborative practice can be
built and enhance patient outcomes (Sundal & Vatne, 2020). These enhanced patient outcomes are
realised through increased patient participation in care, with patients less likely to be passive
receivers within the relationship (Sundal & Vatne, 2020). This continued focus on the importance of
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health professional and patient/client relationships, highlights the importance of these relationships
in shaping allied health collaborative practice.
Relationships between health professionals themselves are also important in shaping allied health
collaborative practice, as stable relationships between health professionals are more likely to
generate reciprocal recognition of potential contribution, assist health professionals identify when
other health professionals need help, and enhance willingness to discuss new practices (Wieser et
al., 2019). Relationships are central to allied health collaborative practice, not only between health
professionals and patients, but between health professionals, organisational leaders and managers
(Raney, Lasky, & Scott, 2017). Examination of the literature revealed a strong focus on examining
and describing relationships between health professionals within collaborative practice and how
these relationships might determine considerations such as role understandings, professional
identity, hierarchy and communication (Karam, Brault, Van Durme, & Macq, 2018) and less emphasis
on the importance of developing relationships for, or prior to, collaborative practice (see Dunston,
2020; Karam et al., 2018; Raney, Lasky, & Scott, 2017). Relationships between health professionals in
allied health collaborative practice are clearly important and provoke consideration in relation to
how skills in establishing and nurturing relationships may comprise part of collaborative practice
capability. The importance of communication and a number of socio-emotional skills in healthcare
interactions and relationships (Gittell, Godfrey, & Thistlethwaite, 2012; Guerin, 2014) positions social
awareness as an important consideration for collaborative practice capability, explored later in this
chapter.
ii.

Interpersonal transactions

Allied health collaborative practice is also shaped by interpersonal transactions that assist allied
health professionals to navigate the relationships fundamental to collaborative practice and draw
people together. Interpersonal transactions include negotiating, sharing and cooperating. The term
‘interpersonal transactions’ captures the “humanness” of collaborative practice in healthcare
settings and was deliberately chosen in preference to more technical terms such ‘sub-processes’ or
‘methods’. Negotiating, sharing and cooperating are key in navigating relationships as they assist in
coalescing individual perspectives into common goals and objectives (see Aarons et al., 2004;
Braithewaite et al. 2007; Cigarini, Vicens, Duch, Sánchez, & Perelló, 2018).
Allied health collaborative practice can involve a number of different individuals, from health
professionals to patients, families and their carers. Negotiating, sharing and cooperating play an
important role in bringing a potentially disparate group of people together, providing an opportunity
for relationships to develop, fundamental in a social practice such as collaborative practice (see
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Aarons et al., 2014; Braithwaite et al., Clay-Williams et al., 2018; 2007; Korner, 2010; Papadimitriou
& Cott, 2015). Negotiation has been demonstrated to be important in unifying potentially diverse
values, expectations and beliefs and achievement of positive outcomes (Aarons et al., 2004; ClayWilliams et al., 2018), potentially important across a varied group of people that can be part of
collaborative practice. Sharing in collaborative practice is important from multiple standpoints,
including role-sharing, sharing of knowledge, sharing thoughts to facilitate efficient decision-making,
and the importance of sharing expertise and ideas to help health professionals work together
(Braithewaite et al. 2007; Chaboyer & Patterson, 2001; Hernandez-Lopez, 2011; Smith & Higgs,
2010a; Zhou, 2017). Cooperation is an important consideration, as it encourages individuals to assist
each-other, facilitate teamwork and interprofessional practice (Korner, 2010; McCauley, 2019;
Papadimitriou & Cott, 2015), thus is key in collaborative practice.
Contextual, social and individual elements shape allied health collaborative practice in dynamic and
intertwined ways. This is evidenced in the way interpersonal transactions are embedded as part of
the social connections that shape allied health collaborative practice, but also rely on individuals
themselves to facilitate negotiating, sharing and cooperating. Although negotiating, sharing and
cooperating assist in navigating the relationships as part of the social influences of collaborative
practice, it is individuals themselves that must identify when it is necessary to utilise and participate
in negotiating and cooperating, and share information and knowledge (Bochatay, 2019; Filho, Padua,
& Fernandes, 2019; Smith & Higgs, 2010a). The elements that shape allied health collaborative
practice do not exist in three distinct entities (contextual, social and individual) but are more
dynamic and interwoven.
This section has outlined the social connections that shape allied health collaborative practice,
including relationships and interpersonal transactions. Relationships that shape collaborative
practice include relationships between health professionals and their patients/clients, and their
families; as well as the relationships between health professionals themselves. The importance of
social awareness in establishing and maintaining the relationships key in allied health collaborative
practice has been introduced. Interpersonal transactions encompass negotiating, sharing and
cooperating, which assist in establishing and maintaining the relationships important in collaborative
practice. This section also demonstrated the interconnection between contextual, social and
individual elements that shape collaborative practice, for example, the importance of individuals in
negotiating, sharing and cooperating highlights a synergy between social and individual elements
that shape collaborative practice. Recognising this interconnection opens up possibilities for richer
understanding collaborative practice capability, through exploration of how students are prepared
to navigate, strengthen and respond to the dynamic nature of allied health collaborative practice.
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3.2.3 Individual contributions
In this section, I describe the individual contributions that shape allied health collaborative practice,
individual proficiency and ethical considerations (see Figure 3.3). In a social practice like
collaborative practice, it is important to examine the role of the individual, as people are a critical
part of collaboration in healthcare contexts (Croker, Higgs, & Trede, 2012). Although collaborative
practice is undertaken with other people (Barrow, McKimm, Gasquoine, & Rowe, 2015; Reeves,
Pelone, Harrison, Goldman, & Zwarenstein, 2017), individuals themselves ultimately determine how
they participate in practices such as collaborative practice (Patton & Higgs, 2018). Individual
proficiency encompasses individual skills and knowledge; and the capacity to transfer these skills and
knowledge across different settings. Ethical considerations that shape allied health collaborative
practice take into account ethical challenges that may arise as part of allied health collaborative
practice, and the guidelines that provide some direction for ethical behaviour.
Individual
contributions
Individual
proficiency

Ethical
considerations

Figure 3.3: The individual contributions that shape collaborative practice

i.

Individual proficiency

Individual proficiency is key in shaping allied health collaborative practice, encompassing individual
skills and knowledge; and ability to transfer these skills and knowledge across different settings.
Individual, discipline-specific skills and knowledge have a strong influence on how people participate
in allied health collaborative practice and the subsequent nature of allied health collaborative
practice, as how individuals practise is premised on their abilities and knowledge (Patton & Higgs,
2018). Individual skills and knowledge are integrated through the multiple iterations of
competencies and multiple frameworks for collaborative practice or forms of collaborative practice
such as interprofessional practice and interprofessional collaboration (see Barr, 1998; Suter, Arndt,
Arthur, Parboosingh, Taylor, & Deutschlander, 2009; Brewer & Jones, 2013; Canadian
Interprofessional Health Collaborative, 2020; Centre for the Advancement of Interprofessional
Education, 2020), highlighting the importance of individual proficiency in terms of skills and
knowledge. These frameworks refer to a broad range of individual abilities such as reflection, conflict
resolution and understanding roles and responsibilities, indicating that individual proficiency in
particular skills and knowledge plays an important role in collaborative practice. This is explored
further in Section 3.3.
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How people apply and transfer individual skills and knowledge across different settings also shapes
allied health collaborative practice. The importance of transferring skills and knowledge across
different settings is emphasised through specifications within allied health practitioner registration
competency standards around the ability to practise and use discipline-specific skills across different
contexts, settings and environments (see Australian Association of Social workers [AASW], 2020;
Occupational Board of Australia, 2018; Paramedicine Board of Australia, 2013; Physiotherapy Board
of Australia, 2015; Speech Pathology Australia, 2011). Health professionals are required to react to
health situations, making highly skilled judgements using strategies that take into account multiple
situational variables (Cokely et al., 2018). Across different settings these variables include availability
of equipment, time constraints, the nature of the task based on the complexity of patient problems,
and the social and political conditions such as organisational culture and practice traditions (Patton
& Higgs, 2018). Forms of collaborative practice, such as interprofessional practice, require
individuals to have the necessary skills a situation calls for (Hammick, Freeth, Copperman, &
Goodsman, 2009; Orchard & Bainbridge, 2016 ), emphasising how individual health professional
capacity to work effectively across settings and manage challenges they present can shape
professional practice in general and collaborative practice in particular.
ii.

Ethical considerations

Ethical considerations are also key in shaping allied health collaborative practice, as collaborative
practice and participation in collaborative practice presents various ethical challenges (Machin et al.,
2019). Ethical considerations also shape collaborative practice through the ethical guidelines that
affect practice and help determine what is ‘best’ for patients (Kurtz & Starbird, 2016).
Ethical challenges may arise because of the multiple people involved in collaborative practice and
the subsequent need to share information (Pishgooie, Barkhordari-Sharifabad, AtashzadehShoorideh, & Falcó-Pegueroles, 2019; Paproski & Haverkamp, 2000). Common ethical challenges
that arise in interprofessional practice are based around patient/client confidentiality, autonomy,
the sharing of information and informed consent (Pishgooie et al., 2019). Although sharing
information is fundamental to allied health collaborative practice, and sharing was identified in the
previous section as an important part of social connections, the sharing of information can also give
rise to potential ethical risks. Other ethical challenges that can emerge where there are multiple
health professionals as well as patients and their families working together, include disagreement or
differences of opinions around patient care and conflicting interests between patients and their
families, affecting care planning (see Beauchamp & Childress, 2009; Cohen & Erickson, 2006;
Hermsen & Van der Donk, 2009; Moyo, Goodyear-Smith, Weller, Robb, & Shulruf, 2015). Although
there are potential ethical challenges in allied health collaborative practice, refusal to collaborate
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can also be unethical itself when refusal hinders achievement of optimum patient or client outcomes
(Paproski & Haverkamp, 2000). Collaborative practice is often the most suitable form of care for best
patient outcomes (WHO, 2010; Reeves, Pelone, Harrison, Goldman, & Zwarenstein, 2017),
emphasising the importance of allied health collaborative practice, as well highlighting an underlying
ethical argument for collaborative practice itself. The ethical challenges that may arise in
collaborative practice underscore the importance of providing ethical support to healthcare
professionals in practice, but also developing their capability to practise ethically. The importance of
ethical considerations in relation to collaborative practice capability is explored further in Section
3.3.
Ethical guidelines can also shape collaborative practice. Most healthcare practice guidelines include
ethical guidelines, however explicit guidance for ethical considerations relating to collaborative
practice is inconsistent within Australian allied health regulation and governance (see Australian
Government Department of Health, 2013; Occupational Board of Australia, 2018; Paramedicine
Board of Australia, 2013; Physiotherapy Board of Australia, 2015; Speech Pathology Australia, 2019).
Ethical guidance for allied health professionals is largely based on professional registration
requirements, government legislation and standards that outline healthcare ethics more generally
(Guraya & Barr, 2018; Paprosk & Haverkamp, 2000). The way ethics is referred to across registration
standards is inconsistent, where some registration bodies allude to ‘ethical collaboration’ (see
Occupational Therapy Board of Australia, 2018; Speech Pathology Australia, 2017) and others do not
specify any expectations for ethical considerations explicitly in relation to collaborative practice (see
AASW, 2020; Paramedicine Board, 2018; Physiotherapy Board of Australia, 2015). The breadth of
ethical guidelines by which allied health professionals must work and the potential differences
between disciplines in their ethical direction again highlight the dynamic nature of collaborative
practice, as individual practice may be influenced by these guidelines. It is important health
professionals recognise how ethical guidelines and subsequent ethical behaviour may be different
across different settings and between various healthcare disciplines.
This section has examined two key individual contributions that shape collaborative practice,
individual proficiency and ethical considerations. Individual proficiency encompasses individual skills
and knowledge; and the capacity to apply these across different settings. Ethical considerations that
shape collaborative practice include ethical challenges and ethical guidelines.

3.2.4 Section conclusion
This section has illuminated the contextual, social and individual elements that shape allied health
collaborative practice. Collaborative practice in healthcare settings is a complex, dynamic and
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multidimensional practice in large part shaped by contextual, social and individual elements. The
contextual influences shaping allied health collaborative practice are regulatory, encompassing
practitioner registration and healthcare governance, and clinical, comprised of procedural guidelines
and patient circumstances. The social connections shaping collaborative practice are relationships
between health professionals and their patients, clients, carers and families, as well as relationships
between health professionals themselves. Social connections also include the interpersonal
transactions of negotiating, sharing and cooperating. The individual contributions that shape allied
health collaborative practice are individual proficiency and ethical considerations. Individual
proficiency encompasses individual skills and knowledge, as well as the ability to transfer these skills
and knowledge across different settings. Ethical considerations include ethical challenges and ethical
guidelines. This section has unbundled the elements that shape allied health collaborative practice.
The next section uses these elements as a lens to explore allied health collaborative practice
capability, illuminating explicit capabilities for collaborative practice.

3.3 The capabilities for collaborative practice
In this section, I illuminate allied health collaborative practice capability. I use contextual, social and
individual elements that shape allied health collaborative practice introduced in the previous
sections as a basis for interpretation and to reveal explicit capabilities for allied health collaborative
practice that comprise broader collaborative practice capability. This section addresses research subquestion 2: How is allied health collaborative practice capability shaped by contextual, social and
individual elements?
In this thesis I refer to capabilities as the ways of implementing or demonstrating more holistic
capability (such as collaborative practice capability), where capabilities include individual abilities,
skills and qualities (Higgs & Patton, 2018). Capability has been described generally as a state of
readiness, confidence and capacity to act soundly and effectively in life and work in both familiar and
unfamiliar situations (Higgs & Patton, 2018). Application of this description more specifically to
allied health collaborative practice defines capability in these settings as a readiness, confidence and
capacity of allied health professionals to participate in collaborative practice in healthcare settings.
Conceptualising the contextual, social and individual elements that shape allied health collaborative
practice through a lens of capability revealed a number of key contextual, social and individually
driven capabilities required for allied health collaborative practice. Like the elements that shape
collaborative practice itself, these capabilities for collaborative practice are also multi-layered and
intertwined.
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Contextual capabilities that enable allied health professionals to respond to the contextual
influences that shape collaborative practice include the capabilities understanding professional
boundaries and responding to collaborative practice catalysts. Social capabilities facilitating allied
health professionals’ ability to navigate social connections that shape allied health collaborative
practice include enabling relationships and social awareness. Individually driven capabilities that
enable allied health professionals to strengthen individual contributions that shape collaborative
practice are knowing how to enter and engage in collaborative practice and ethical courage. Like the
elements that shape allied health collaborative practice, these capabilities are not drawn on
discretely and individually by health professionals. Rather, multiple capabilities are employed in
response to the elements shaping collaborative practice. Examples of this are provided throughout
the section.

3.3.1 Contextual capabilities
This section introduces the contextual capabilities appreciating professional boundaries and
responding to collaborative practice catalysts. The contextual nature of allied health collaborative
practice resonates with the notion of ‘readiness’ in capability, in that to collaborate, an individual
must understand and be ready for how collaborative practice is enacted across various settings. It is
not a form of practice following a predictable recipe, instead it is ever moving, shaped by a multitude
of influences and as a result, uniquely enacted in each setting.
Contextual
capabilities

Appreciating
professional
boundaries

Responding to
collaborative
practice catalaysts

Figure 3.5: Contextual capabilities

i.

Appreciating professional boundaries

Appreciating professional boundaries comprises health professional capacity to respond to and work
within the bounds of practitioner regulation and organisational procedures. Health practitioner
registration is regulated by a number of national allied health boards, given power by the Australian
Government for accreditation of allied health higher education programs and registration of health
professionals (see AASW, 2020; AHPRA, 2020; SPA, 2020). Accreditation standards and practitioner
registration standards identify requirements around clinical training, registration standards, and
health professional scope of practice (AASW, 2020; AHPRA, 2020; SPA, 2020). These boards also
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develop guidelines and codes for the guidance of allied health professions; and investigate and act
on breaches of professional standards and conduct (Australian Government Department of Health,
2013). Allied health professionals must work within the boundaries of these practice guidelines
determined by these boards. For example, professional codes of conduct provide expectations
around ethical behaviours and scope of practice, consequently allied health professionals must work
within these boundaries (Delany, Edwards, & Fryer, 2019). Allied health collaborative practice
capability is subsequently partially based on how individual health professionals work within and
abide by professional frameworks and regulations determined by allied health boards.
Appreciating professional boundaries also requires appropriate response to differences in regulation
and frameworks for practice across health professions. While similar abilities, skills and qualities
feature across different allied health discipline professional practice frameworks, within allied health
practice itself, there are varied understandings and practices associated with what may superficially
seem comparable. This inconsistency potentially impacts on how standards are valued and made
explicit in discipline-specific education programs (Bogossian & Craven, 2020) and subsequently
impact on how different professions practice. It is therefore important that allied health
professionals do not presume that how their particular profession perceives certain abilities, skills
and qualities is the same as other health professions’ understandings. For example, professionalism
and communication as standards feature in occupational therapy, physiotherapy, podiatry,
paramedic and speech pathology registration frameworks. However, frameworks and framework
details can be inconsistent between allied health professions. Occupational therapy provides
significant detail around the standard ‘communication’, incorporating the importance of verbal and
non-verbal communication skills, cultural communication strategies, consent, relationships and
feedback skills within this standard (see Occupational Therapy Board of Australia, 2020). In contrast,
Speech Pathology does not have an explicit standard based on communication, or even in
underpinning descriptions of standards does not identify communication as an important skill
essential in speech pathology, rather using verbs such as ‘participation’, ‘awareness’, ‘contribution’,
‘consultation’ and ‘coordination’ (Speech Pathology Australia, 2017). Appreciating professional
boundaries therefore is not only based on an individual’s capacity to work within their own
professional regulation and frameworks but includes acknowledgement that other health
professionals may differently interpret the meaning and practice of seemingly similar parts of
regulation and frameworks. Thus, an important part of appreciating professional boundaries is being
aware of this potential difference in understanding and resolving this tension in collaborative
practice.
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Appreciating professional boundaries also incorporates health professional capacity to work within
and abide by standardised guidelines that may be different across healthcare organisations, based
on the notion that the type and way in which services are structured in healthcare organisations
impact on the way health professionals practice (Seneviratne, Mather, & Then, 2009). There are
national guidelines such as the Framework for Regional Acute Stroke Services in Victoria, which
provide recommendations for regional acute stroke service provision, to ensure all patients
suspected of experiencing a stroke in regional Victoria receive timely and appropriate evidencebased acute stroke care. The way in which allied health professionals participate in collaborative
practice is heavily influenced by this guideline, as it recommends collaborative practice via
dedicated, co-located interdisciplinary teams with at least weekly interdisciplinary stroke team
meetings to discuss patient care (Department of Health, 2017). The Framework for Regional Acute
Stroke Services provides standardised guidance across Australia, however there are other guidelines
that are organisation-specific, such as clinical pathways which provide guidance around the
sequence, timing and provision of interventions (Kredo et al., 2016). The way in which these
guidelines guide which health professionals are required and their specific role may influence the
shape of collaborative practice in this setting. When there are no guidelines available, health
professionals tend to rely on recommendations from colleagues, their own personal experience or
use best available evidence (Alonso-Coello, 2016). This highlights the importance of being able to ask
others for help and possessing skills in evidence-based practice as part of collaborative practice
capability, explored in upcoming sections.
ii.

Responding to collaborative practice catalysts

Responding to collaborative practice catalysts is the second of the contextual capabilities illuminated
as part of this research. Collaborative practice catalysts in healthcare settings encompass a broad
range of factors found to initiate allied health collaborative practice, from organisational needs (for
example, resourcing issues); to specific, complex and/or fluctuating patient/client/carer/family
needs (such as a particular condition that needs managing or discharge home from hospital) (Hardin,
Kilian, & Spykerman, 2017; Proudlove, Gordon, & Boaden, 2002; WHO, 2010). These catalysts for
allied health collaborative practice in healthcare are explored in relation to collaborative practice
capability in healthcare settings.
Health professionals require the capacity to respond to organisational needs, a common catalyst for
allied head collaborative practice in healthcare settings (WHO, 2010). Organisational needs that may
act as collaborative practice catalysts include a need to enhance efficiency of discharge processes
and improve patient flow, which can be addressed through multiple different allied health
professionals’ participation in discharge planning and ward rounds whenever possible, contributing
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to a collaborative approach to managing beds hospital-wide (Victorian Auditor General, 2008). In
social work settings, improved family outcomes are achieved by collaboration between social
workers and other health professionals (Kazak & Noll 2015). Similarly, in emergency departments,
allied health, medical and nursing working together have been demonstrated to enhance safety and
appropriateness of patient discharges (Holmes, Hollebon, Scranney, & Exton, 2016). Collaborative
practice in emergency departments between allied health, nursing and medical professionals also
contributes to relief of organisational needs such as workforce shortage issues and busy service
demands (Holmes et al., 2016). Organisations that provide patient services in remote settings or
where patients experience difficulty accessing services, also benefit from collaborative practice
undertaken via different formats such as tele- or video-conferencing (Barros et al., 2015). The use of
tele- and video-conferencing highlights the importance of allied health professionals having the
capacity to use these technologies as part of responding to collaborative practice catalysts. For
example, if a patient living in a remote community requires medical care, the remote location and
lack of resources may result in collaboration occurring between allied health staff and patients and
families via video-conference or the use of cloud-based platforms for medical data sharing (Barros et
al. 2015).
Patient needs may also act as a collaborative practice catalyst, therefore part of responding to
collaborative practice catalysts includes the capacity to recognise certain patient needs as triggers
for allied health collaborative practice. Allied health collaborative practice may be implemented
across various healthcare settings in order to address a range of patient needs, evidenced by an
emphasis on collaborative practice as a way to address the increased complexity of healthcare
patients and clients worldwide (Chan & Wood, 2012; Reeves et al., 2017; WHO, 2010). Chronic
diseases and subsequent complexities may require allied health collaborative practice in order to
best address patient needs. For example, best-practice management for chronic disease in Australia
emphasises utilising a multidisciplinary team approach, a form of collaborative practice, where
providers are encouraged to collaborate, prevent duplication of services and coordinate care
(Department of Health, 2020).
As part of responding to collaborative practice catalysts, it is important that health professionals
understand different ways patients may present across healthcare contexts often with a broad
variety of needs. Allied health professionals must respond and determine suitable care pathways for
patients with a range of conditions, from those with simple requirements to highly complex
presentations (Manning & Gagnon, 2017). Depending on need and patient ability, patients
themselves may be part of a healthcare team and contribute to care discussions (Delaney, 2018).
This is an important consideration as patients who participate in their healthcare are more likely to
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have greater confidence in clinicians and their care, resulting in better health outcomes (Saha &
Beach, 2011). However, for some patients, allied health collaborative practice may look very
different as patients may be too unwell to interact in the same manner as less acutely unwell
patients. Allied health collaborative practice in these instances may be more focused between
health professionals or be used to ensure person-centred care in other formats, through involving
patients’ families (Mitchell et al., 2016) and directing care towards patient goals (Rose, 2011). These
approaches involve the customising of interaction for the patient’s, the family’s and the carer’s
needs and abilities, using eye contact, touch and speech to create a rich sensory experience for the
patient, supplementing and enhancing communication and interaction with a person who may have
little speech and/or voluntary movement (Tasker, Loftus, & Higgs, 2012). Some mental health
conditions may also impact on patient involvement in their care and collaborative practice may need
to focus on families and communities (Gask & Coventry, 2012). These examples highlight a broad
range of patient needs that may act as catalysts for allied health collaborative practice and the need
for health professionals to respond appropriately and be ready for collaborative practice across
these varied patient circumstances.
The way in which patients navigate health services may also act as a collaborative practice catalyst.
Complex patient discharges in hospital settings may require collaborative practice between nursing,
medical and allied health professionals such as pharmacists, occupational therapists,
physiotherapists, speech therapists, dietitians and social workers (Department of Health Victoria,
2020; Smith, Stone, & Bull, 2015). For example, a discharge from hospital for a patient with complex
physical and emotional needs may require a physiotherapist to work with a social worker to help
plan discharge (Kuluski, Ho, Hans, & Nelson, 2017). These complex needs may call for collaborative
practice through joint-discipline conferences, joint therapy sessions and meetings (Gilbert,
Roughead, Beilby, Mott, & Barratt, 2002) and patient-centred discharge planning meetings (Knox,
Symmons, Douglas, Hilton, & Winkler, 2017). Complex patient needs are a common catalyst for
allied health collaborative practice and require individual health professionals to contribute
discipline-specific knowledge to a collective, as well as the capacity to problem-solve through
challenging clinical presentations (WHO, 2010). This puts forward individual, discipline-specific
abilities and qualities as potentially important in allied health collaborative practice capability; these
are explored further in Section 3.3.3. It also highlights the entwined nature of the capabilities for
allied health collaborative practice, as a patient’s needs may call for contextual capabilities such as
responding to collaborative practice catalysts, alongside discipline-specific skills and knowledge, part
of knowing how to enter and engage in collaborative practice, explored in Section 3.3.3.
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Fluctuating patient needs may also be a catalyst for allied health collaborative practice, where health
professionals have to respond to these fluctuating needs, thus informing capabilities such as
responding to collaborative practice catalysts. Patient needs may change as their health status
fluctuates (Bosch & Mansell, 2015), demanding health professionals themselves to also change
practices according to these changes. Allied health professionals may have to explore changes to
treatment as appropriate to the complexity of the case and vary the treatment/intervention as
necessary to meet the patient’s/client’s changing needs (Department of Health and Human Services,
2016). These changes may include initiating collaborative practice approaches to care or altering
current collaborative practice structures (Department of Health and Human Services, 2016). Part of
responding to collaborative practice catalysts therefore is allied health professionals’ ability to
respond to fluctuating and complex patient needs.
This section has illuminated capabilities that enable allied health professionals to respond to the
contextual influences that shape allied health collaborative practice, understanding contextual
influences and responding to collaborative practice catalysts. These contextual capabilities
encompass allied health professionals’ capacity to work within the regulatory demands and clinical
frameworks that shape collaborative practice. As part of responding to collaborative practice
catalysts, allied health professionals need to negotiate organisational and patient needs that act as
common catalysts for collaborative practice.

3.3.2 Social capabilities
This section introduces social capabilities required for allied health collaborative practice, enabling
relationships and social awareness (Figure 3.6). These capabilities support allied health professionals
to navigate the social connections that shape allied health collaborative practice (relationships and
interpersonal transactions).
Social
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Enabling
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Social
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Figure 3.6: Social capabilities

i.

Enabling relationships

Enabling relationships supports allied health professionals to participate and drive collaborative
practice transactions (negotiating, sharing and cooperating), introduced as part of the social
connections shaping collaborative practice. Enabling relationships draws on communication, and
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important parts of communication such as listening and conflict resolution ability, empowering
health professionals to participate in collaborative practice transactions, negotiating, sharing and
cooperating.
Communication ability is a fundamental part of enabling relationships. This research explicitly
unbundled communication in relation to its role in relationships and navigating relationships as part
of collaborative practice capability. Exploring communication through this lens helped focus
exploration, narrowing from the broad manner in which communication is usually referred to
throughout the literature in relation to collaborative practice and forms of collaborative practice
such as interprofessional practice (see Barr et al., 1998; Burm et al., 2019; Thistelthwaite et al.,
2012). For example, to facilitate relationships and management plans between health professionals
and between health professionals and patients, families, carers and communities, communication in
collaborative practice is often referred to in relation to verbal communication (i.e., engaging patients
and relationship building, questioning and interviewing skills, counselling skills and consent), and
non-verbal communication (i.e., listening, written communication, confidentiality (Rider et al., 2014).
This highlights the breadth of the concept of communication and why in this research, I have
deliberately chosen to focus on communication in relation to a particular part of allied health
collaborative practice capability in order to develop deeper understandings in relation to allied
health collaborative practice in particular. There is an assumption around the importance of
communication in collaborative practice and a subsequent tendency for ‘communication’ to feature
in all parts of collaborative practice, creating challenges in unbundling the notion of communication
in relation to collaborative practice capability. This deeper understanding of communication
particularly in relation to collaborative practice is important because there is a tendency for
communication ability for collaborative practice to be taken for granted across the literature and
consequently not deeply explored.
As part of enabling relationships, communication is key in cooperating, sharing and negotiating. The
relationship between communication, relationships and cooperation in particular is co-dependent.
This is based on the notion that good communication provides a base for effective cooperation, an
important part of interactions between different health professions to meet patient needs (Schoop,
1999; Westra, Angeli, Carree, & Ruwaard, 2017), highlighting the resonance between
communication, cooperation and collaborative practice. The inability to separate communication,
cooperation and relationships in relation to allied health collaborative practice highlights the
importance of considering these different parts in relation to allied health collaborative practice
capability. Communication is also a fundamental part of sharing, important in allied health
collaborative practice where there is often a number of individuals and subsequent relationships
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involved. Communication in relation to sharing involves the exchange of information using a
common language, spoken word, paper-based records and communication channels (Gharaveis,
Hamilton, & Pati, 2017; Orthner, Scherrer, & Dahlen, 1994). Communication is also critical in
negotiating, in relation to developing relationships and negotiating treatment options between
health professionals (Hall, Keely, Dojeiji, Byszewski, & Marks, 2009). Communication in negotiating
may include verbal checking for understandings and clarification of patient and health professional
values and treatment preferences (Dalby Landmark, Svennig, & Gulbradnse, 2016). Communication
as part of cooperating and negotiating is particularly important where there may be a number of
health professionals as well as patients, clients, families and carers as part of allied health
collaborative practice, as communication through discussion facilitates negotiating and cooperating
to bring about agreement and compromise (Bochatay, 2019; Orchard, King, Khalili, & Bezzina, 2012).
The importance of discussion as part of communication in healthcare team function is well
documented across the literature (see Goldszmidt, Dornan, & Lingard, 2014; Powell, Doty, Casten,
Rovner, & Riusing, 2016; Scaria, 2016); as well as for individual practice (Angelini, 2011; McCorry &
Mason, 2020). Discussion is therefore relevant for allied health collaborative practice given
collaborative practice may rely on a team of people as well as individual input.
Listening is an important skill that underpins communication, as it establishes a sense of presence,
time and respect, providing a foundation of understanding and safety, whether it be between health
professionals and patients, or between health professionals themselves (Bryant, 2009). The idea of a
foundation of understanding between health professionals and patients, or between health
professionals themselves, resonates with the importance of relationships in shaping allied health
collaborative practice. As there may be multiple health professionals as part of collaborative
practice, as well as patients, clients, families and carers, collaborative practice often requires health
professionals to listen to others’ views and perspectives. The importance of listening in allied health
collaborative practice capability is based on the premise that communication in healthcare settings
is a ‘two-way street’, where all parties are obliged to step back and listen at times (Davis, Foley,
Crigger & Brannigan, 2008). Listening is an important part of communication ability, particularly in
relation to sharing (Davis, Crigger, & Brannigan, 2008), as when a health professional is sharing
information, other health professionals or patients need to step back and listen, until they have their
own opportunity to share (Davis, Foley, Crigger, & Brannigan, 2008; Davis, Thompson, Foley, Bond, &
DeWitt, 2008; Gittell, Godfery, & Thistelthwaite, 2012). This notion that health professionals need
to respond to what is happening around them resonates with social awareness, particularly around
the importance of responding and reacting to other people’s emotions and behaviours. Listening
forms a key part of communication ability in relation to health professionals listening to each-other
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and to patients, highlighting the importance of health professionals ensuring they have adequate
time to listen to patients’ issues and allow patients to explain these issues (Laari & Dube, 2017).
Breakdowns in listening and communication, and consequently negotiation, sharing and cooperation
can lead to conflict (Cullati et al., 2019; Forbat & Barclay, 2019).
Conflict resolution is another important part of communication ability and is featured in multiple
models and frameworks depicting crucial skills and features necessary for collaborative healthcare
practice approaches such as interprofessional practice (see Curtin University, 2011; Health Canada,
2010; Interprofessional Education Collaborative Expert Panel, 2011). Due to the inherently social
nature of collaborative practice and participation of multiple people, conflict may occur between
health professionals, or between patients and health professionals, highlighting the importance of
conflict resolution as part of communication ability (Buenza, 2012; Shirey, White-Williams, & Hites,
2019).
Enabling relationships equips allied health professionals with the capacity to navigate the social
connections that shape allied health collaborative practice, in particular the relationships that are
key to collaborative practice. Enabling relationships is based on communication, listening and
conflict resolution ability, empowering health professionals to participate in negotiating, sharing and
cooperating, activities that are fundamental to allied health collaborative practice.
ii.

Social awareness

Social awareness is important in a social practice such as collaborative practice. Social awareness
refers to an internal ability to understand, sense and react appropriately to others’ inner states
through social interaction (Che Wang, Lin & Chen, 2019). Relationships are a fundamental part of
collaborative practice, therefore an ability to understand and respond appropriately to others is an
important consideration. In collaborative practice, where there may be a number of health
professionals working together as well as patients, clients, carers and families, social awareness is
vital as enhanced awareness of others’ emotional state and wellbeing helps health professionals
move from a focus on ‘self’ to seeing themselves as part of a broader group with an increase of
consideration for ‘others’ (Cordier & Cordier, 2017). Awareness of own and other people’s emotions
can help move individuals from more siloed healthcare practices into teams (Jamshed & Majeed,
2019), which may include allied health collaborative practice. Social awareness can also enhance
patient roles in allied health collaborative practice, as strengthening relationships between health
professionals and between health professionals and their patients can enhance preparedness to
move away from siloed forms of practice, towards practising as part of larger social collectives
(Freshman & Rubino, 2004).
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Enhancing relationships through social awareness, based on use of appropriate behaviours and
responses to people, has the potential to bring individuals together from their individual health
professions into a collaborative practice collective. The importance of bringing people together as
part of allied health collaborative practice is based on the idea that collaboration in healthcare
settings requires individual thoughts, knowledge and expectations to come together to establish
joint understandings around suitable goals, outcomes and actions (Croker, Higgs & Trede, 2009;
Maghsoudi, Cascon-Pereira & Lara, 2020; Peters & Armstrong, 1998). Croker et al., (2009) refer to
this as a ‘cohesion of perspectives’, where health professionals move from seeing themselves as
individual entities to part of a larger social collection. Strengthening relationships can improve
communication, which in turn further advances relationships, enhancing patient care coordination
and improving patient outcomes (Delaney, 2018; Gittell, Godfrey, & Thistlethwaite, 2012). This cycle
between communication and relationships is a key consideration, as strong relationships and
communication enhances collaboration itself (Grover, 2005; Morley & Cashell, 2017), emphasising
the importance of communication as part of allied health collaborative practice capability.
Understanding and responding to other people is another important part of social awareness,
assisting in cultivating and maintaining the relationships fundamental within allied health
collaborative practice. Social awareness assists professionals to monitor and navigate their
responses to people, particularly in complex situations (Martin, Mazzola, Brandano, Luff, Zurkowski,
& Meyer, 2015). Collaborative practice in healthcare settings may include high-pressure and
complex situations, therefore the ability to respond appropriately to others in complex
environments is an important part of collaborative practice. Hospitals in particular can be emotionladen environments, where interactions occur between a range of people including patients, families
and medical teams (Vandewaa, Turnipseed, & Cain, 2016). The pressure these environments place
on health professionals and patients, families and carers may require careful management of
emotion and communication using social awareness in order to maintain important relationships.
Capabilities and parts of capabilities for collaborative practice are not drawn on discretely in
response to individual elements that shape allied health collaborative practice, rather they are
drawn on concurrently in response to multiple elements that together shape allied health
collaborative practice. As an example of this interdependence, social awareness includes multiple
capabilities including the capacity to manage conflict and negative emotions associated with conflict;
speak up against social injustice; critical thinking skill; cognisance of important relationships; and
respect for the significance of social interaction (Celik, 2016). Abilities such as critical thinking and
qualities such as respect resonate with parts of capabilities introduced in the next section. This
introduces an interplay between the capabilities for allied health collaborative practice. For example,
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conflict resolution is described by Celik (2016) to be part of social awareness and is featured in
multiple models and frameworks depicting crucial skills and individual features necessary for
collaborative practice in healthcare settings such interprofessional practice (see Curtin University,
2011; Health Canada, 2010; Interprofessional Education Collaborative Expert Panel; 2011) and is also
a fundamental component of communication as was explored in this section.
This section has examined social capabilities that enable allied health professionals to navigate the
social connections that shape allied health collaborative practice. These capabilities are enabling
relationships and social awareness. Enabling relationships encompasses communication ability to
help facilitate negotiating, sharing and cooperating. Social awareness is based on an individual’s
capacity to understand and respond appropriately to other people, facilitating an inclination to move
out of siloed healthcare practice into a larger social collection of allied health collaborative practice.
An intertwining between the capabilities for allied health collaborative practice has also been
explored.

3.3.3 Individually driven capabilities
This section illuminates the capabilities that enable allied health professionals to strengthen
individual contributions that shape allied health collaborative practice. Individually driven
capabilities knowing how to enter and engage in collaborative practice and ethical courage are
illuminated (see Figure 3.7).

Indiviually driven
capabilities

Knowing how to enter
and engage in
collaborative practice

Ethical Courage

Figure 3.7: Individually driven capabilities

i.

Knowing how to enter and engage in collaborative practice

Knowing how to enter and engage in collaborative practice is centred on individuals understanding
their own and others’ roles; understanding collaborative practice itself; and having personal efficacy
in their own capacity to contribute to collaborative practice using a number of specific cognitive
abilities (see Barr, 1998; Suter, Arndt, Arthur, Parboosingh, Taylor, & Deutschlander, 2009; Brewer &
Jones, 2013; Canadian Interprofessional Health Collaborative, 2020; Croker, Higgs, & Trede, 2009).
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Understanding roles (own and others’) allows individuals to position themselves in collaborative
practice and recognise their own potential contribution, alongside understanding how other health
professionals can contribute, particularly important for collaborate practice where there may be a
number of different health professions involved. The importance of understanding roles has been
long-represented broadly across literature and in frameworks for forms of collaborative practice
such as interprofessional practice (see Barr, 1998; Suter, Arndt, Arthur, Parboosingh, Taylor, &
Deutschlander, 2009; Brewer & Jones, 2013; Canadian Interprofessional Health Collaborative, 2020).
Role clarity facilitates clear understanding of individual expectations and can prevent conflict over
role overlap and potential power struggles (Brault et al., 2014), again highlighting the importance of
role understandings in a practice that may have multiple health professions participating. Not only
can individuals participate in allied health collaborative practice more easily with stronger
understandings of roles, but collaborative outcomes are enhanced when collaborators are familiar
with roles and scope of practice of themselves and others (Croker, Higgs, & Trede, 2009; Maharajan,
2017). When people enter practice, there is an expectation that they have a knowledge of
responsibilities and contribute knowledge to that practice (Higgs, 2009; Wilkins, 2020), highlighting
the importance of understanding one’s own and others’ roles in allied health collaborative practice.
Understanding allied health collaborative practice itself is also important for knowing how to enter
and engage in collaborative practice. All practice knowledge is highly situated and is informed by
tacit knowledge of people and situations, routinised actions, and rules behind decision-making
(Eraut, 2000; Hultin, & Mähring, 2017), underscoring the importance of understanding the people,
actions and nuances of collaborative practice itself. Part of understanding allied health collaborative
practice necessitates allied health professionals to be open to re-conceptualising their professional
identity, beyond their specific health profession, underpinned by the importance of a ‘cohesion of
perspectives’ described in Section 3.3.2 (Croker, Higgs & Trede, 2009). Allied health professionals’
professional identify may expand beyond a specific health profession, based on the notion that
collaborative practice may bring together a varied range of health professionals, each with their own
unique professional identity and expectations (McNeil, Mitchell & Parker, 2013). As health
professionals are brought and work together, their professional identify may shift (Croker, Higgs &
Trede, 2009). It may be helpful to encourage this re-conceptualisation of identity, as moving people
away from a more individualised identity through the development of team identity and
establishment of team and common goals has been demonstrated to mitigate potential conflict in
forms of collaborative practice such as interprofessional practice (McNeil, Mitchell & Parker, 2013).
Thus, in order to be able to enter and engage in collaborative practice, professional identity may
need to be reposed to reflect more of a ‘collaborative practice identity’.
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Entering and engaging in collaborative practice also demands a level of personal efficacy. The notion
of efficacy differs from confidence as efficacy is based on self-belief in performing specific
capabilities, whereas confidence is a broader more non-descript term to embody ‘strength of belief’
(Bandura, 1997; Gibson, Randel, & Earley, 2016). Personal efficacy in one’s own skills and abilities
encourages health professionals to enter and engage in collaborative practice, as health
professionals who are assured in their skills are also more likely to implement a program they have
devised (Turner & Sanders 2006). Therefore, health professionals who have the self-assurance that
they have the skills and knowledge required for collaborative practice, are more likely to participate
in collaborative practice. Self-belief can be enhanced through successful interventions with patients
or clients and makes it more likely practitioners will use a program again, building a positive
feedback cycle between self-efficacy and implementation (Turner, Nicholson, & Sanders, 2011).
Building on this notion of a positive feedback cycle, it could be argued that successful initial
collaborative practice experiences can lay a foundation for future participation by generating
personal efficacy for this form of practice.
Personal efficacy to enter and engage in allied health collaborative practice is based on a number of
abilities that underpin healthcare practice including critical thinking abilities such as clinical
reasoning, problem-solving and self-reflection (Croker, Trede, & Higgs, 2012; Doll et al., 2012; Health
Professions Council of South Africa, 2014; Johnson, Slettbo, & Fossum, 2016; Paterson, Wilkox, &
Higgs, 2006; Wiltshire, Butner, & Fiore, 2017). Critical thinking is an important practice skill, as it
enables professionals to reach a balance between professional craft knowledge and unique patient
needs and in doing so, manage the interplay between intuition, practical and rational reasoning
(Paterson et al., 2006; Sharples et al., 2017). This interplay between professional knowledge and
patient needs resonates with the entwined nature of the capabilities for allied health collaborative
practice, where health professionals need to draw on multiple capabilities in response to the many
elements that shape collaborative practice. Clinical reasoning, problem-solving and self-reflection
abilities have emerged in the literature as abilities particularly important in collaborative practice or
forms of collaborative practice such as interprofessional practice (see Croker, Trede, & Higgs, 2012;
Doll et al, 2012; Health Professions Council of South Africa, 2014; Johnson et al., 2016; Wiltshire et
al., 2017). The positioning of clinical reasoning and problem-solving as important critical thinking
abilities in collaborative practice is in part due to the importance of mutual decision-making in
collaboration (Johnson et al., 2016) and when a number of health professionals work together, joint
problem-solving to find solutions (Loy, Micheff, Nguyen, & O’Brien, 2015).
Communicating self-belief in clinical reasoning is important in health professional and patient and
client relationships (Hecimovich, & Volet, 2009), again highlighting the importance of personal
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efficacy and clinical reasoning in a relationships-centred practice such as allied health collaborative
practice. Problem-solving is an important part of collaborative practice where health professionals
need to be confident in their individual problem-solving abilities to contribute their hands-on skills
and represent their profession in collaborative patient care (Hall, 2011; Suter et al., 2009). It is also
helpful to note personal efficacy in problem-solving can motivate learning (Ibrahim & Jaafar, 2017),
which may be a helpful consideration in the development of allied health students’ collaborative
practice capability.
Self-reflection is also an important part of personal efficacy, underpinning knowing how to enter and
engage in collaborative practice as it affects how professionals monitor and navigate their response
to complex clinical situations (Martin, Mazzola, Brandano, Luff, Zurkkowski, & Meyer, 2015), which
may include collaborative practice situations. Personal efficacy in one’s ability to self-reflect is
important in allied health collaborative practice as self-reflection provides a platform to consider
how situations make people feel, understand what went right or wrong and help form an action plan
for future practice and improvement (Nicol & Dosser, 2016). This is especially important in a
dynamic practice such as collaborative practice. Personal efficacy in critical thinking abilities such as
clinical reasoning, problem-solving and self-reflection is a key part of knowing how to enter and
engage in collaborative practice. The importance of these abilities is emphasised as they are
consistently featured across frameworks for collaborative practice and forms of collaborative
practice such as interprofessional practice.
ii.

Ethical courage

Ethical courage completes the capabilities for allied health collaborative practice. In healthcare
contexts, ethical courage is standing up for what is right, respectfully challenging oneself and one’s
practice environment to achieve better outcomes (Jenson & Patton, 2018; Ramiah, 2017). Ethical
courage is underpinned by sound clinical decision-making abilities including the ability to select
credible actions for the current circumstances, confidence in these decisions, and the courage to
undertake these actions for the good of others, even in the face of pressure to conform to
hegemonic practices (Patton, 2014). This makes ethical courage an important consideration for
developing allied health students’ collaborative practice capability. Ethical courage encompasses
several key qualities including respect and trust and considers the notion of values. Respect, trust
and particular values equip individuals with the capacity to cope with challenges associated with
collaborative practice and facilitate change in allied health collaborative practices for the good of
others.
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Respect is a key part of ethical courage. Ethical courage can be strengthened by respect from others,
as respect implies acknowledgement of individual knowledge and judgement, accepting individual
expertise and role and recognising talents, skills and uniqueness (Hennemen, Lee, & Cohen, 1995).
This acknowledgement may enhance individual confidence to challenge and advocate. In any
practice, including allied health collaborative practice, there is a need for people to advocate for
change (Cain, 2019). In circumstances where there is a need to effect change in collaborative
practice, having assurance of other people’s respect provides a level of self-assurance for health
professionals to question other people and potentially change practice (Jenson & Patton, 2018).
Demonstrating respect for others is also important when using ethical courage to instigate change. If
an individual is effecting change in healthcare practice through questioning and challenging other
people, respectful behaviours are important as conversations based on mutual respect are more
likely to progress and result in favourable healthcare outcomes (Ryan 2017). Again, the intertwined
nature of the capabilities for collaborative practice is demonstrated, as trust and communication are
key in establishing and maintaining respectful relationships (Bendaly & Bendaly, 2012; Hennemen et
al., 1995). Trust is explored further in this section, and communication was examined previously in
Section 3.3.2 as part of the social capabilities.
Ethical courage also enables individuals to cope with some of the challenges inherent in allied health
collaborative practice. Collaborative practice has many associated organisational and individual
challenges that influence individual participation. Common challenges to allied health collaborative
practice include barriers such as tension and differences in training between professionals;
scheduling conflicts; insufficient contact time; and communication challenges between individuals
(Waxman, Weist & Benson, 1999). Overcoming these challenges is dependent on underlying
individual features such as common values (for example, a shared value of collaborative practice);
social factors including common goals and objectives (Bendaly & Bendaly, 2012); and the ability to
challenge traditions and beliefs (La Sala & Bjarnason, 2010). The ability to challenge long-held
traditions and beliefs in particular requires health professionals to have ethical courage to question
and voice decisions and, if appropriate, to act. This highlights the importance of ethical courage in
allied health collaborative practice capability and introduces the notion of values as a key
consideration in collaborative practice capability.
Recognising and respecting one’s own and other people’s values plays an important role in
establishing relationships in collaborative practice, highlighting the interconnectedness of the
capabilities for allied health collaborative practice, in particular between social capabilities and
individually driven capabilities. Acknowledging patient values and aligning practice to these values
can strengthen relationships, based on the notion that privileging patient values can encourage
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health professionals to go beyond routines and rituals and establish caring relationships
(McCormack, 2003). The importance of recognising and respecting patient values in allied health
collaborative practice is further emphasised through the way in which relationships based on shared
values can inspire compassion, concern and benevolence resulting in stronger relationships and
better patient outcomes (Landers & McCarthy, 2007). Privileging individual values or conflicting
values between health professionals or between health professionals and patients, can potentially
lead to issues and conflict (Howe, 2016), putting forward the importance of ethical courage in
relation to value-driven care. As collaborative practice frequently occurs across various health
disciplines, value priorities may differ amongst healthcare professionals potentially resulting in
conflict. Ethical courage can assist practitioners to sensitively raise concerns that may stem from
differing values and subsequent patient care approaches. Conversely, shared values may enhance
collaborative practice, as identifying mutual values can also be a starting point for trust (Rotarius &
Liberman, 2000).
Trust is another key part of ethical courage, both trust in self and trust in others. As part of ethical
practice, health professionals must make judgements about the right thing to do for their patients,
trusting their own beliefs and knowledge and potentially challenging other health professionals or
even patients in terms of patient care (Howe, 2016). Trust has an inherent temporal dimension given
that it is developed over time and experience, oscillates within relationships and is therefore
constantly changing (Frerichs et al., 2017), supporting an argument that the capabilities for
collaborative practice themselves change and are potentially learnt over time. The notion that trust
as part of ethical courage is built over time is an important consideration for the development of
collaborative practice capability, explored further in upcoming chapters.
Contributing to ethical courage is trust that feedback health professionals provide to other health
professionals or patients to effect change as part of allied health collaborative practice, will be taken
as positive. This is based on the premise that in high performance healthcare teams, there is trust
that if feedback is offered, it is taken as intended: to help or make things better, and in receiving
feedback, there is trust that it is given with the same positive intent (Bendaly & Bendaly, 2012). Trust
in others is subsequently important to ensure there is healthy sharing of information, debate around
patient care and adherence to ethical practice. Loss of trust can impact on relationships and health
outcomes for patients, and given relationships and patients are a fundamental part of allied health
collaborative practice, it is important to emphasise the importance of trust as part of ethical courage
(Bion et al., 2018; Birkhäuer et al. 2017; Rodriguez, Beaulieu, D’Amour, & Ferrada-videla, 2005).
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Trust is fundamental in establishing and nurturing the relationships that are part of allied health
collaborative practice, again highlighting the interconnection between the capabilities for
collaborative practice, where trust as part of individually driven capabilities can impact on the
relationships as part of the social connections that shape allied health collaborative practice. Allied
health collaborative practice may require input from various health professionals, therefore a level
of trust in the professional capability of others is important. Trust is based on the confidence and
conviction that other health professionals have the skill and knowledge to deliver suitable care
(Birkhäuer et al., 2017). Relationships based on trust between individuals are stronger with
practitioners more likely to make referrals, share information and offer support to each other
(Sinclair, Lingard, & Mohabeer, 2009), establishing a ‘cycle of trust’ through further development of
trust within these relationships. The significance of trust in other people’s skill and knowledge and
the role of trust in relationships highlight its importance in allied health collaborative practice, where
multiple health professionals may be participating and relationships are fundamental.
Individually driven capabilities important in strengthening individual contributions that shape
collaborative practice have been introduced in this section as knowing how to enter and engage in
collaborative practice and ethical courage. Knowing how to enter and engage in collaborative
practice comprises a broad range of abilities, including knowing one’s own and others’ roles,
understanding collaborative practice and professional identity, personal efficacy and critical thinking.
Ethical courage is underpinned by individual respect and trust, as well as recognition of the
importance of individual values. Ethical courage positions individuals to be able to better cope with
some of the challenges of allied health collaborative practice, and effect change in allied health
collaborative practice. The intertwined nature of the capabilities for allied health collaborative
practice has also been demonstrated throughout this section.

3.4 Illuminating the capabilities for collaborative practice
Through deep engagement with the literature, this philosophical hermeneutic study has illuminated
the contextual, social and individual elements that shape allied health collaborative practice and the
capabilities that enable allied health professionals to respond to, navigate and strengthen
contributions to these elements. Allied health collaborative practice has been revealed as a
multidimensional, dynamic phenomenon shaped by contextual influences, social connections and
individual contributions. The contextual, social and individual elements that shape allied health
collaborative practice provided a lens for exploring allied health collaborative practice capability,
revealing essential contextual, social and individually driven capabilities for allied health
collaborative practice. The intertwining of the elements that shape allied health collaborative
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practice as well as the capabilities for allied health collaborative practice itself was revealed,
highlighting the complex nature of allied health collaborative practice capability itself.
The capabilities for allied health collaborative practice drawn from the literature were illuminated in
this chapter. These capabilities integrate qualities, abilities, knowledge and skills that are used to
participate in allied health collaborative practice within the bounds of contextual, social and
individual elements. Capabilities include appreciating professional boundaries, responding to
collaborative practice catalysts; enabling relationships; social awareness; knowing how to enter and
engage in collaborative practice, and ethical courage. These capabilities not only encompass the
practice-based knowledge and skills that underpin professional practices such as allied health
collaborative practice but reflect the individual qualities and ethical underpinnings important in
allied health collaborative practice in healthcare settings.
I explored allied health academic and student participant perspectives of allied health collaborative
practice and collaborative practice capability in the experiential part of this research, reported in
Chapter 4 of this thesis, and how collaborative practice capability is developed is reported in
Chapters 5 and 6. The capabilities for allied health collaborative practice can be discretely
characterised as contextual, social and individually driven capabilities, however in reality are
intertwined and drawn on in unison. This understanding is important as it illuminates the complex
and interdependent relationships between the capabilities of collaborative practice. In Chapter 4 I
further explore the nature of allied health collaborative practice, and the interdependency between
the allied health capabilities for collaborative practice in healthcare settings from the perspective of
university academics and undergraduate allied health students.
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Chapter 4: Illuminating allied health capabilities for collaborative
practice
Chapter 4 builds on my understanding (as presented in Chapter 3) of the capabilities that are key to
strengthening, navigating and responding to the contextual, social and individual elements that
shape collaborative practice. In this chapter, I provide an interpretation arising from a philosophical
hermeneutic study of a set of experiential texts derived from academic and student allied health
participants. The topics of these texts were participant understandings and experiences of
collaborative practice and capabilities for collaborative practice. Through this interpretation I have
come to more deeply understand the nature of collaborative practice capability.
My research has revealed key collaborative practice capabilities that enable allied health
professionals to strengthen, navigate and respond to the contextual, social and individual elements
that shape collaborative practice. Adaptability, responsiveness and persistence enable allied health
professionals to respond to the contextual influences that shape collaborative practice. To navigate
the social connections that shape collaborative practice, the capabilities friendliness, openness and
reciprocity are key. Professional expertise, willingness and flexibility enable allied health
professionals to strengthen their individual contribution to collaborative practice. How these
capabilities are intertwined and drawn on concurrently is also illuminated.

4.1 Frame and scope
The overall goal of my research was to explore development of allied health students’ collaborative
practice capability in higher education. This chapter presents an interpretation of academic and
student participants’ perspectives of collaborative practice and collaborative practice capability.
Through interviews and focus group discussions with academic and student participants, I sought a
deeper understanding of collaborative practice and collaborative practice capability. In particular,
capabilities that enable allied health professionals to strengthen, navigate and respond to the
contextual, social and individual elements that shape collaborative practice in healthcare settings
and their relationship to each other are examined.
In this thesis, I understand capabilities to mean ways of demonstrating more holistic capability, and
include individual abilities, skills and qualities (Higgs & Patton, 2018). Through interpretation of
participant experiences, this chapter highlights those capabilities more focused on qualities that
enable participation in collaborative practice. Qualities are different to technical skills that tend to
signal competency-based approaches to professional practice in that qualities reflect underlying
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professional values (Loftus & Higgs, 2013). The degree of resonance between the capabilities
revealed in this chapter and those that emerged in Chapter 3 is examined in Chapter 7 of this thesis.
This chapter completes Study 1 of this thesis, encompassing a literature study (Chapter 3) and
experiential study (Chapter 4), both of which focused on better understanding collaborative practice
and collaborative practice capability. Consistent with the concept of a hermeneutic spiral in
philosophical hermeneutics, in this chapter participant perceptions comprised a rich text set for
interpretation and provided key parts, quotes, themes and meta-concepts to deepen my
understanding through iterative examination of the parts and the whole of the phenomenon.
The experiential studies of my research included three distinct but inter-related text construction
strategies and participant groups, including:
1. Semi-structured interview with academic participants (n=12)
2. Photographic-elicitation interview with academic participants (n=8)
3. Exploratory allied health student focus groups (n=12)
To assist differentiation between academic and student participants’ voices in this thesis, academic
participants are assigned pseudonyms beginning with “A”. Student participants are assigned
pseudonyms beginning with “S”. A full description of the process of allocation of pseudonyms is
provided in Chapter 2. These pseudonyms and the participants’ quotes are italicised to highlight
participant voices and assist reading of the findings chapters of this thesis. References to
photographs used during the academic photographic-elicitation interviews are also provided; the
photographs themselves are provided at the end of the chapter.
A summary of participant characteristics is provided in Table 4.1. The participants’ professional roles
were not identified as my research focused on enhancing understandings around development of
collaborative practice capability in allied health students more broadly, as opposed to discipline
specific development.
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Table 4.1: Summary of participant characteristics
Participant group

Participant characteristics

Pseudonym allocation

Semi-structured interview and
photographic-elicitation academic
group

Allied health academics (physiotherapy,
occupational therapy, speech pathology,
podiatry, paramedicine)

Names starting with “A” to
distinguish allied health
academics

Teaching into undergraduate allied health
programs
2 males; 10 females
Exploratory student focus groups

Allied health students
(physiotherapy, occupational therapy, podiatry)

Names starting with “S” to
distinguish allied health
students

6 males; 6 females

Consistent with the philosophical hermeneutic principal of a hermeneutic circle, moving from parts
to a whole towards a final fusion of horizons, this chapter builds on findings from my first literature
study. I used two key considerations, drawn from my literature study findings, to engage with the
experiential text set to better understand the elements shaping collaborative practice and
collaborative practice capability. These were:


Elements shaping collaborative practice include contextual influences, social connections
and individual contributions



There are explicit capabilities that enable allied health professionals to participate in, and
respond and contribute to, the elements that shape collaborative practice.

As described in Chapter 2, I developed sub-questions to guide the research process. I address subquestions 3 and 4 in this chapter:
3. How do allied health academics and students perceive collaborative practice?
4. What capabilities do allied health academics and students identify as key for collaborative
practice?
In this chapter, understandings of the contextual, social and individual elements shaping
collaborative practice as introduced in Chapter 3 are used as a lens for interpretation of participant
perspectives. The chapter opens with an exploration of participant understandings of collaborative
practice itself before moving onto the capabilities for collaborative practice.

4.2 Understanding collaborative practice: “hanging out at the pub”
This section focuses on participant perceptions and experiences of collaborative practice. The
academic and student participants used an array of terms to describe collaborative practice.
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Commonly, the participants used the phrase ‘people working together’ to describe collaborative
practice. There was also a propensity for participants to describe what collaborative practice is not,
in order to articulate their understandings of collaborative practice. The notion of an informal
element of collaborative practice was highlighted, reflected in the notion of a group of people
‘hanging out at the pub’, as well as more formal references in relation to the importance of patients
and clients being part of collaborative practice in healthcare settings. I have included the term
“hanging out at the pub” in the title as it represents the sociality of collaborative practice and the
importance of friendliness, further explored in Section 4.3.2.
Participants described collaborative practice as a practice between different health professionals,
include allied health, nursing and medical, using terms such as multidisciplinary and
interprofessional practice interchangeably with collaborative practice. Participants initially expressed
fairly typical understandings of collaborative practice, using examples that clearly depicted ‘people
working together’, as per the description of collaborative practice established in Chapter 1 of this
thesis. This more typical view of collaborative practice was evidenced through participants’ tendency
to provide examples of collaborative practice that depicted highly active and participatory activities
between health professionals from different disciplines, as well as between health professionals and
patients. Participants did not refer to health professionals from the same discipline working
together. Participants generally associated collaborative practice with terms such as
interprofessional and multidisciplinary practice. The way in which the terminology was interchanged
can be seen in the way Andrea, Sasha and Anabelle described collaborative practice, associating it as
practice between different health professionals, and using terminology that typically described
different health professionals working together. This use of terminology highlighted the importance
of more deeply exploring participant understandings of collaborative practice in order to elucidate
why they used these particular terms and the meaning underneath them:
“I’d say it’s a multidisciplinary team approach to care and good outcomes for clients”- Andrea.
“I feel like the words multidisciplinary are used a bit more”- Sasha.
“Probably not [distinguish between collaborative practice and interprofessional practice] … I’d
probably interchange them”- Anabelle.
Both academic and student participants used various forms of interprofessional and multidisciplinary
terminology when asked to define collaborative practice. Shane’s description of collaborative
practice reflected a focus on multiple professions, however his use of terminology around
interprofessional practice to describe collaborative practice may be due to his acknowledged lack of
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experience and exposure to collaborative practice due to his lack of experience in non-private
healthcare settings:
“I’d probably describe collaborative practice as interprofessional disciplinary teams... we
haven’t had a lot of experience at this level because our placements have only been at private
podiatry clinics. In 4th year working in a high risk setting with GPs & even community where
you are more likely to have interaction between physiotherapists so that’s probably where I
have seen it but our interaction with other allied health professionals has been quite limited” Shane.
Participants also identified activities that clearly demonstrated the notion of ‘people working
together’ as examples of collaborative practice, reflecting typical understandings of collaborative
practice. Through dialogue and photographs and deeper conversations, participants also described
formal and informal instances of collaborative practice, resonating with understandings outlined in
Chapter 1. Angus also emphasised how he understood collaborative practice to involve people from
different health professions, portrayed by a group discussion. He referred to a photograph he had
taken of a local pub, where there was a weekly get-together of a group of varied people (Figure 4.1)
in order to portray collaborative practice. Angus emphasised the diversity of this group of people,
and directly likened them to an interprofessional team in describing collaborative practice:
“There’s a variety of people from different backgrounds, so like an interprofessional team in
some way” - Angus.

Figure 4.1: Picture of a pub
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Participants identified opportunities to discuss and plan patient and client care in partnership with
other health professionals as key in collaborative practice. Sammy also provided tangible examples
of activities representing collaborative practice and directly referred to ‘people working together’:
“[Collaborative practice would] have quite a lot of team meetings and looking at who can be
best involved in someone’s care, people working together and updating each other on what
they think and that sort of thing... A lot more discussion between the disciplines about what’s
best for the patient. Even from the patient’s point of view, that the patient can see that their
health professionals are working together as well” - Sammy
Sammy’s example reflected the tendency for participants in my research to provide tangible or
clinical examples to describe collaborative practice. Participants articulated their understanding of
collaborative practice through concrete clinical examples. For example, Sammy’s description of
collaborative practice highlighted tangible collaborative practice activities, encompassing distinct
instances of different health professionals working together with a focus on discussion. Sammy
focused on high levels of interaction between health professionals and raised the idea that it may be
important that patients see health professionals working together.
The way Amanda described collaborative practice also had a focus on typical understandings of
collaborative practice and clinical examples of people working together. Amanda described how
discussions and problem-solving between different health professionals around patient care
represented collaborative practice to her. These thoughts were raised in relation to her photograph
of a hospital gym (see Figure 4.2) which was a space she associated with collaborative practice:
“Sometimes it [collaborative practice] can be really practical stuff like working with a
physiotherapist and OT [occupational therapist], for us [speech therapists] it’s always around
positioning and, and getting people into the right position so having to work really closely with
them [physiotherapists and occupational therapists] to understand what the client’s capable of
and then kind-of optimising what that client can do so that we can then work with them a little
bit more so that could sometimes be very hands-on together” - Amanda.
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Figure 4.2: Gym space
Beyond these practical examples, participants had difficulty in articulating understandings of what
collaborative ‘is’. Rather, they tended to describe what collaborative practice ‘is not’, for example
when team members dominate decision-making, and refer patients to other health professionals
with no discussion. When Angus described an experience of working with a group of people, he
indicated that it was an example of what collaborative practice ‘isn’t’ because of a dominant team
member:
“So very much a traditional team, and they thought they were doing great, getting everyone’s
opinions and go round and hear the psychologist and the OT [occupational therapist] and the
decision would be made but really the consultant would over-rule or would make that final
decision” - Angus.
The more explicit elements of collaborative practice were more recognisable, however collaborative
practice is something more than the visible ‘activity’ of different people working or simply being
together. The idea that collaborative practice is deeper than simple physical co-presence of health
professionals, was portrayed by Anna’s experience working within teams that she did not consider
were representative of collaborative practice because although people were to a degree working
together, there was a deeper element missing:
“I think as a practitioner we often go, oh yeah we’re collaborative or we’re interprofessional
and we’re just sending people to other practitioners and I don’t really think that that’s
necessarily in the true sense of what I would view as collaborative practice or interprofessional
practice” - Anna.
In order to move beyond the typical understandings of collaborative practice, I asked the
participants more questions and used their photographs to prompt further discussions as a way to
deepen the discussion. The idea of formal and informal collaborative practice was reinforced as
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participants provided examples of scheduled case conferences and team meetings to depict
collaborative practice, as well as more casual hallway and staffroom chats. Sharon identified
organised activities to describe collaborative practice:
“One of my placements was in hospital so [collaborative practice consisted of] case
conferences all the time, joint assessments and everything like that” - Sharon.
In a hospital setting, Andrea described activities that were also more organised such as case
conferences and assessments to depict collaborative practice:
“It [collaborative practice] was mainly the team meetings, some joint assessments and lots of
consultation” - Andrea.
Anna directly referred to formal (e.g., treating patients together) and informal (e.g., during
socialising) types of collaborative practice in relation to how physical location can influence the
nature of collaborative practice. Anna described how physical co-location can facilitate collaborative
practice, emphasising the importance of opportunities for health professionals to interact. The
physical co-location of health professionals opened opportunities for interaction and, as a result,
both formal and informal instances of collaborative practice:
“If physically you’re located away from each other so that opportunities to even informally
socialise together, to actually know something about your colleagues other than what they do
with their patients then like all of those informal opportunities are taken away as well as the
more formal opportunities of actually being able to do things like joint treatments together” Anna.
Agnes also directly referred to both formal and informal aspects of collaborative practice. Agnes
described the value of opportunities for more informal interactions with other healthcare
professionals as they provided the possibility for more creative thinking. Less formal instances of
collaborative practice allowed health professionals to move beyond typical and reproducible forms
of collaborative practice such as team meetings and treating patients together. When Agnes
described the benefits of informal interactions with other health practitioners, she also identified
the restrictive nature of inherent pressure in more formal instances of collaborative practice:
“[Collaborative practice can also occur when] working with other people in a much [more]
informal sense because the pressure isn’t on… and sometimes you can be much more creative
in a more informal sense… you’re free to actually express and discuss ways of approaching a
client I think” - Agnes.
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Examples of informal instances of collaborative practice included unscheduled activities that were
more incidental in nature. These activities included coffee chats and serendipitous conversations
when health practitioners were in the same space such as a gym as indicated by Amber and Agnes:
“[Collaborative practice could be] just informal chats over coffee about that sort of stuff”Amber.
“[Collaborative practice is where you] have the OTs and the speechies [speech pathologists]
and the physios [physiotherapists] and the allied health assistants and the porters and the
nurses all hanging around the gym… So you often have a lot of discussion about transfers and
optimal care for the patient” - Agnes.
Collaborative practice also includes interactions with patients and clients, recognising not only the
role of health professionals, but also the importance of patients and clients within this form of
practice. The importance of patients and clients in collaborative practice surfaced particularly during
conversations with participants about photographs they had taken to represent collaborative
practice. Andrea emphasised the importance of clients in her collaborative practice through her
photograph of a client chair used for podiatry practice (see Figure 4.3). Her focus on clients
highlighted the importance of patient and client centeredness alongside working with other health
professionals in collaborative practice. For Andrea, most of her collaborative practice occurred with
clients:
“Most of my collaboration is with the client whose physically part of the treatment so they’re
usually sitting in the chair… we discuss with them about treatment options, treatment
therapies, we have to take into account you know social factors, whether they, costs, whether
they can afford certain things - and go through and come up with a plan together, that’s
suitable for them” - Andrea.
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Figure 4.3: Client Chair
Agnes referred to her photograph of a staff room (see Figure 4.4) to describe a space commonly
used for collaborative practice. Agnes also supported the notion of formal and informal instances of
collaborative practice as well as the centrality of patients in collaborative practice through her
description of how the structured nature of more formal instances of collaborative practice could
inhibit creative thinking and discussion around patient care. Although collaborative practice tends to
be focused on interaction between health professionals, Agnes identified the fundamental position
of patient and client’s needs in shaping collaborative practice:
“… often you discuss clients [in staff tea rooms], not so much a case conference because it’s far
more you know… all around, we have to meet a goal, we had to do a plan but I think in a tea
room or in a ward, even in a, in a library setting, you’re tending to do much more exploration.
Around what the patient needs and sometimes I think you can discover opportunities” - Agnes.
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Figure 4.4: Staff room
This section has brought to the surface deeper understandings of collaborative practice that go
beyond a simple understanding of people working and being together. Important aspects of
collaborative practice such as formal and informal collaborative practice, and the role of patients or
clients in collaborative practice have been identified. The participant associations of collaborative
practice with interprofessional or multidisciplinary practice reflect an easily recognised ‘doing’ of
collaborative practice, resonating with typical understandings of collaborative practice as people
working together. These typical understandings of people working together were represented by
participants’ descriptions of activities such as joint assessments and treatments, meetings and casual
chats and a focus on physical co-location of health professionals. Building on this understanding of
the nuanced nature of collaborative practice, the upcoming sections explore collaborative practice
capability, and the capabilities for collaborative practice (what is needed to participate in
collaborative practice) are illuminated.

4.3 Using capabilities
In Chapter 3 I explored allied health collaborative practice capability, based on contextual influences,
social connections and individual contributions that shape collaborative practice in healthcare
settings. Contextual influences included regulatory bodies and clinical considerations. Social
connections were identified as relational behaviours and interpersonal transactions. Individual
contributions comprised personal proficiency and ethical aspects. This section illuminates
capabilities that enable allied health professionals to strengthen, navigate and respond to these
elements that shape collaborative practice. Exploring the elements that shape collaborative practice
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using participant perceptions illuminated key capabilities and the intertwined nature of these
capabilities.

4.3.1 Responding to contextual influences
Responding to contextual influences is a key part of collaborative practice capability in healthcare
settings. For the participants of my research, three capabilities: adaptability, responsiveness and
persistence, were crucial in responding to the contextual influences that shape collaborative
practice.
i.

Adaptability

Responding to contextual influences as part of collaborative practice capability for healthcare
settings calls for a level of adaptability in healthcare professionals, where they can quickly adjust to
changes in their environment. The importance of adaptability was evidenced by Sunny’s examples of
the varied nature of collaborative practice. Sunny described a need for adaptability when responding
to patient needs, resonating with the notion of collaborative practice catalysts, particularly
responding to a specific patient need, introduced in Chapter 3. Sunny described two different
experiences of collaborative practice, portraying how she needed to adapt to the different contexts
and how these shaped patient needs. This highlights the importance of adaptability in responding to
a contextual influence that shapes collaborative practice:
“I remember there was once, a patient and we started off and got her into the chair so the OT
[occupational therapist], could see her transfer, and the OT, asked some cognitive questions
and I think we got her into the bathroom .Then with a different patient it was pretty similar.
We got her up and the OT, watched her getting to the bathroom and that sort of thing, so you
knock out two things at once. And while we were treating [the patient], the OT, could talk to
the parents, or do some other things” - Sunny.
“My neuro placement was a lot more teamwork, doing things together, especially with going
on home visits with the OT” - Sunny.
Adaptability is an important capability for collaborative practice, as collaborative practice may be
enacted in different ways across a variety of physical spaces, such as gyms, tea-rooms, corridors and
hospital wards. Allied health professionals need to be able to adapt to how these spaces shape
collaborative practice. For example, collaborative practice can be formal (scheduled team meetings
or case conferences); or informal (tea-room conversations) and allied health professionals need to
be ready to engage in collaborative practice across all of these settings. Agnes encapsulated informal
aspects of collaborative practice in her photograph of a staff room (see Figure 4.4), which she used
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to highlight the often informal but valuable nature of collaborative practice. This example highlights
how space can not only shape collaborative practice but can also impact on collaborative practice
outcomes. Looking at Agnes’s example again portrays how the more informal space provided
opportunity for more creative thinking and discussion, evidencing the importance of being able to
respond to the various physical spaces and settings in which collaborative practice may be enacted:
“The other thing [in relation to collaborative practice] I was thinking of was the tearoom.
Because often you discuss clients, tending to do much more exploration around what the
patient needs and sometimes I think you can discover opportunities, working with other people
in a much, in a, informal sense because the pressure isn’t on, we’ve got to meet this particular
objective, so I find that, and sometimes you can be much more creative” – Agnes.
Collaborative practice also requires individuals to adapt to the resources at hand and collaborate
using different mediums, outside of face-to-face interactions, such as telephone and computer.
Adapting collaborative practice may be necessary when there is limited access to people and
resources. The way in which allied health professionals need to adapt their collaborative practice in
response to different contexts is evidenced by Amanda’s description of how more remote contexts
may require collaborative practice to be undertaken using videoconferencing:
“Collaborative practice could be like I think context-specific … I mean I’m thinking of remote
health for example… could be face to face but it also, via Skype…” - Amanda.
The importance of being able to adapt collaborative practice to available resources was also
portrayed by Andrea’s quote in reference to her photograph of a phone and a computer (see Figure
4.5). Andrea recognised that collaborative practice in person was not always possible, and it was
important to be able to undertake collaborative practice outside of face-to-face environments:
“You can’t always see people face-to-face so that’s being able to write, pick up a phone,
communicate verbally to whoever it may be that you need to communicate to. So you need to
be able to collaborate in not just a face-to-face environment, you need to be able to talk using
different approaches” - Andrea.
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Figure 4.5: Phone and computer
Andrea’s views not only support the importance of adaptability but highlight the role of flexibility in
collaborative practice (explored later in this chapter in Section 4.3.3). Andrea’s experience illustrates
the intertwining of capabilities, with both adaptability and flexibility important in her example,
highlighting how allied health professionals are required to draw on multiple capabilities depending
on the circumstances when engaging in collaborative practice.
ii.

Responsiveness

Responding to contextual influences that shape collaborative practice as part of collaborative
practice capability for healthcare settings also calls for responsiveness in allied health professionals.
Allied health professionals need to respond to the spaces in which collaborative practice is enacted.
These spaces and the collaborative practice catalyst itself will also determine the people that may be
part of collaborative practice, calling on allied health professionals to react quickly and positively to
the context, reading the space. Agnes referred to a photograph of a line of offices with closed doors
(see Figure 4.6), to emphasise the importance of suitable etiquette, such as knocking on a closed
door, as part of collaborative practice, in relation to how a space presented itself. Agnes’s example
highlights the importance of the ability to read the space and develop appropriate responses:
“If you were wanting to go see someone and their door is closed, you wonder is their door
closed as they are wanting a bit of privacy or is their door closed because they are on a
conference call, are they doing something, can I knock on the door” - Agnes.
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Figure 4.6: Closed office doors
Not only do physical spaces and settings provide opportunities for collaborative practice (for
example, tea rooms), the way spaces present themselves may determine how allied health
professionals respond. For example, although co-located offices can act as rich facilitators of
collaborative practice, the way in which this physical space presents itself can determine how allied
health professionals respond. Agnes’s experience portrayed how the co-location of allied health
professionals created a culture of strong collaborative practice but despite the ease of access to the
other health professionals, a closed door indicated there were a number of ways in which a health
professional might respond to that space.
As a part of responding to the way in which spaces present themselves, Agnes’s experience
emphasised the need for a level of courage required to overcome the physical and metaphorical
symbol of a closed door. The emergence of courage as a consideration drawn from Agnes’s example
and some of the other participant experiences illustrates a lack of distinction between the
capabilities for collaborative practice and intertwining of these capabilities. In this instance, there is
a need for responsiveness (responding to the closed door); alongside courage (courage to knock on
the closed door) for collaborative practice to take place. Ethical courage was introduced as one of
the capabilities for collaborative practice in Chapter 3. Individuals may be required to draw on
multiple capabilities, with the requirements for some more dominant than others in the moment. It
is unlikely for individuals to discretely draw on separate capabilities but utilise them concurrently. In
Agnes’s experience, responsiveness and courage were dominant capabilities in action. Agnes’s
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example also highlights the intertwined nature of collaborative practice capabilities and emphasises
how allied health professionals draw on multiple capabilities at the one time.
Responsiveness is also necessary when working with a diverse range of people encountered across
various contexts, including other health professionals, patients or clients, carers and families.
Academic participants in particular emphasised how context determined who participated in
collaborative practice. The idea that context strongly shapes who is part of collaborative practice
reinforces the notion of the contextual nature of collaborative practice, as well as how collaborative
practice can be shaped by the people who happen to be around. Agnes and Ainsley described how
contextual factors such as location shape who can participate in collaborative practice. Agnes’s
quote is in relation to a photograph of a gym-space (see Figure 4.2) in a rehabilitation centre in a
hospital:
“Collaborative practice could be like I think context-specific … sets the scene of who you’re
going to have to collaborate with…” - Agnes.
For Agnes, the context determined the specific people participating in collaborative practice. This
suggests an opportunistic element to collaborative practice, highlighting the importance of being
able to respond to different circumstances. Ainsley also described how a particular setting
determined who would be part of collaborative practice:
“A speech pathologist working in a school is likely to work with you know the school
psych[ologist] and the schoolteachers and that group, whereas someone who’s working in a
health system is more likely to work with other health care workers” - Ainsley.
Agnes and Ainsley’s descriptions of how context determines who participates in collaborative
practice highlight an opportunistic dimension of collaborative practice, as opposed to it being a
fixed, scheduled form of practice. It is important people respond according to the unique way in
which collaborative practice may be shaped depending on who is part of collaborative practice.
There are different circumstances, such as in hospitals, in schools, and as part of providing care for a
patient at home, where health professionals opportunistically work together. This broad range of
circumstances highlights a need for a level of responsiveness and adaptability to enable allied health
professionals to effectively move across these varied settings and work productively with different
people.
Responsiveness has emerged as an important capability which enables allied health professionals to
respond to contextual influences that shape collaborative practice. For the participants, patient and
client circumstances acted as a catalyst for collaborative practice across contexts. The importance of
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responding to client circumstances can be seen in the way Amber and Sally described client or
patient needs as drivers of collaborative practice. Amber’s quote was in relation to a photograph of a
colony of bats (Figure 4.7). To her this highlighted the siloed nature of healthcare practice, where
each bat was alone hanging from a tree, representing how health professionals can be siloed but
emphasised the importance of the patient and that patients’ needs sat at the core of
interprofessional practice, a form of collaborative practice:
“All these bats - so they’re all the same yet they’re all just hanging in their own little silos and I
think to me that’s pretty much where we’re at with interprofessional practice… …I think also
that there seems to be very little discussion with the patient as part of the team…the core
thing is… to help the patient” - Amber.

Figure 4.7: Colony of bats
Sammy’s experience also illustrated instances of collaborative practice, such as team meetings, that
were based on patient needs. For Sammy, also underpinning collaborative practice was responding
to the needs of patients:
“You’d have quite a lot of team meetings and looking at who can be best involved in
someone’s care, people working together and updating each other on what they think and
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that sort of thing… a lot more discussion between the disciplines about what’s best for the
patient” – Sally.
Collaborative practice capability requires responsiveness, so that individuals can appropriately
respond to the spaces, people and circumstances around them to achieve best outcomes for
patients. Responsiveness allows allied health professionals to navigate the spaces in which they find
themselves working and respond to the health professionals and patients who may be part of
collaborative practice.
iii.

Persistence

Persistence is another capability that enables allied health professionals to respond to the
contextual influences that shape collaborative practice. While collaborative practice may be
different across various healthcare settings, it is invariably shaped to some degree by the somewhat
rigid organisational structures that oversee and guide healthcare practice. This rigidity within
organisational structures can cause frustration for allied health professionals and call on a level of
persistence in order for collaborative practice to occur. Key organisational influences shaping
collaborative practice, introduced in Chapter 3, included governance and procedural guidelines,
which can have time-consuming demands to complete associated paperwork. The participants also
highlighted the negative impact of some organisational procedures on their ability to engage in
collaborative practice, sometimes causing frustration. For example, Amanda exhibited some
frustration around practices that potentially impede and dampen enthusiasm for collaborative
practice in healthcare settings, because of the level of administration and paperwork involved:
“I feel like some of the organisations are making collaborative practice more difficult so for
instance, I work in a practice, a private practice. I used to be able to walk down the hallway,
liaise with the district nurse and we would organise care for a patient. Now what I have to do
is sit down, physically write a letter, send it through to an intake officer, that intake officer will
then organise paperwork and then go through the district nurse. And it’s made it a lot more
difficult than a two-minute conversation, just taking up more time and resources” - Amanda.
Persistence is also important for allied health professionals participating in collaborative practice
particularly because of the many potential challenges associated with collaborative practice. Health
professionals may be required to complete forms, fill out paperwork and navigate healthcare
systems in order to collaborate, potentially causing frustration and lowered enthusiasm for
collaborative practice. The frustration that can be associated with administration highlights the
importance of persistence as part of collaborative practice capability. The ability to persist can
enable participation in collaborative practice in settings that may have structures and processes in
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place that act to impede collaboration. The importance of persistence is evidenced by Amber’s quote
in relation to her photograph of a tree in the middle of a walking track (see Figure 4.8). The tree
represented the health sector and the inherent barriers and challenges that often limit collaborative
practice, underscoring the importance of having persistence in order to work through these
challenges:
“…The tree is the health sector… there’s always like these, these really strong barriers and it’s
almost like it’s, it’s just too hard…And so I think that you know if you gave the option of people
being able to participate in an interprofessional way as opposed to not, they will always
gravitate towards that [but] it’s going to be challenging. There’s always challenges associated
with it” - Amber.

Figure 4.8: Tree in the middle of a road
Persistence is equally important regardless of the type of health service, for example public or
private health services. Andrea again expressed frustration at the systems that sometimes impede
collaborative practice, describing the challenge of establishing collaborative practice in private
settings. Andrea’s frustration with a system that did not resource collaborative practice, or have
mechanisms in place to encourage collaborative practice, was portrayed in the following quote:
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“Privately it can be harder to be collaborative because you’re not necessarily situated with
everyone else, and you don’t necessarily have the time or funding to co-ordinate meetings. So
it’s more letter writing to the specific people and hoping that it gets read… and often we will
write letters, we don’t necessarily receive things back because we know how time-poor GPs are
as well, which can be a bit frustrating at times “ - Andrea.
This section has illuminated the capabilities that enable allied health professionals to respond to a
range of contextual influences that shape collaborative practice. Adaptability, responsiveness and
persistence are all particularly important capabilities enabling allied health professionals to engage in
collaborative practice. Individuals are required to be adaptable and responsive in and to the spaces
in which they work, and to respond to the different ways collaborative practice manifests within
these spaces including the people involved. Adapting and responding to patient needs is key, as well
as persistence, to assist in overcoming challenges to collaborative practice, such as beaurocratic
requirements, rigid organisational structures or clinical frameworks, within both public and private
settings. The intertwining nature of capabilities has been introduced and is explored further in
upcoming sections.

4.3.2 Navigating social connections
Navigating the social connections that shape collaborative practice is a key part of collaborative
practice capability in healthcare settings. For the participants of my research, three capabilities friendliness, openness and reciprocity - were crucial to enable meaningful navigation of social
connections that shape collaborative practice.
i.

Friendliness

Friendliness is one of the key capabilities in enabling allied health professionals to navigate social
connections that shape collaborative practice. Participants tended to focus on capabilities that
enabled allied health professionals to navigate relational aspects of social connections, such as
relationships between healthcare professionals. As part of contributing to relational aspects such as
relationships between health professionals, it is important to distinguish the type of ‘friendliness’
necessary between healthcare professionals to enable collaborative practice in healthcare settings.
There is a differentiation between a close, personal type of friendship and more formal types of
friendliness, where there is a level of professionality maintained. There can be tension in enacting
collaborative practice in healthcare settings in balancing personal and professional relationships.
Allan’s experience in particular emphasises the importance of balancing friendliness with
professionality:
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“I was friendly, I was chatty, I could party, but I could be serious, serious is probably too strong
a word, but I took my job seriously, my reports were thorough I worked hard, back to back
appointments” – Allan.
Although friendliness is important as part of establishing the relationships needed for collaborative
practice, it is important to distinguish between ‘friendliness’ and ‘friendship’. Anabelle indicated
there were different ‘levels’ of friendship, and collaborative practice required some form of
friendship:
“There is a level of friendship. You know what I mean - but we aren’t going to go to eachother’s wedding” - Anabelle.
Collaborative practice capability calls for a more professional form of friendliness, as opposed to a
close, personal type of friendship. Friendliness provides a foundation for discussion and establishing
respectful relationships critical to collaborative practice. Sharon described the importance of respect
and the role of friendliness:
“Well I think you don’t have to be best friends, but I think you can be respectful of each other
to get along in the work environment” - Sharon.
There is a level of friendliness required in collaborative practice but not strong friendships. Alice also
emphasised the importance of friendliness, indicating allied health professionals needed to be ‘social
enough’ to enable discussions, but distinguished this type of social behaviour from deeper levels of
friendship and social interaction:
“I do think you need to be social enough to be able to have discussions. It doesn’t mean that
you need to be best mates, going out on a Saturday night” - Alice.
The importance of friendliness as one of the capabilities key to cultivating and maintaining
relationships was also evidenced by Anna’s experience. Anna referred to her photograph of an
avocado tree (see Figure 4.9), and how an avocado tree is reliant on another tree in order to bear
fruit, highlighting the importance of relationships within collaborative practice. Anna identified the
importance of friendliness in relationships, not only to provide a foundation for interaction but also a
level of accountability for individuals:
“You don’t have to be friends but being friendly and having you know, wanting to sit down and
have a cup of tea with the person while you’re chatting about you know the client who you just
saw or whatever it might be, it just, it changes the tone of the relationship from constantly
being, this is a work relationship, this is a work relationship. To being something that as I said
before, you feel a bit more invested in and you feel a bit more accountable to” - Anna.
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Figure 4.9: Avocado tree
Friendliness is an important part of collaborative practice capability, particularly in order to navigate
the social connections that shape collaborative practice, such as the relationships within
collaborative practice. Social occasions in which individuals have opportunity to be friendly towards
each other are helpful in cultivating relationships. Organisational support and encouragement for
socialisation between health professionals such as shared morning teas can be useful in establishing
and maintaining the relationships important for collaborative practice. These types of activities
provide opportunities for interaction and socialising in other settings such as staff rooms. Alice
referred to a positive experience where social interaction was encouraged by her workplace, which
provided the opportunity for staff to establish and maintain relationships:
“This hospital would have nicely made cakes, come out in that half an hour time so that it
encouraged people to actually stop work and go and get your morning tea, and that happened
twice a day. So not that allied health went to both but we normally went to morning tea so
that means we see the nurses in the staff room and that helps you make friendships with
them” - Alice.
In order to establish a level of friendliness, it is important staff have opportunities to build
connections. These opportunities for interaction may be through explicitly scheduled activities such
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as case conferences and meetings, which may not establish friendships as such but may at least
acquaint individuals and provide a foundation for social interaction. Anna described how physical colocation and the opportunities for allied health professionals to socialise were helpful for
collaborative practice:
“[There were] organisations where I’ve worked where there’s been really little collaboration,
it’s like okay, the OT [Occupational Therapy] department is over here in a completely different
building to where Social Work sits and that’s in a different building or a different section…So
like physically you’re located away from each other so that opportunities to even informally
socialise together, to actually know something about your colleagues other than what they do
with their patients then like all of those” - Anna.
Informal opportunities for social interaction may also be helpful in establishing and progressing
relationships, including tea-room conversations, corridor conversations and social activities such as
after-work drinks. Angus also highlighted the value of face-to-face opportunities to establish friendly
relationships:
“I think friendship helps, yeah I do. I think I’ve used things… like you know going out with the
nurses or going for after-work drinks with the nursing team… that has helped me, I think have
better relationships on the ward like in other hospital jobs I’ve had where allied health have
their little offices quite far away from where the nursing unit desks are” - Angus.
Anna also spoke about the importance of face-to-face social interaction in reference to a photograph
depicting the driver’s perspective out the front windscreen looking out on to the road (see Figure
4.10). Anna took this photograph as she drove to work on a project involving a collaboration
between two separate organisations over one-hundred kilometres apart. Anna regularly made the
effort to drive between the organisations to ensure there was an opportunity for face-to-face
interaction, and to have lunch with project members in order to nurture the relationships within the
team:
“What’s important about that face-to-face interaction is all the informal, non-verbal kind of
aspect to your communication with each other. It’s, it’s really hard to kind-of be jokey via email
because it’s dislocated in time so you have to like send a reply and ask the question and then
you wait and you get it back and so there’s, there’s, it lacks that kind-of immediate reciprocity”
– Anna.
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Figure 4.10- Front windscreen and road
A level of friendliness is essential in establishing and maintaining the relationships that shape
collaborative practice. Collaborative practice requires a level of friendliness, but it is important there
is a level of professionality maintained. The differentiation between friendliness and friendship
highlights an important consideration in relation to friendliness as a capability key for collaborative
practice.
ii.

Openness

Openness is another key capability that enables allied health professionals to navigate the social
connections that shape collaborative practice. Openness can help establish the relationships
necessary for collaborative practice and, like friendliness, is important in maintaining relationships.
Openness involves a willingness to invite other people to ask questions and seek assistance,
embodying the reciprocal behaviour that is also important in collaborative practice capability.
Openness also emboldens individuals to have confidence to step back and let other professions lead
patient care, being open to other ideas and input, as portrayed by Amber’s experience:
“It’s important to have that, have the ability to have that discussion and, and actually also
have the ability to be open and sort-of go, you know what? I agree with you. I think you should
take the lead on this” - Amber.
The importance of being open to other health professionals’ input in collaborative practice is
embodied in Amber’s quote. Being open to other people’s input highlights the significance of allied
health professionals recognising limitations in their own knowledge or role and, depending on
patient needs, being open to approach other health professionals for assistance and/or stepping
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back their contribution. Andrea’s experience also highlights the importance of being open to other
suggestions and input:
“You need to be able to think not only for yourself but you need to be able to be open to what
other people suggest and be able to think about that clearly in regards to the implications as
well, being open to input and criticism” - Andrea.
Openness is helpful in moving healthcare professionals out of narrow, siloed-profession practice,
generating ‘bigger-picture’ perspectives and subsequently more holistic collaborative practices. The
notion of openness helps allied health professionals integrate other perspectives into their own
practice as a part of collaborative practice. For example, Angus described how collaborative practice
requires allied health professionals to think beyond their profession, this type of thinking is assisted
by a level of openness:
“When you work in a collaborative team you limit yourself if you are just thinking I’m an OT
[occupational therapist] and this is what I do, I am a physio [physiotherapist] and this is what I
do. It’s more about being open, yes, I come in with this perspective, but I can see a bigger
picture here I can see how I might be able to do various things” - Angus.
Openness can assist in strengthening the relationships in collaborative practice through more holistic
thinking, as it places the health professional in a position to learn from others, as well as understand
and picture their own professional role in relation to other health professionals. The intertwined
nature of the capabilities that enable allied health professionals to strengthen, navigate and respond
to the elements that shape collaborative practice is again illuminated, as a part of openness is having
the confidence (explored further in the upcoming section) to be able to ask for assistance. The
interconnection between openness and confidence is evidenced by Ainsley’s quote around the
importance of approachability and acknowledging that help is required:
“Approachability includes a confidence in your ability to find out what you need to find out
rather than having all the answers acknowledging that you don’t know, rather than trying to
faff your way through” - Ainsley.
Openness is important in collaborative practice capability to navigate the social connections that
shape collaborative practice. Openness enables allied health professionals to establish and maintain
the relationships key in collaborative practice, encompassing a willingness to invite other people to
ask questions and seek assistance. Openness encourages allied health professionals to adopt a more
collective approach to practice and see themselves as part of team. Openness also emboldens
individuals to have confidence to step back and let other health professionals take priority in patient
care.
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iii.

Reciprocity

Reciprocity is important in enabling allied health professionals to navigate the social connections
that shape collaborative practice. Participants emphasised the importance of reciprocity in terms of
behaviours and dialogue between healthcare professionals, putting forward the importance of
friendliness and openness as part of reciprocity and again highlighting the intertwining between
these capabilities. Reciprocity is important in a range of activities from writing letters and referrals,
to joint assessments and treatments, to generate a level of interaction and dialogue key in
collaborative practice and provide a foundation for relationship development. The importance of
reciprocity can be demonstrated through a simple activity common in healthcare settings such as
letter writing. For the participants, reciprocity around writing and receiving letters determined the
degree of collaborative practice and extent of health professional relationships. For example, Andrea
identified correspondence with other health professionals (via letters) as collaborative practice but
emphasised that in order for it to be collaborative practice, there needed to be a level of reciprocity.
Reciprocity was in this instance, in the form of a response from the recipient. For Andrea a response
to a letter transformed letter writing into a form of collaborative practice:
“I probably bring it [collaborative practice) in every day yeah. It might be a shoot-off to the
doctor, it might be a shoot-off letter to the physio… It [a reply] reaffirms what they’ve [the
students] already been doing …” - Andrea.
Conversely, the act of letter writing without associated reciprocity may not be considered
collaborative practice. For example, Amber did not identify letter writing as collaborative practice.
Amber described how she felt some health professionals viewed letter writing as collaborative
practice but to her it was not collaborative practice because of a lack of reciprocity:
“I think as a practitioner we often go, oh yeah we’re collaborative… and we’re just sending
people to other practitioners, and I don’t really think that that’s necessarily in the true sense of
what I would view as collaborative practice… we weren’t just writing you know a letter and
then sending them off and then sometimes you would never hear anything back” - Amber.
Comparing Amber’s and Andrea’s experiences highlights the importance of reciprocity in
collaborative practice. Andrea indicated for her to consider letter writing as collaborative practice,
there needed to be some sort of response, indicating a level of reciprocity. This reciprocity elevated
an action such as writing a letter to another health professional to be considered ‘collaborative
practice’. Reciprocity may not just come in the form of dialogue, but through reciprocal practices.
For example, collaborative practice may still be present in an activity such as sending a letter, not
necessarily through dialogue around the recommendations but a health professional using and
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acting on that information.
Despite the centrality of reciprocity in navigating the social connections that shape collaborative
practice, it may be disrupted or de-valued by hierarchical structures. Even if there is rich dialogue
and discussion, reciprocity is also important in acknowledging and taking on other health
professional input and recommendations. Although a single individual may need to make final
decisions in terms of patient care, acknowledgement of team input is important. The importance of
listening to and acknowledging input is evidenced through Angus’s example of what collaborative
practice isn’t. Angus provides an example of what collaborative practice isn’t, due to hierarchies
within a team and subsequent lack of reciprocity:
“That spinal injury place [I worked at] was very much consultant based, very much a
consultant led the teams and yet I can remember at the time thinking, ‘you know, you as the
consultant you have least contact with these people with the spinal injury. Once you stabilise
their neck, and put them on some tablets and treat the spasm, the nurses have the most
contact, and the allied health are the ones actually getting them up and out into the
workforces, you take all the credit’ and they’re running the team. So very much a traditional
team, and they thought they were doing great, getting everyone’s opinions and go round and
hear the psychologist and the OT and the decision would be made but really the consultant
would over-rule or would make that final decision” - Angus.
This perception of potential collaborative practice was diminished in part because of a lack of
reciprocity in how everyone’s input was valued, evidenced through an awareness of hierarchical
decision-making overriding the rest of the team. Hierarchy and the notion that some health
professionals’ time was more valuable than others was also used as an example by Anna to describe
what is not collaborative practice. Anna’s portrayal of what is not collaborative practice also
highlights the importance of reciprocal valuing of each health professional’s role and input:
“[The extent of collaborative practice was impacted by] different people’s [health
professional’s] perceptions on what was worth doing, what was worth putting their time
towards, sometimes there was the opinion that some people’s time was more valuable than
other people’s time… that would usually come down to staffing and so for example if there
was only one psychologist then their time was perceived to be more valuable” - Andrea.
Reciprocity, demonstrated through dialogue and behaviour, and reciprocal value of
recommendations and input from all health professionals, is an important capability in enabling
allied health professionals to navigate social connections that shape collaborative practice. In
particular, reciprocity assists allied health professionals to establish and maintain the relationships
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key in collaborative practice and therefore calls on a level of friendliness and openness. Reciprocity
can elevate an activity to collaborative practice. Conversely, a lack of reciprocity may diminish the
extent of collaborative practice.
This section has explored three key capabilities that enable allied health professionals to navigate
the social connections that shape collaborative practice. These capabilities are friendliness, openness
and reciprocity. Friendliness provides a foundation for the establishment of relationships important
in collaborative practice. However, it is important to distinguish ‘friendliness’ from ‘friendship’.
Friendliness retains a strong level of professionality, whereas friendship hints to a much more
personal and a deeper connection, not necessary in collaborative practice. Openness emboldens
individuals to have confidence to step back and let other health professions lead patient care, and
themselves be open to other ideas and input. Reciprocity generates interaction and dialogue
important in collaborative practice relationships, providing reassurance that health professionals
feel valued, but also value other health professional input. The intertwining between these various
capabilities is highlighted.

4.3.3 Strengthening individual contributions
The final set of capabilities illuminated in this chapter enable allied health professionals to
strengthen individual contributions that shape collaborative practice, in particular personal
proficiency and ethical aspects. Although collaborative practice is people working together, this
section views collaborative practice through an individual lens, moving away from the social
dimension of ‘people’, to focus on the individual ‘person’. The need to understand capabilities that
are focused on the individual is supported by the notion that collaborative practices are enacted and
experienced by individuals. Professional expertise, willingness and flexibility are illuminated in this
section as key individual capabilities that enable allied health professionals to respond to strengthen
individual contributions that shape collaborative practice.
i.

Professional expertise

Professional expertise enables allied health professionals to strengthen the individual contributions
that shape collaborative practice. Professional expertise encompasses individuals’ understandings
around different professional roles and responsibilities, as well as discipline-specific knowledge and
skills. It is important individuals have knowledge of their own roles and responsibilities, as well as
understanding other health professions’ roles and responsibilities to ensure patients and clients
receive suitable care. Understanding roles was particularly significant in my research as participants
generally viewed collaborative practice as a practice incorporating a number of different health
professions contributing to patient care. The importance of understanding other health
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professionals’ roles was evidenced by Andrea’s quote in relation to what is important for
collaborative practice:
“You need to know what other people do” - Andrea.
Both academic and student participants in my research identified clear understandings and
delineation of roles and responsibilities between a varied group of health professions as essential in
providing suitable patient care. Both Sawyer’s and Simone’s experiences evidence the importance of
firstly understanding other people’s roles, but also the importance of stepping back and recognising
other professionals may be a higher priority at a particular time:
“Having an understanding of what the other disciplines do; know when it’s time to refer on,
knowing limitations” - Sawyer.
“Understanding other people’s roles because if you don’t know what they do then you can’t
refer on… it’s important to recognise where someone else is better for something in
collaborative practice” - Simone.
The notion of appreciating one’s own limitations and knowing when to step back or refer on also
resonates with the importance of flexibility described later in this section. Appreciating limitations
and knowing when to step back again highlights the intertwined nature of the capabilities for
collaborative practice.
Amber also emphasised the importance of understanding one’s own role as well as valuing other
people’s roles. Her quote was in reference to a picture of three trees with intersecting fronds (see
Figure 4.11) depicting how individuals were all fundamentally health professionals (the tree trunks),
and the intersecting tree fronds represented separate disciplines. The intersection of these fronds
signified the coming together of individual skills and knowledge in collaborative practice in order to
address patient needs, highlighting the importance of understanding what other health
professionals do:
“Understanding one’s own role and scope of practice but also understanding and valuing the
rest of the team’s scope of practice and their role” - Amber.
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Figure 4.11: Intersecting tree fronds
Clear understandings around roles are important in collaborative practice, as without a clarity of
responsibilities, friction may arise. Given the number of different health professions that may be
part of collaborative practice, and the high-pressure situations healthcare environments may
generate, disagreements around patient healthcare may ensue. A level of dysfunction because of a
lack of role understanding and acknowledgment of individual expertise is portrayed by Anna’s
experience. Anna identified friction as a result of a lack of clarity around health professional roles. In
Anna’s example, a lack of value of all health professionals’ contributions arose because of limited
understandings of roles. As a consequence, this deterred individuals from participating in
collaborative practice:
“A lot of staff had reservations about acknowledging individual discipline areas of expertise
and practising in that way, and it had the potential and it did, to create a lot of friction within
the team at times around who should be doing what” - Anna.
Limited understandings of other health professionals’ roles may impede collaborative practice itself
or limit the extent of collaborative practice enacted. The importance of understanding other
healthcare professionals’ roles and how they may contribute was portrayed in Alice’s experience,
describing the impact which a lack of understanding of other people’s roles can have on
collaborative practice. Alice described the importance of understanding what other people can
contribute, but also if individuals have a level of insecurity in their own ability, this may then impact
on their participation in collaborative practice:
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“I think the reason a lot of people are reluctant to collaborate is firstly, maybe they don’t
understand what the other person has to offer, to they don’t understand all those
complementary roles, and sometimes they see it as a threat because maybe they’re a bit
insecure in terms of what they’re able to do as a clinician” - Alice.
In order to strengthen individual contribution that shapes collaborative practice, it is important
individual allied health professionals have clear understandings of not only their own role, but a level
of knowledge and skill specific to their health profession. Ainsley described the importance of allied
health professionals having a level of professional expertise in terms of their own profession:
“To collaborate, for a health practitioner, for anyone to be able to collaborate, you do need to
have some level of professional knowledge… recognising that when you come to the table, you
are there as a particular professional with particular expertise” - Ainsley.
Confidence in what an individual themselves can ‘bring to the table’ underpinned by a clear
understanding of the roles of other health practitioners in a clinical setting is important in
collaborative practice capability. Confidence in skill was evidenced by Allan’s experience, where he
emphasised the importance of professional knowledge in collaborative practice:
“Good collaborators have got to feel a bit of confidence in what they bring to the table. And
what they can offer. To me that’s a really important. If you are new to an area of practice and
are on that rapid learning curve, some confidence and knowledge and understanding about
what you can bring is really important” – Allan.
The participants in my research emphasised the importance of clear understandings of one’s own
role and professional skills to build individual confidence in putting ideas forward and ‘advocating’
for their own professional input. Anna described the importance of allied health professionals having
an understanding of and confidence in their own skills and being cognisant of limitations:
“To be able to then [practice collaboratively] depends on [being] clear about your professional
strengths and boundaries and then to be able to clearly articulate and communicate that with
the person who you’re going to then be working with who might be coming from a different
professional perspective” - Anna.
Individuals need a level of confidence in their own skills and knowledge to assist in putting their
ideas forward if there is need for a particular discipline intervention. Having a level of confidence in
individual skills and knowledge can provide reassurance to allied health professionals that they can
participate in collaborative practice and not feel intimidated or threatened by the experience,
portrayed in Amanda’s quote:
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“[It is important to have] clinical skills and knowledge that they can then put forward but also
not be threatened because you do know that your own skills and knowledge are adequate…
and feel confident enough to be able to collaborate with someone else and feel like you know
what you’re doing enough that you’re not going to look stupid” - Amanda.
Professional expertise is key in strengthening individual contributions that shape collaborative
practice. Professional expertise comprises proficiency in discipline-specific skills and knowledge, and
an understanding of one’s own role and the roles in which other people may contribute in
collaborative practice. Limited understandings of other roles may lead to friction or diminish
collaborative practice itself.
ii.

Willingness

Willingness is also key in enabling allied health professionals to contribute to the influences that
shape collaborative practice. Allied health professionals need to be willing to participate in
collaborative practice itself, academic participants in particular identified willingness to participate
as important in collaborative practice. For example, Amber highlighted not only the importance of
communication in collaborative practice, but also a willingness to communicate. Openness, explored
in Section 4.3.2 also emerged as important for Amber, highlighting the entwining of different
capabilities. Amber’s quote was in reference to three trees with intersecting fronds (see Figure 4.11),
and the how the fronds represented separate health professionals coming together and
communicating, but it was important that health professionals were willing to come together:
“It’s [collaborative practice] about the ability to communicate with other people...Not only for
other students but for other discipline-specific supervisors – communication is a really
important skill set and having that openness too, to be able to communicate that. And
willingness to” - Amber.
Agnes and Adam also spoke about the importance of willingness in collaborative practice, at both an
organisational and individual level. Adam’s quote was in reference to a photograph of the ‘control
centre office’ of a university interprofessional clinical simulation centre (see Figure 4.12), which
represented common ground and a highly collaborative space for the different disciplines using the
centre (paramedicine and nursing). Adam’s quote highlights the importance of willingness through
the idea that “people want to work together”:
“Collaboration is a willingness between disciplines or between organisations to want to work
together” - Adam.
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Agnes described willingness as an important part of collaborative practice. Agnes’ quote was in
relation to how she understood collaborative practice:
“I think it’s the willingness to share ideas” – Agnes.
The importance of willingness as a key capability puts forward the notion that collaborative practice
can still be seen to be outside of ‘regular’ practice and may require effort. The role of willingness in
collaborative practice may be linked with a move away from typical, more siloed practices, where in
collaborative practice individuals need to be willing to put in effort or try new things. The idea that
collaborative practice is seen as something ‘different’ was evidenced in my research by Alison
portraying collaborative practice as a way to present individuals with new ways of practising and
thinking, and the subsequent importance of being willing to try something different. Alison’s view
around “not being defensive about it”, again reflects an openness important in collaborative practice,
as described in the previous section:
“It’s trying something in a different way to what you’ve always thought would be the best way
and it works much better than what you’ve already done, you’ve got to be able to say, actually
that’s great that I’ve learnt that, not then be defensive about it or, you know like – I think
you’ve got to have the willingness to try something different to what you’ve done before” Alison.
Willingness as part of collaborative practice capability associates collaborative practice with a sense
of positivity. The notion that individuals may choose and be willing to practise in this way, generates
feelings of positivity. The role of willingness in generating feelings of positivity was evidenced by
Anna’s experience, where she identified that collaborative practice may be more successful if
individuals themselves choose to participate, generating more positive feelings, as opposed to being
mandated by their workplaces. This example was in reference to a photograph of a child on a bicycle
with training wheels riding with an adult also on a bike (see Figure 4.13), which represented a
sharing of experiences and willingness to share experiences:
“I tend to think of collaboration as being something that’s more, that there’s choice, that
people choose to be doing that together and they, there’s this sense of there being a purpose
to be together and they’ve come together because they are willing to be together and want to
work together and so it’s got a lot of those positive attributes about it as opposed to
sometimes teams can be or groups can be forced upon you by external structures” - Anna.
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Figure 4.13: Bike riders
Where willingness in individuals for collaborative practice is missing, the effectiveness of
collaborative practice itself may be diminished. The effect of a lack of willingness was evidenced in
my research by some academic participants describing circumstances in which there was a mandate
from managers and organisations for particular models of practice such as collaborative practice. For
example, Adam highlighted how a mandate for collaborative practice and lack of willingness can
impact on the function of the group:
“External structures deciding there has to be one person from every discipline on every working
party and whether you really want to be in that group or not, you’re told you have to do it
because that’s part of your job and they’re pretty non-functional a lot of the time because they
don’t have that sense of coming together because we’ve got a common purpose and it’s kindof like, oh we’re here because we have to be here and we’ve got to report back to our seniors
every two months. It didn’t work.” - Adam.
In my research, the importance of willingness was discussed less by student participants, most likely
because students’ experiences of collaborative practice largely occurred in workplace learning
settings. In workplace learning, students do not have the autonomy of practising allied health
professionals and under the supervision of clinical educators, are more likely ‘told’ what to do and
how to practise, removing the element of choice from their practice.
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Willingness to participate in collaborative practice brings people together and generates a sense of
positivity, setting the foundation for successful collaborative practice. A mandate from managers
and organisations for collaborative practice can eliminate the notion of willingness. In these
situations, where allied health professionals were obliged and less willing to participate in
collaborative practice, participants identified that collaborative practice would be less likely to be
successful. Student participants had less of a focus on willingness, likely because their experiences of
collaborative practice are part of workplace learning where they have little autonomy around their
choice to participate.
iii.

Flexibility

Flexibility is also a key capability that enables allied health professionals to strengthen individual
contributions that shape collaborative practice. Flexibility allows individuals to change their point of
view, alter practice approaches and take on feedback when working with other individuals in
collaborative practice, evidenced in my research by both academics and students. Flexibility
underpins individual ability to adapt to change. Amber described how a level of flexibility assisted
allied health professionals in stepping back and allowing other health disciplines to take the lead
depending on patient needs:
“I think it’s important to have that ability to have that discussion and go, you know what? I
agree with you. I think you should take the lead on this… you actually need to be very good at
going, you know what? For this snapshot in time, my profession’s not the priority” - Amber.
Sutton described the importance of flexibility and being able to change as part of collaborative
practice. Sutton also emphasised the importance for allied health professionals to have flexibility in
the way they practise, in this instance focusing on health professionals of the same discipline and
having flexibility around distributing and managing a caseload together:
“I was on a ward and there was two or three OT’s (occupational therapists) including me and
just finding a system that worked so that they could split up their patients and they weren’t
spending half an hour every morning saying I’m going to do this and you’re going to do this so
having a framework or guide for who does what… You have to be flexible in any collaborative
setting” – Sutton.
The intertwining between the capabilities that enable allied health professionals to respond to the
different elements that shape collaborative practice is again reflected by an association between
flexibility and openness. Shay also portrayed the interconnection between flexibility and openness.
Shay described the importance of being open to other people’s input and therefore flexible in
practice approaches according to other people’s suggestions:
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“You have to be open to ideas, don’t back yourself and push someone away, be flexible with
how you think of things, be open new approaches and ideas and stuff, don’t be don’t be
narrow minded and stick to what you have done before”- Shay.
Anna also described the interconnection between flexibility and willingness. Willingness to try
something different and be flexible in practice is evidenced by Anna’s experience:
“…you’ve got to have the willingness to try something different to what you’ve done before, a
willingness to be flexible” - Anna.
This section has explored how professional expertise, willingness and flexibility are important
capabilities that enable allied health professionals to strengthen individual contributions that shape
collaborative practice. Professional expertise is based on understanding one’s own professional roles
and responsibilities as well as those of other health professionals, and confidence in individual
professional knowledge and skills. Willingness brings people together and generates a sense of
positivity, enhancing the likelihood of success in collaborative practice. Flexibility allows individuals
to change their point of view, alter practice approaches and take on feedback as a result from
working with other individuals in collaborative practice. This section has also explored how the
capabilities intertwine.

4.4 The entwined nature of the capabilities for collaborative practice
In the previous chapter I highlighted the entwined nature of the elements that shape collaborative
practice and introduced capabilities key in strengthening, navigating and responding to these
elements. This chapter built on these understandings from the perspective of academic and student
participants. Exploring participant understandings of collaborative practice and collaborative
practice capability further illuminated key capabilities for collaborative practice.
Exploration of collaborative practice revealed a tendency for academics and students to revert to
typical understandings of collaborative practice when describing it, echoing the notion of ‘people
working together’, usually in relation to health professionals from different disciplines. Using
photographs and dialogue provided participants the opportunity to expand on these descriptions.
Participants went on to portray ‘formal’ and ‘informal’ instances of collaborative practice and the
central role of patients in collaborative practice. How these understandings may inform
development of collaborative practice capability is explored further in Chapter 7.
Using understandings of the contextual influences, social connections and individual contribution
shaping collaborative practice as a lens to interpret participant experiences helped illuminate
capabilities for collaborative practice. Adaptability, responsiveness and persistence are important
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capabilities enabling allied health professionals to respond to contextual influences that shape
collaborative practice, such as collaborative practice catalysts. Friendliness, openness and reciprocity
enable allied health professionals to navigate a social practice like collaborative practice, as well as
establish and maintain the relationships that are fundamental in shaping collaborative practice.
Professional expertise, willingness and flexibility enable allied health professionals to strengthen
individual contribution that shapes collaborative practice.
A key finding presented in this chapter was the intertwining of capabilities. Capability for
collaborative practice in reality is less ordered than strengthening, navigating and responding to
separate contextual influences, social connections and individual contributions that shape
collaborative practice. Capabilities overlap, coalesce and are less discrete, highlighting a variability
and flow that underpins collaborative practice capability more broadly. How much individuals draw
on distinct capabilities may also change depending on circumstances.
Bringing together the capabilities revealed in this chapter and those in Chapter 3 illuminates the
underpinnings of collaborative practice capability (see Figure 4.14). This model visualises the
capabilities for allied health collaborative practice, the blurring of the colours across representing
how the capabilities are intertwined. My deep examination of the literature and interpretation of
the participant experiences reveals 15 capabilities, providing a foundation to begin to explore
development of collaborative practice capability in allied health higher education. How
contemporary allied health higher education develops the capabilities and prepares allied health
students to draw on capabilities is explored in the following Chapter, Chapter 5.
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Figure 4.14: The capabilities for collaborative practice
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Chapter 5: Developing allied health students’ collaborative practice capability using
practice-based education
Chapter 5 builds on my understanding (presented in Chapters 3 and 4) of the elements (contextual
influences, social connections and individual contribution) that shape allied health collaborative
practice and the explicit capabilities that underpin collaborative practice in healthcare settings. This
chapter explores how allied health students’ collaborative practice capability, comprising fifteen
capabilities, can be developed in higher education contexts. In this chapter, I provide an
interpretation arising from a philosophical hermeneutic study of a literature text set on
contemporary practice-based education teaching strategies. Through this interpretation I have come
to understand more deeply how students’ collaborative practice capability is developed in higher
education, particularly through the use of practice-based education teaching strategies.
In this chapter I examine how contemporary allied health higher education, specifically four key
practice-based education teaching strategies- case-based learning, problem-based learning,
simulation-based education and workplace learning, contribute to the development of allied health
students’ collaborative practice capability. Deeper understanding and awareness of the capacity of
practice-based education teaching strategies to develop collaborative practice capability, provide a
firm foundation for recommendations on the construction of wise teaching practices for the
development of allied health students’ collaborative practice capability.

5.1 Frame and scope
A deep and rich understanding of the elements that shape allied health collaborative practice and
the explicit capabilities for allied health collaborative practice, presented in Chapters 3 and 4,
provided a foundation for examination of how these capabilities are developed in allied health
students in higher education. Chapters 3 and 4 explored the complex nature of allied health
collaborative practice, with particular focus on how it is shaped by contextual influences, social
connections and individual contributions and identified capabilities required for allied health
collaborative practice.
In this Chapter, I bring these capabilities together for the first time and examine how they are
developed in allied health education contexts through an interpretation of a literature text set on
practice-based education. In Chapter 3, I identified the capabilities appreciating professional
boundaries and responding to collaborative practice catalysts, enabling allied health professionals to
appropriately respond to the contextual influences that shape allied health collaborative practice.
Participant perspectives (Chapter 4) extended these findings, revealing responsiveness, adaptability
and persistence as accompanying contextual capabilities. The literature text set revealed that, to
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meaningfully navigate social connections that shape allied health collaborative practice, enabling
relationships and having social awareness are key capabilities. Interpretation of participant
experiences highlighted further social capabilities, including friendliness, openness and reciprocity.
Interpretation of the literature emphasised that capabilities such as knowing how to enter and
engage in collaborative practice and ethical courage are required to strengthen the individual
contribution that shapes allied health collaborative practice. Interpretation of participant
experiences highlighted the importance of professional expertise, willingness and flexibility.
In this chapter, I examine how these fifteen capabilities are currently developed in allied health
higher education contexts using four key practice-based education teaching strategies: case-based
learning, problem-based learning, simulation-based education and workplace learning. As described
in Chapter 1, these teaching strategies were drawn from my review of current allied health higher
education courses in Australia and common teaching strategies featured throughout curricula. Social
constructivism was chosen as a lens for interpretation of the text set, given the social nature of allied
health collaborative practice in healthcare settings and the focus on interaction, which resonates
with the premise of social constructivism.
Interprofessional education is a commonly acknowledged approach for the preparation of higher
education health students for collaborative practice, usually in relation to interprofessional learning
and practice (see Brewer, Flavell & Jordon, 2017; Canadian Interprofessional Health Collaborative,
2010; Hasnain, Gruss, Keehn, Peterson, Valenta & Kottorp, 2017; Walsh, Gordon, Marshall, Wilson &
Hunt, 2005). As described in Chapter 1, my understanding of collaborative practice transcends the
notion of interprofessional practice, to more holistically embrace practice with other health
professionals from the same and different health professions, as well as with patients or clients and
other staff. Therefore, it was important to examine interprofessional education literature but remain
open to the possibility that interprofessional education may have limitations in the broader
development of collaborative practice capability. In this chapter, I examine interprofessional
education in relation to the four teaching strategies identified as although interprofessional
education can be considered a teaching strategy itself, it is usually integrated into case- or problembased learning, simulation and workplace learning (Guraya & Barr, 2018).
This chapter comprises the first part of Section 3 of this thesis, focused on the development of allied
health students’ capabilities for collaborative practice, that encompasses a literature study (Chapter
5) and experiential study (Chapter 6). See Table 5.1 for an outline of the sections of this thesis and
how this chapter (highlighted) is situated within the thesis.
Table 5.1: Research structure
136

CHAPTER

TEXT FOCUS

CHAPTER TITLE

CONTENT

1

Introduction

Introduction

Contextualising the research

2

Methods chapter

Undertaking the research

3

1st literature chapter

Guide to enactment of the
research
Understanding allied health
collaborative practice and
collaborative practice
capability

4

1st experiential chapter

5

2nd literature chapter

6

2nd experiential
chapter

7

Findings/discussion
chapter

Illuminating allied health
capabilities for collaborative
practice
Developing allied health
students’ collaborative
practice capability using
practice-based education
strategies
Development of allied health
students’ collaborative
practice capability in higher
education
Using a conceptual model to
develop allied health students’
collaborative practice
capability

Study 1

Study 2

Meta-interpretation

Professional practices and professional practice capabilities in allied health (including capabilities for
allied health collaborative practice) are largely taught and learnt in higher education settings in
preparation for workplace learning and professional practice (Patton & Newton, 2018). This chapter
illuminates findings drawn from the literature around how four key practice-based education
teaching strategies: case-based learning, problem-based learning, simulation education and
workplace learning, are used to develop allied health students’ capabilities for collaborative practice.
The potential for practice-based education teaching strategies to enhance allied health students’
capabilities for collaborative practice was also explored. Instances of resonance between social
constructivism, collaborative practice and current allied health higher education are identified.
Chapter 1 described how allied heath accreditation standards and higher education regulatory
bodies’ influence curriculum design. In this chapter, I explore how social constructivism
underpinnings guides curriculum design in relation to development of allied health students’
collaborative practice capability.
This chapter begins with an introduction to social constructivism and the underpinning theoretical
intent of practice-based education teaching strategies commonly used in allied health higher
education. This broad exploration is then narrowed to explore how four key practice-based
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education teaching strategies can be used to develop allied health students’ capabilities for
collaborative practice more particularly. In contrast to previous chapters, where contextual
capabilities were presented first, this section purposefully presents establishing individual
capabilities first to represent a strong focus in the literature on the individual via development of
discipline-specific competencies. This prioritisation of the individual reflects a focus on development
of discipline-specific skills and abilities in allied health higher education, with less focus on the
development of students’ social and contextual capabilities.
As identified in Chapter 2, to develop a deeper understanding of the phenomenon, I engaged with
the texts via a Gadamerian dialogue of question and answer. My research questions and subquestions helped guide the dialogue questions with which I approached this text set. The subquestions I used to guide dialogue with this text set included sub-questions 5 and 6:
5. How are allied health students’ capabilities for collaborative practice developed in higher
education using practice-based education teaching strategies?
6. How do social constructivism and practice-based education teaching strategies inform the
development of allied health students’ capabilities for collaborative practice?
The use of these sub-questions to guide dialogue with the second text set broadened and deepened
my horizon of understanding of how allied health students’ collaborative practice capability is
developed in higher education. This has contributed to answering my overarching research question
as identified in Chapter 2: How is allied health students’ collaborative practice capability developed
in higher education contexts?

5.2 Theoretical underpinnings of practice-based education
This section explores the theoretical underpinnings of four commonly utilised practice-based
education teaching strategies in allied health higher education: case-based learning, problem-based
learning, simulation-based education and workplace learning, and highlights their potential for
development of allied health students’ collaborative practice capability. These teaching strategies
are examined in relation to social constructivist theories. This section explores how these teaching
strategies or activities within these teaching strategies are founded on the notion of students, and
students and educators, ‘working together’. This focus on working together resonates with
collaborative practice itself and helps elucidate the potential value of these practice-based
education teaching strategies in development of allied health students’ collaborative practice
capability in higher education.
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Social constructivism is a complex construct that defies simple explanation or a single description
(Nuthall, 2002), however can be understood through three key principles. These principles
underscore that like collaborative practice, context, interaction between people and the individual
are at the core of social constructivism:
1. Contextual influences on learning
Social constructivism emphasises external influences on learning. These external influences are
considered ‘socially mediated experiences’ that form the basis for learning and future behaviour.
Socially mediated experiences include guidance given by others during learning and subsequent
knowledge construction from this input (Postholm, 2008).
2. Participation and interaction
Practices, including collaborative practices, can be developed from childhood and are heavily
dependent on early learning experiences and environments (Rogoff, 2012). Individual
development is dependent on early guided participation, engagement with an activity helping
individuals change and handle a later situation in ways prepared by their own early participation
(Rogoff, 2008).
3. Continuous reciprocal interaction
Social constructivist learning theory explains human behaviour in terms of a continuous
reciprocal interaction between cognitive, behavioural and environmental determinants
(Bandura, 1977).
The importance of context, interaction and the individual in these three principles highlights the
value of using social constructivism in seeking deeper understanding of how practice-based
education teaching strategies develop allied health students’ collaborative practice capability. In
social constructivist education settings, interaction involves more than reciprocal dialogue between
learners; it encourages individuals to work together in co-construction of new knowledge (Schreiber
& Valle, 2013). The importance of interaction in social constructivism resonates with the premise
that collaborative practice is fundamentally ‘people working together’ and supports the use of
practice-based education teaching strategies to develop allied health students’ collaborative practice
capability. In the remainder of this section, four key strategies (case-based learning, problem-based
learning, simulation-based learning and workplace learning) are briefly examined in relation to social
constructivism.
Case-based learning is a commonly implemented practice-based education teaching strategy which
advances students’ clinical problem-solving ability often more effectively than traditional lectures
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(Yoo & Park, 2014). Case-based learning is based on social constructivism, as it moves away from
didactic teaching approaches towards student active participation, where learning is seen as
‘experiencing’ (Stroet, Opdenakker, & Minnaert, 2014). Case-based learning, while a relatively
structured experience with students required to undergo some preparation in advance, aims to
prepare students for clinical practice through the use of authentic clinical cases, in small groups
(Thistlethwaite et al., 2012). Case-based learning sessions are guided by an experienced educator,
providing students with a ‘socially mediated experience’, consistent with the ‘Zone of Proximal
Development’ first described by social constructivist theorist Liev Vygotsky in 1987. The Zone of
Proximal Development identifies the significance of interaction in learning, taking into account the
‘distance’ between the actual developmental level of a student, as determined by independent
problem solving, and the level of potential development as determined through problem solving
under adult guidance or direction of more capable peers (Vygotsky, 1987, p. 86). The interaction
between the student and the more experienced educator facilitates current learning and guides
future learning behaviour (Postholm, 2008). There is a level of collaboration inherent in case-based
learning through these interactions between students and their more expert guide, and the typical
smaller group structure (Thistlethwaite et al., 2012). Case-based learning encourages students to
work together to learn (Schreiber & Valle, 2013), like other social constructivist teaching strategies,
highlighting the potential contributions of using case-based learning to develop allied health
students’ collaborative practice capability. In relation to social constructivist underpinnings, casebased learning is built on participation and interaction; as well as being shaped by contextual
influences on learning. This occurs through student participation in classroom activities, facilitated
by educator guidance.
Problem-based learning is a practice-based education teaching strategy that aims to part-replicate
clinical processes, the basic premise being a group of students working through a problem working
towards understanding or resolution of the problem (Kingsbury & Lymn, 2008). Problem-based
learning is a learner-centred approach that empowers learners to conduct research, integrate theory
and practice, and apply knowledge and skills to develop a viable solution to a defined problem,
facilitating a life-long approach to learning and learning skills that can be adapted across settings
(Savery, 2008). Little preparation is required in advance and limited guidance is provided during the
case discussion in problem-based learning in contrast to case-based learning (Benjamin & Keenan,
2015). Student learning is facilitated via ‘tackling real life problems’ (Harland, 2003, p. 263), with
problem-based learning’s theoretical underpinnings based on adopting a student-centred approach
where students are guided to take initiative to solve problems by interacting with their peers in
group settings (Takahashi & Saito, 2013). A group works through a problem with assistance and
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guidance from an educator, however it differs from case-based learning in that it is a student-driven
process and less structured (Takahashi & Saito, 2013). Problem-based learning is also based on the
premise that knowledge and answers are dually developed between the student and their educator
(Kingsbury & Lymn, 2008). Knowledge is therefore ‘co-constructed’ through interaction in the
manner of Vygotsky’s (1987) Zone of Proximal development. The interplay between interaction and
learning between students and educators, and potential inability to separate the two, highlighted by
Vygotsky’s work, is a key feature of problem-based learning. Problem-based learning’s heavy
reliance on student participation, interaction and guidance, strongly resonates with social
constructivism.
Simulation-based education includes a broad range of strategies that may involve the use of actors,
people, environments, role play, task trainers, computer systems or manikins to enable students to
practise a variety of skills in more authentic environments (Nestel & Gough, 2018; Weller, Nestel,
Marshall, Brooks, & Conn, 2012). The notion of realism in simulation, also called ‘fidelity’, refers to
the degree of reality of the experience and how it replicates the characteristics of the real task, or
the extent to which the appearance and behaviour of the simulator/simulation match the
appearance and behaviour of the simulated system (Lioce, 2020; Evgeniou & Loizou, 2012; Maran &
Glavin, 2003). The notion of fidelity can encompass conceptual, environmental, functional, physical,
psychological and technological replications of real events or workplaces (Lioce, 2020). Low-fidelity
simulations are designed to replicate only part of the real tasks, whereas high-fidelity moves towards
an enhanced sense of clinical reality (Evgeniou & Loizou, 2012; Lioce, 2020). The value of simulationbased education as a teaching strategy, is in its ability to link classroom learning to workplace
practice through the creation of common clinical situations, combined with opportunities for postscenario discussions and reflective learning (Conrad, Guhde, Brown, Chronister, & Ross-Alaolmolki,
2011). In healthcare education, simulation-based education encompasses a range of strategies from
simple low-fidelity tasks, such as nursing students learning to undertake intravenous injections into a
manikin (Abdulmohsen, 2010) to high-fidelity complex scenarios using actors or people acting as
simulated patients to more authentically reflect a clinical setting (Pritchard, Blackstock, Nestel &
Keating, 2016). More complex simulation-based education can move between settings, providing
allied health, medical and nursing students with the opportunity to provide handovers and work
with multiple disciplines (Brown, Howard, & Morse, 2016). Simulation-based education is a teaching
strategy that relies on student participation and interaction, often with disciplines other than their
own, to facilitate learning in a simulated healthcare setting (Hurst, Greene & Gough, 2017; Weller,
Nestel, Marshall, Brooks, & Conn, 2012), resonating with the importance of interaction between
people in collaborative practice. In healthcare education, simulation-based education is useful as
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students are able to learn and practise in more authentic environments, and have opportunities for
formative feedback from peers, educators and simulated patients (Cook, 2013). Student
participation in simulation-based education resonates with constructivist theorist Barbara Rogoff,
whose learning model is based on observation and pitching in (2012). Rogoff’s work is particularly
relevant in better understanding the theoretical underpinnings of simulation-based education as
although much of Rogoff’s work is based within cultural spaces and Indigenous communities with a
focus on children, the notions of ‘observation’, ‘participation’ and ‘pitching in’ resonate strongly with
simulation-based education. ‘Pitching in’ as described by Rogoff, can be understood as initial
observation, followed by guided participation of a learner within a community of practice.
Establishing new understandings and skills, as well as advancing responsibilities in activities, is an
interactive process between child (learner) and guide (Rogoff, 2012). The notion of ‘observation’ in
learning resonates with another element of simulation-based education, where directed observation
instead of hands-on participation can facilitate learning (O’Regan, Molloy, Watterson & Nestel,
2016).
Workplace learning, where allied health students spend time in healthcare settings, provides
practice experience, role models, opportunities to develop practice-based knowledge and capability,
and appreciate the realities of practice (Higgs, 2018). Thus, workplace learning is key in allied health
higher education and in developing collaborative practice capability in particular. Workplace learning
is a multifaceted phenomenon which involves complex webs of power, acceptance into a community
of practice, and transformation of both learners and practice communities (Patton, Higgs, & Smith,
2013). More particularly, in allied health contexts, workplace learning facilitates student
engagement with real-life heathcare practice guided by qualified health professionals, referred to as
clinical educators or workplace learning supervisors (Delany & Bragge, 2009). A key value of
workplace learning is student participation within an authentic clinical environment, providing
opportunities to construct knowledge through interaction with the socio-cultural context of
workplaces within which they find themselves (Adams, 2007). This importance of learner interaction
with an authentic environment resonates with Bandura’s concept of continuous recipricol
interaction, where human behaviour is explained in terms of a continuous reciprocal interaction
between cognitive, behavioural and environmental determinants (Bandura, 1977). Workplace
learning provides students with oppurtunities to interact with cognitive determinants (in the form of
their own decision-making around patient care), behavioual determinants (responding to the people
around them), and environmental determinants (responding to patient needs and healthcare
contexts) and also resonates with Rogoff’s (2012) ‘participating and pitching in’ theories of learning.
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This section has examined key theoretical underpinnings of four commonly utilised practice-based
education teaching strategies in allied health higher education: case-based learning, problem-based
learning, simulation-based learning and workplace learning. Their resonance with social
constructivism has been identified, providing a lens to explore the capacity of these practice-based
education teaching strategies to develop allied health students’ collaborative practice capability. The
interactive nature of case-based learning, problem-based learning, simulation-based education and
workplace learning position these teaching strategies as potentially valuable in development of
allied health students’ collaborative practice capability. This capacity is examined in the upcoming
section.

5.3 Developing collaborative practice capabilities using practice-based
education
This section explores contemporary allied health higher education, in particular four key practicebased education teaching strategies, case-based learning, problem-based learning, simulation-based
learning and workplace learning, and their capacity to develop students’ capabilities for allied health
collaborative practice. The order of exploring the development of capabilities has been deliberately
reversed for reporting findings of this study (in comparison with Study 1). This section examines
establishing individually driven capabilities first to represent a strong focus identified across the
literature on prioritisation of development of individual, discipline-specific skills and competencies.
In this section I examine the four key practice-based education teaching strategies in relation to their
role in developing students’ capabilities that enable them as allied health professionals to
strengthen their individual contribution to shaping collaborative practice, as well as the contextual
and social capabilities for collaborative practice, introduced in Chapters 3 and 4.
I explore how the literature positions case-based learning, problem-based learning, simulation-based
education and workplace learning in the development of students’ capabilities for collaborative
practice. The potential of these teaching strategies in relation to the development of students’
collaborative practice capabilities is also examined. While all four strategies have been found to have
excellent potential to develop the different capabilities for allied health collaborative practice, there
remains scope for more deliberate, targeted and scaffolded development of students’ capabilities
for allied health collaborative practice within all of these strategies. I use the verbs ‘establishing’,
‘building’ and ‘forming’ in this section so to avoid over-use the word ‘develop’ as well as highlight
the active role of both students and teachers in the development of collaborative practice capability.
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5.3.1 Establishing capabilities to strengthen individual contribution
The capabilities knowing how to enter and engage in collaborative practice, ethical courage,
professional expertise, willingness and flexibility were identified in Chapters 3 and 4 as key in
enabling allied health professionals to strengthen individual contributions that shape collaborative
practice. This section explores how four key practice-based education teaching strategies are
currently used to develop allied health students’ capabilities for collaborative practice and the
potential of these teaching strategies to further develop these capabilities. Practice-based education
teaching strategies tend to focus on development of parts of the capabilities knowing how to enter
and engage in collaborative practice and professional expertise, in particular, discipline-specific skills
and knowledge, role understandings and critical thinking skills. How practice-based education
teaching strategies develop ethical courage, willingness and flexibility is less apparent across the
literature.
i.

Focus on individual discipline-specific skills and abilities

Across the literature there is a strong focus on the development of allied health students’ individual,
discipline-specific skills and abilities in practice-based education, which resonates with parts of the
capabilities knowing how to enter and engage in collaborative practice and professional expertise. As
described in Chapters 3 and 4, these capabilities are based, in part, on knowing one’s own and
others’ roles, underpinned by well-formed discipline-specific skills and knowledge. All four practicebased education teaching strategies examined in my research have a strong focus on development
of discipline-specific skills and abilities, the development of qualities less apparent across the
literature.
Understanding one’s own and other health professional roles is an important part of the capabilities
knowing how to enter and engage in collaborative practice and professional expertise.
Interprofessional activities embedded into practice-based education teaching strategies can enhance
students’ understandings of other disciplines’ roles, however there is some inconsistency around the
integration of interprofessional activities into allied health higher education (see Boshoff, Murray,
Worley, & Berndt, 2020; Gordon, Lind, & Baker, 2020; Goolsarran, Hamo, Lane, Frawley, & Lu, 2018;
Venville & Andrews, 2019). Therefore, it cannot be presumed that student understandings of
discipline roles are being consistently developed across allied health higher education. Case-based
learning and problem-based learning are widely used as an approach to incorporate
interprofessional education into healthcare education (Eccott, Greig, Hall, Lee, Newton, & Wood,
2012; Thistlethwaite et al., 2012). Providing opportunities to communicate between students of
different health professions, as seen in interprofessional education, has been demonstrated to
improve attitudes towards other health professionals, strengthen working relationships and enhance
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role understandings (Barr, Reeves, Hammick, & Freeth, 2005; Cahill, O’Donnell, Warren, Taylor &
Gowan, 2013; Payler, Meyer, & Humphris, 2008; Thistlethwaite et al., 2012; Walker, Cross, &
Barnett, 2019). However, in higher education, allied health students are largely taught by disciplinespecific health practitioners from their own disciplines (Boshoff et al., 2020) and interprofessional
education is still inconsistently delivered across higher education, including within allied health
programs (Stanley & Stanley, 2019). While uptake of interprofessional activities in practice-based
education strategies is increasing within higher education, it generally remains associated with
nursing and medical education, as opposed to nursing, medical and allied health education
(Goolsarran, Hamo, Lane, Frawley, & Lu, 2018). Consequently, despite a presumption that
integration of interprofessional strategies into teaching strategies such as case-based and problembased learning will enhance students’ understandings of other disciplines’ roles, the extent to which
these strategies are used in allied health programs remains limited. Enhancing students’
understanding of other disciplines’ roles through interprofessional case-based and problem-based
learning reflects the social constructivist principle around contextual influences on learning, because
students’ learning of roles occurs through both socialisation between students and guidance from
others.
There is a strong focus in allied health higher education on the development of individual disciplinespecific skills and critical thinking abilities such as problem-solving, clinical reasoning and reflection,
which resonate with parts of the knowing how to enter and engage in collaborative practice and
professional expertise capabilities. Focused development and assessment of individual ability and
knowledge in case-based and problem-based learning is evidenced through concentration on
development and assessment of students’ problem-solving and clinical reasoning skills (see Chan,
Hsu & Hong, 2008; Loghmani, Bayliss, Strunk, & Alternburger, 2011; Rong & Choi, 2019; Seren &
Ustan, 2008; Thomas, O'Connor, Albert, Boutain, & Brandt, 2001; Yoo & Park, 2014). Critical thinking
and efficacy, also part of knowing how to enter and engage in collaborative practice can also be
developed through repeated practice of real-world skills and appropriate feedback in simulationbased education (Adib-Hajbaghery & Sharifi, 2017; Davies, 2013), reflecting Bandura’s continuous
reciprocal interaction in terms of social constructivist underpinnings. Simulation-based education
can also enhance students’ problem-solving skills, as well as understanding of others’ roles (Lin, Hou,
& Chang, 2020; Titzer, Swenty & Hoehn, 2011), resonating with parts of knowing how to enter and
engage in collaborative practice and professional expertise capabilities. It is important to recognise
that while simulation-based education can be used to develop some explicit parts of capabilities
such as problem-solving, it should be carefully planned, scaffolded and assessed to ensure
development of particular capabilities and shouldn’t be presumed to automatically develop
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particular capabilities (Tyerman, Luctkar-Flude, Graham, Coffe, & Olsen-Lynch, 2016), including
those for collaborative practice. For example, student readiness needs to be considered during
planning for simulation activities as when students are not ready to fully engage in simulation-based
education, opportunities for interactions to take place may be lost (Rossler & Kimble, 2016). With
lost opportunity for interaction the development of students’ capabilities for collaborative practice
or parts of capabilities that can be enhanced through interactions, such as understanding roles, can
be limited.
Parts of knowing how to enter and engage in collaborative practice, such as critical thinking and
personal efficacy, can also be developed through opportunities to experience authentic workplace
practices during workplace learning, (Kent, Hayes, Glass, & Rees, 2017). Workplace learning has
been demonstrated to enhance students’ feelings of being at ease communicating with others
(Denniston, Molloy, Ting, Lin, & Rees, 2019; Pinto et al., 2012) and confidence in the effectiveness of
their clinical interventions (Kent, Hayes, Glass & Rees, 2017), thereby developing personal efficacy.
However, the complexities and challenges that students can experience as part of workplace
learning can detrimentally impact student self-efficacy. For example, student confidence can be
lessened when students encounter challenging workplace situations such as bullying and
harassment or experience depression and fatigue due to workplace learning experiences (Nash,
Scott, Pit, Barnes, Ivory, & Hooker, 2020). Supportive settings such as case-based learning, problembased learning and simulation-based education allow students to practise skills and problem-solve in
sheltered environments, in turn enhancing their self-belief (see Goldman, Tiegs, Uquillas, Nachtigall,
Fino, Winkel, & Lerner, 2017; Mills, Hansen, Nang, McDonald, Lyons-Wall, Hunt, & O’Sullivan, 2020;
Tudor, Kyaw, Dunleavy, Smart, Semwal, Rotgans, Low-Beer, & Campell, 2019), and can therefore be
used as part of early scaffolding in development of students’ personal efficacy. Scaffolding
development of student personal efficacy is important given the high-pressure nature of healthcare
settings, where students experience pressure in relation to their performance, but also encounter
stressors that are associated with healthcare settings (Epstein, Khanlou, Balaquiao, & Chang, 2019;
Lincoln, Adamson, & Covic, 2004), such as observing very sick patients for the first time, learning to
interact with educators and patients, the complexity of patient care and fast-paced nature of some
healthcare settings (Davenport, Heat, Ferguson, McAllister, & Lincoln, 2018; Epstein, Khanlou,
Balaquiao & Chang, 2019; Gibson et al., 2018; He, Turnbull, Kirshbaum, Phillips, & Klainin-Yobas,
2018). Workplace learning is a fundamental part of allied health higher education and likely to be
key in developing allied health students’ collaborative practice capability. The high-pressure nature
of healthcare settings highlights the importance of preparing students for workplace learning if it is
to be used to develop collaborative practice capability and underpinning capabilities for
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collaborative practice. The importance of workplace learning in developing allied health students’
collaborative practice capability is based on the notion that higher education curriculum should be
based on preparing students to engage in practice (Loftus & McKenzie 2013), and it is inappropriate
to surmise that universities alone can replicate the variability of experiences a student may be
exposed to in workplaces. The important contribution of WPL to students’ development of
professional capabilities is reflected in accrediting bodies’ requirements in regard to amount of WPL
and professional bodies’ development of specific WPL assessment tools (for example, the Australian
Physiotherapy Practice Assessment Tool and Speech Pathology Australia Competency Based
Occupational Standards). Various allied health workplace learning assessment tools have elements
that resonate with the capabiltiies for collaborative practice. For example, the Speech Pathology
Australia Competency Based Occupational Standards and the Occupational Therapy Student Practice
Evaluation Form have requirements around demonstrating understandings of scope of practice and
other people’s roles, which resonate with capabilities described in Chapter 3 and 4 such as
appreciating professional boundaries and professional expertise. Thus, workplace learning is a key
part of allied health higher education preparation of students for healthcare practice (Smith & Higgs,
2010b), including collaborative practice.
Self-reflection, an important part of knowing how to enter and engage in collaborative practice, is
often a focus of case-based learning, problem-based learning, simulation-based education and
workplace learning. Self-reflection is consistently targeted for development across allied health
education (see Binyamin, 2018; Delany, Golding, & Bialocerkowski, 2013; McMahon, 2016; Sharples
et al., 2017), however is generally individually focused without encouraging students to consider
other perspectives such as patient and health professionals from other disciplines (Gummeson,
Sunden, & Fex, 2018). To develop capacity for self-reflection, allied health students need heightened
awareness, critical self-appraisal and development of suitable ideas and practices (Ryan & Higgs,
2008). Therefore, it may be helpful for students’ capability for reflection to be explicitly developed in
preparation for allied health collaborative practice contexts as it cannot be presumed that reflective
skills will automatically transfer from more isolated use of these skills to collaborative environments.
How practice-based education teaching strategies are used to develop other capabilities such as
flexibility, willingness and ethical courage, important in strengthening individual contributions that
shape collaborative practice, is less apparent across the literature, although they are valued parts of
work readiness in allied health students (O’Brien, Tory & Kirkpatrick, 2020). There is an emerging
emphasis in allied health higher education on the importance of flexibility in curricula and content
delivery (see Regmi & Jones, 2020), and acknowledgement that forms of interactive learning (such as
case-based learning, problem-based learning, simulation-based education and workplace learning)
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may develop capabilities such as flexibility and willingness for collaborative practice (Itzhaki, Leurer,
Warshawski, & Bar; 2020; Weinbeger & Shonfeld, 2018). How these teaching strategies can be used
to develop (and assess) flexibility, willingness and ethical courage is less clear (see Itzhaki et al.,
2020; Kent, Hayes, Glass & Rees, 2017; Titzer, Swenty, & Hoehn, 2011). Assessment rubrics that
focus on competency and discipline-specific clinical knowledge, clinical reasoning, and manual skills
can limit the development of other capabilities such as flexibility, willingness and ethical courage
(Bleakly, 2006; Trede & Smith, 2013). This focus on discipline-specific knowledge may be in response
to professional accreditation requirements as outlined in Chapter 1 and the subsequent structuring
of workplace learning around meeting competency standards (see Australian Health Practitioner
Registration Agency; 2015a, 2015b, 2018, 2020; Speech Pathology Australia, 2016).
Case-based learning, problem-based learning, simulation-based education and workplace learning
teaching strategies are currently used to develop some of the capabilities that enable health
professionals to strengthen their individual contribution that shapes collaborative practice, although
in some instances how these teaching strategies develop these capabilities is not explicit. Current
teaching in allied health higher education tends to focus on the development of cognitive and skillbased capabilities within professional expertise and knowing how to enter and engage in
collaborative practice, such as discipline-specific skills and critical thinking, aligning with
accreditation requirements, with less focus on development of qualities such as flexibility,
willingness and ethical courage.
ii.

Recognising the potential of practice-based education in strengthening individual
contributions

Parts of professional expertise and knowing how to enter and engage in collaborative practice such
as understanding roles, discipline-specific skills and critical thinking ability, tend to be a focus of
contemporary practice-based education (see Bleakly, 2006; Chan, Hsu, & Hong, 2008; Loghmani,
Bayliss, Strunk, & Alternburger, 2011, Trede & Smith, 2013). However, the development of qualities
such as willingness, flexibility and ethical courage are largely overlooked in contemporary practicebased education literature. There is potential to explicitly target the development of these qualities
through deliberate use of practice-based education teaching strategies such as case-based learning,
problem-based learning, simulation-based education and workplace learning.
Carefully constructed teaching strategies can encourage students to draw on and subsequently
develop multiple capabilities simultaneously, reflecting the intertwined nature of the capabilities for
collaborative practice themselves. Integrating interprofessional education opportunities in casebased learning, problem-based learning, simulation-based education and workplace learning can
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target development of multiple capabilities, such as ethical courage, flexibility and willingness that
enable allied health professionals to strengthen individual contribution that shapes collaborative
practice, particularly those that are less apparent. For example, allied health students’ value for
collaborative practice, part of the values underpinning ethical courage, can be enhanced using
interprofessional simulation-based education. This teaching strategy has been demonstrated to
improve student understandings of other professionals’ perspectives, roles and knowledge and
create greater interprofessional awareness, generating cohesiveness and positive attitudes towards
interprofessional practice (Marion-Martins & Pinho, 2020; Yang et al, 2017). As described in Chapter
1, interprofessional practice is a form of collaborative practice, therefore positive attitudes towards
interprofessional practice can enhance students’ value of collaborative practice more broadly. This
link between positive attitudes towards practice and interprofessional simulation-based education
highlights an important contribution of interprofessional experiences in improving the way that
students value interprofessional practice. Pre- and post-simulation briefing sessions that emphasise
the value of this form of practice through outlining goals and objectives and clarifying the
expectations and focus of the simulation-based education have been demonstrated to positively
influence the value students place on interprofessional practice (Hughes & Hughes, 2020). Prebriefing is important in setting up valuable learning experiences, outlining elements such as learning
objectives, the learners’ characteristics, logistics support, communication and feedback (Gough &
Nestel, 2018). Debriefing is also a critical component of simulation-based education, optimising
reflection, skill development and retention, and mastering learing goals (Sawyer, Eppich, BrettFleeger, Grant & Cheng, 2016). Applying this notion more specifically to collaborative practice, it
follows that the way that students value collaborative practice can be enhanced through
participation in simulation-based education that includes briefing processes emphasising the value
of allied health collaborative practice. Interprofessional and collaborative practice simulation-based
education can also help students better understand collaborative practice itself, an important part of
entering and engaging in collaborative practice, resulting in willingness to participate in collaborative
practice in the future, provided they have positive experiences. The concurrent development of
capabilities such as entering and engaging in collaborative practice and willingness provides an
example of how a single teaching strategy such as a simulation-based education scenario can, with
careful planning, enhance multiple student collaborative practice capabilities.
Explicit capabilities that are more quality-based such as flexibility and ethical courage can also be
developed through practise-based education. There are clear limitations in terms of clinical
authenticity in case-based and problem-based learning generally undertaken in classrooms in
comparison to learning in actual workplaces (see Haruehansawasin & Kiattikomol, 2018;
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Thistlethwaite et al., 2012). However, case-based learning and problem-based learning can target
initial development of specific capabilities, such as the development of flexibility and ethical
courage, to then be built on in more authentic clinical settings. For example, introduction of an
ethical challenge into a case as part of case-based learning might begin to develop ethical courage,
where students are presented with ethical challenges, drawing on and developing ethical
understandings and problem-solving (see Souza & Vaswani, 2020) and as a result, developing ethical
courage. This reflects Bandura’s continuous reciprocal interaction in terms of social constructivist
underpinnings, where students learn through interaction with cognitive, behavioural and
environmental determinants. In this example, students are required to interact with a cognitive
determinant in the form of ethical challenges. Case and problem-based learning can establish
students’ theoretical understandings in relation to some of the capabilities required for allied health
collaborative practice and despite limitations in clinical authenticity (e.g., lack of authentic patients,
limitations in exposure to other health professionals), can provide early scaffolding for the
development of these capabilities. Currently it is less apparent if there is explicit scaffolding of the
development of capabilities for collaborative practice across case- and problem-based learning, with
references to scaffolding mainly occuring in relation to the extent of educator guidance and support
as oppposed to introducing and building explicit capabilities (see Ali & Sebai, 2010; Haruehansawasin
& Kiattikomol, 2018; Son & Song, 2012; Yuan, Williams, & Fan, 2008).
The nature of allied health collaborative practice capability, where health professionals need to
simultaneously draw on multiple capabilities to strengthen, navigate and respond to the many
elements that shape collaborative practice, can be reflected within simulation-based education. To
encourage students to draw on multiple capabilities at the same time requires carefully constructed
scenarios by educators who have strong understandings of the elements that shape collaborative
practice and the capabilities for collaborative practice. Development of simulation scenarios is a
complex undertaking and educators should be appropriately trained in creating and overseeing
simulation scenarios (Greene, Hellaby, Webster-Henderson, Tuttle, Nestel & Gough, 2016). For
example, the development of willingness and flexibility could be targeted by using scenarios that
require health professionals to be willing to participate in allied health collaborative practice and at
times, for particular disciplines to step back and prioritise other disciplines’ input to patient care.
Requiring particular disciplines to step back can develop students’ flexiblity as this more holistic
approach to care relinquishes individualism and enhances teamwork (Soemantri et al., 2019). It is
important to note that healthcare education literature recognises what skills, qualities and
competencies simulation-based education develops which includes some of the capabilites for allied
health collaborative practice or parts of capabilies such as understanding roles, respect, trust and
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critical thinking abilities. However, there remains limited understanding around how simulationbased education contributes to the development of collaborative skills (such as understanding roles
and communication), qualities and competencies (Marion-Martins & Pinho, 2020), including
capabilities for allied health collaborative practice such as flexibility. Understanding that capabilities
can be drawn on in response to elements that shape collaborative practice provides some guidance
for how simulation-based education might be best designed to contribute to the development of
particular capabilities.
Ethical courage and flexibility can be developed if allied health educators and supervisors themselves
have expertise in and demonstrate these capabilities, based on the notion that behaviours of health
professionals significantly influence students’ learning (Perry, Henderson, & Grealish, 2018). The way
in which students need to be guided by someone with more advanced expertise reflects Vygotsky’s
(1987) Zone of Proximal Development, particularly in relation to workplace learning, where it is
preferred that supervisors have expertise in their field of practice (Snowdon, Sargent, Williams,
Maloney, Caspers, & Taylor, 2020). For students to be work-ready on graduation, they need to have
undertaken learning within workplace environments to ensure they have the skills required for that
particular social context, guided by someone with more advanced expertise (Romig, Tucker, Hewitt,
& Maillet, 2017). Extending these notions to developing capabilities such as ethical courage and
flexibility, allied health students can benefit from participation in collaborative practice during
workplace learning, potentially targeting development of explicit capabilities such as ethical courage
and flexibility, overseen by supervisors who have strong understandings and value these capabilities
themselves. Due to its high-stakes nature and the potential risks of these high-pressured
environments (Patton & Newton 2018), workplace learning can play an important role in scaffolding
development of collaborative practice capability, where students begin to develop capabilities in less
pressured settings, such as in case- and problem-based learning, and work towards drawing on
explicit capabilities in workplace learning settings. Workplace learning reflects all three social
constructivist principles: contextual influences on learning, participation and interaction, and
continuous reciprocal interaction.
In this section I have identified potential for practice-based teaching strategies such as case-based
learning, problem-based learning, simulation-based education and workplace learning to better
develop student capabilities for collaborative practice such as ethical courage, flexibility and
willingness which have traditionally been less of a focus in contemporary teaching strategies.
Integrating interprofessional opportunities into teaching strategies opens opportunities to improve
students’ communication ability and the value students place on working with other health
professions, in turn enhancing their appreciation for collaborative practice. There is currently limited
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scaffolding around development of the capabilities that enable allied health professionals to
strengthen contributions to the individual elements that shape collaborative practice, however there
is the potential that case- and problem-based learning could be effectively used for initial
development of students’ capabilities, moving progressively to more complex and challenging
situations through simulation and workplace learning environments. It can also be helpful for
educators and academics to model capabilities for collaborative practice such as ethical courage and
flexibility and demonstrate to students that they value allied health collaborative practice.

5.3.2 Building capabilities that enable navigation of social connections
The social capabilities enabling relationships, having social awareness, reciprocity, friendliness and
openness provide a foundation for cultivating and nurturing the relationships and interactions core
to collaborative practice. These capabilities underpin allied health professionals’ capacity to navigate
the social connections that shape allied health collaborative practice. This section explores how
contemporary allied health higher teaching strategies are employed to develop these capabilities,
and the currently largely untapped potential of these teaching strategies in development of these
social capabilities. Practice-based education teaching strategies tend to focus on the development of
the communication skills that underpin enabling relationships, with some regard paid to social
awareness. How allied health practice-based education teaching strategies are used to develop
friendliness, openness and reciprocity is less apparent across the literature.
i.

Interacting in practice-based education

Contemporary allied health practice-based education teaching strategies largely prepare students
for establishing and building relationships key in allied health collaborative practice through the
interactions central to these teaching strategies themselves. The small-group work that is often a
feature of practice-based education teaching strategies such as case- and problem-based learning
provides opportunities for interactions which help build various skills and knowledge, including
relationship skills (Goolsarran, Hamo, Lane, Frawley, & Lu, 2018; Thistlethwaite et al., 2012). The way
in which student participation in small-group work builds relationship skills resonates with the
collaborative practice capability enabling relationships. Small-group discussion and teamwork
inherent in case- and problem-based learning, and simulation education, as students work through a
case, facilitates student interaction. Subsequently, students develop a number of group skills such as
communication and active listening (Loghmani, Bayliss, Strunk, & Alternburger, 2011; Takahashi &
Saito, 2013), which reflect parts of capabilities for collaborative practice revealed in my research,
such as enabling relationships. It has long been acknowledged that small-group interaction presents
frequent opportunities for students to learn about themselves, explore new and different
relationships, develop assertiveness, facilitate group processes and perform different roles (Baskin,
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Barker, & Woods, 2004). This type of learning requires students to learn with and respond to people,
which can help students to begin building social awareness, another of the key capabilities that
enable health professionals to navigate the social connections that shape collaborative practice.
It is important to note that interactions that occur within case-based learning and problem-based
learning are predominantly between students, and students and their facilitator, and are generally
undertaken within single disciplines and not across different disciplines. The literature revealed
limited embedding of interprofessional education in problem-based learning (Bos, 2020;
Choudhoury, Salam, Mathur, & Choudhoury, 2020; Goolsarran, Hamo, Lane, Frawley, & Lu, 2018).
While the uptake of interprofessional problem-based learning is gradually increasing within higher
education, this generally occurs between nursing and medical students and less frequently between
nursing, medical and allied health students (Goolsarran, Hamo, Lane, Frawley, & Lu, 2018).
Additionally, while interactions between disciplines and subsequent experiences of establishing
relationships between different health professions in problem-based learning is limited, there is also
diminished patient/client ‘voices’ because of the abstract nature of problem-based learning (Ikegami
et al., 2017). Problem-based learning is largely theoretical in nature, with students provided
opportunities to conceptualise parts of patient care but not actually practise them (Poulton, Ellaway,
Round, Jivram, Kavia, & Hilton, 2014), thus facilitating students’ ability to work with each other but
not with patients or clients. Students may need to communicate with and establish relationships
with patients and clients as part of collaborative practice (Ogden, Barr, & Greenfield, 2017),
therefore it is important students have opportunities to interact with authentic patients and clients
as part of developing social capabilities.
The authenticy of interactions in case- and problem-based learning is limited in terms of students’
experiences of genuine clinical interactions with other health professionals and/or patients.
Therefore the opportunity to robustly develop capabilities for collaborative practice such as enabling
relationships and social awareness may be somewhat limited for students to adequately develop
these capabilities. Although students may not experience the clinical aspect of cases firsthand and
authentic patient/health professional interaction in case- and problem-based learning, learning how
families, friends, and medical providers interact and how patients’ interaction with each of these
people impacts the course of healthcare management may affect later clinical experiences through
the opportunity to apply learned skills (Loghmani, Bayliss, Strunk, & Alternburger, 2011; Mumtaz &
Latif, 2017). However, a focus on interactions between students, and students and their educators
as part of problem-based and case-based learning processes does resonate with the importance of
relationships in allied health collaborative practice. Co-construction of knowledge between students
and between students and their educators is central to both case-based and problem-based learning
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(see Goolsarran et al., 2018; Thistlethwaite et al., 2012). This idea of working together reflects
contemporary understandings of collaborative practice itself. However, it is less apparent within the
literature how students’ ability to establish and maintain relationships in order to problem-solve
together is developed, and how these relationship-building abilities developed through problembased learning are translated into practice (see Imafuku, Kataoka, Mayahara, Suzuki, & Saiki, 2014;
Servant‐Miklos, Norman, & Schmidt, 2020; Yew & Goh, 2016). Better understanding of how students
establish and maintain relationships through case-based and problem-based learning is needed to
provide insight into deliberate development of students’ foundational knowledge and skills which
can then be practically applied in clinical settings.
Social interactions that occur as part of simulation-based education can contribute to students’
development of the capability enabling relationships in relation to the relationships in the clinical
setting they are being prepared for. The authenticity of the social interactions in simulation-based
education is stronger than those in case-based and problem-based learning, as simulation-based
education is based on ‘staging’ real-life interactions, whether it be between the student and patient,
or student and other participants in the scenario (Gough et al., 2016; Kaplonyi, 2017). Interactions
between students and patients or other health professions as part of simulation-based education
have been demonstrated to facilitate development of interpersonal and communication abilities
(Lin, Chen, Chao, & Chen, 2013; Mahmood, Mohammed, & Gilbert, 2021). The breadth of social
interactions through a focus on student-patient, student-student, or student-educator interactions
as part of simulation-based education can assist student skill development around relationshipbuilding, depending on the goals of the session (Cowperthwait, 2020; Lin, Chen, Chao, & Chen,
2013). A key feature of simulation-based education is the interaction of the student with other
students (including students from one’s own and other disciplines), simulated patients and
educators. Simulation-based education is therefore highly valued in the development of students’
communication skills (see Gough et al., 2016; Kaplonyi , 2017; Kostoff, Burkhardt, Winter, & Shrader,
2016; Negri et al., 2017), which reflects a key part of the collaborative practice capability, enabling
relationships. Participation in real-life interactions, whether it be between the student and ‘patient’,
or student and other participants in the scenario as part of simulation-based education, provides an
opportunity for students to practise and develop interpersonal and communication abilities (Lin et
al., 2013). Communication ability in particular reflects part of the capability enabling relationships
and its role in collaborative practice transactions (negotiating, sharing and cooperating) as described
in Chapter 3.
Capabilities, including enabling relationships and social awareness, and underpinning
communication skills can also be developed through opportunities for allied health students to
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interact with patients and other health professionals more authentically as part of workplace
learning (see Horstmanshof & Moore, 2016). However, students’ interaction with patients often
varies across workplace learning, depending on the experience of the student, the type of workplace
learning experience and the circumstances of the patient (Horstmanshof & Moore, 2016). This
variability makes it hard to predict how and if social capabilities such as enabling relationships,
social awareness, reciprocity, friendliness and openness are developed as part of workplace learning.
Further impacting development of social capabilities is the different nature of student interactions
and subsequent relationships with patients in relation to those of qualified health professionals, as
students are visitors to health services, have strictly monitored scope of practice, and may have to
regularly check in with their supervisors (Smith, Finlay, Schulz, Patton, & Walker, 2013).
Relationships between students and supervisors and other health professionals during workplace
learning are considered ‘supervisory relationships’ which incorporate elements of hierarchy and
power (Rees et al., 2018; Snowdon, Sargent, Williams, Maloney, Caspers, & Taylor, 2020). Therefore,
it is important to acknowledge that although workplace learning may be helpful in developing some
social capabilities or parts of social capabilities such as communication, there are limitations in the
authenticity of these relationships during workplace learning due to the power differential between
students and their supervisors/other staff members.
Workplace learning can facilitate development of capabilities that enable allied health professionals
to navigate the social connections shaping collaborative practice. However, there is inconsistency
around how students’ social capabilities are developed and assessed in workplace learning. For
example, improving communication ability is a common outcome associated with workplace
learning (see Horstmanshof & Moore, 2016), with assessment of communication ability an important
part of allied health workplace learning (see Australian Physiotherapy Council, 2019; Occupational
Therapy Australia, 2020; Speech Pathology Australia, 2019). Conversely, enhanced student ability to
navigate relationships, which resonates with enabling relationships, while a commonly reported
outcome and benefit of workplace learning (see Horstmanshof & Moore, 2016; Kostoff et al., 2016;
Wolfgang, Wakely, Smith, Burrows, Little & Brown, 2019), is not routinely explicitly assessed (see
Australian Health Practitioner Registration Agency; 2015a, 2015b, 2018, 2020; Speech Pathology
Australia, 2016). This disconnect between the development of particular abilities and assessment
may impact on how students and supervisors value different capabilities and consequently impede
development of and ability to demonstrate student achievement of particular capabilities.
Social awareness may be developed through participation in real life interactions with other health
professionals from the same or different disciplines as part of workplace learning, helping students
to see themselves as part of a broader group of health professionals as opposed to an individual
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health professional (Croker, Higgs, & Trede, 2009; Rees et al., 2020). Development of social
awareness may be achieved through observation and experience of day-to-day clinical practice,
where students can begin to form understandings of how health professionals interact and respond
to each other in a range of clinical practices (Loftus & Simpson, 2010; Rees et al., 2020), reflecting
Rogoff’s (2008) social constructivist theories of observation and ‘pitching in’. Observing how health
professionals work together and interacting with health professionals and patients themselves
provides allied health students with authentic experiences on which they can base their own
practice (Rogoff, Mejia-Arauz, & Correa-Chavez, 2015). As part of workplace learning, allied health
students may have interactions with their own and other health professions, depending on the type
of healthcare service, (Bradley, Bourke & Cosgrove, 2017). Across different workplace learning
settings, allied health students may observe and participate in a broad range of interactions, from
simple patient or client referrals to team meetings and joint patient or client assessments and
treatments (Bradley et al., 2017; Patton, 2018), highlighting the breadth and variability of
interactions which students may experience as part of workplace learning. The extent to which
students experience these interactions requires consideration when using workplace learning as a
teaching strategy for development of students’ social capabilities for collaborative practice.
Developing social capabilities such as enabling relationships, including communication ability, and to
a lesser extent social awareness, tend to be a focus of practice-based education teaching strategies.
The extent to which practice-based education develops friendliness, openness and reciprocity is less
apparent throughout the literature, potentially because communication is commonly featured as an
important skill throughout allied health competency standards, whereas other social capabilities and
parts of capabilities are more inconsistently featured (see Australian Health Practitioner Registration
Agency; 2015a, 2015b, 2018, 2020; Speech Pathology Australia, 2016). Assessment of some
capabilities considered soft skills or qualities, including social competencies, presents some
challenges (Devedzic et al., 2018). The notion of social competencies resonates with my research in
relation to some of the capabilities required to navigate social connections that shape collaborative
practice such as friendliness, openness, reciprocity and social awareness. As allied health higher
education is largely centred on assessment of competency (Barradell, 2017; Fields, Unsworth, &
Harreveld, 2021), where there are challenges in assessment of particular capabilities, focus on
development of these capabilities in contemporary curricula may be diminished.
ii.

Learning how to establish and maintain relationships

Practice-based education is well positioned to promote development of capabilities that enable
allied health professionals to navigate the social connections that shape collaborative practice
because of its social constructivist foundation and inherent sociality. Integrating interprofessional
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education into practice-based education teaching strategies in particular can be helpful in
developing these capabilities, as interprofessional education can enhance abilities and qualities that
cannot be explicitly taught, but must be learned in interaction with others (Wilhelmsson, 2013), such
as teamwork skills and communication (Kilminster et al. 2004; Pinto et al 2012).
Capabilities such as friendliness and enabling relationships can be developed through a focus on how
health professionals establish and nurture health professional and patient relationships. Establishing
and nurturing heath professional relationships can be deliberately integrated into cases as part of
practice-based education teaching strategies, as opposed to a sole focus on diagnosis and
management of a particular condition (George, Carey, Abraham & Sebastian, 2020). Cases written
with a focus on specific social connections that shape collaborative practice can facilitate student
use and development of social capabilities. For example, students can be encouraged to participate
in and respond to collaborative practice transactions (negotiating, sharing and cooperating) through
case-based learning, as case-based learning can provide opportunities for students to participate in
cooperative learning (Thistlethwaite et al., 2012), share perspectives (Eberly Centre, 2020) and
practise negotiating skills (Blatchford, Kutnick, Baines, & Galton, 2003; Farashahi & Tajeddin, 2018;
Hyams & Raidal, 2013).
It must be acknowledged that the interactions within case- and problem-based learning are
predominantly between students, and students and educators, somewhat limiting the scope of
interactions in case-based and problem-based learning. In contrast, through interaction between
students of different disciplines, interprofessional simulation-based education provides
opportunities for students to begin to develop capabilities that enable allied health professionals to
navigate the social connections that shape collaborative practice. However, there is less opportunity
to practise relationship-building with patients because of diminished patient and client ‘voices’ in
problem-based learning teaching strategies and the abstract nature of classroom-based problembased learning (Poulton, Ellaway, Round, Jivram, Kavia, & Hilton, 2014; Ulrich, Homberg, Karstens, &
Mahler, 2019). Limitations in building relationships with other disciplines, as mentioned, may be due
to inconsistent uptake of interprofessional case- and problem-based learning (Goolsarran, Hamo,
Lane, Frawley, & Lu, 2018; Ikegami et al., 2017). Currently, case- and problem-based learning offer
opportunities for students to learn how to work with each other but less so with other disciplines
and patients or clients. As outlined in Chapters 1 and 3, collaborative practice occurs not only
between health professionals, but also between health professionals and patients. There is a clear
need for consideration of how students can interact with patients as part of case-based and
problem-based learning in order to develop their capacity to enable relationships not only with
other health professionals, but also with patients/clients.
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Capabilities such as social awareness and reciprocity can potentially be developed and scaffolded
through the interactions between students and eductators that occur within problem-based
learning. Development and scaffolding of explicit capabilities have been demonstrated to be more
reliant on the educator in particular, given their key role in directing the focus of learning (Schreiber
& Valle, 2013). Due to this significant educator influence on learning, educators should model
expected behaviours themselves whilst facilitating problem-based learning (Papinczak, Tunny &
Young, 2009; Woskinski, Belcher, Durrenberger, Allin, Stormacq, & Gerson, 2018). Educators who
have strong capabilities and model capabilities such as social awareness and reciprocity can
influence the development of these student capabilities. As a result, students themselves can
develop their own social awareness and reciprocity. Utilising educators skilled in particular
capabilities reflects Vygotsky’s Zone of Proximal Development (1987), where learning occurs through
assistance of a more experienced other and is also based on the premise that effective group
functioning in problem-based learning is promoted through educators modelling appropriate
interpersonal behaviours (Hendry, 2009). Deliberately using educators with strong social capabilities
in order to develop student capabilities reflects practice within other industries that may employ
educator experts in specific areas (Farmer, Chen, & Hamm, 2016).
Communication skills are commonly assessed in relation to interprofessional simulation-based
education (see Brown, Howard, & Morse, 2016; Cook 2013; Sim Staff, 2020). Therefore, there could
also be value in using interprofessional simulation-based education to explicitly develop other social
capabilities or parts of social capabilities such as, how to respond to other people and negotiating,
sharing ad cooperating in addition to communication. Interprofessional simulation-based education
with a deliberate focus on encouraging interaction between students through the type of simulation
scenario has been demonstrated to be a valuable tool in preparing health students for collaboration
(Cunningham, Foote, Sowder, & Cunnigham, 2020). The value of interaction in simulation-based
education and its association with preparing students for collaboration highlights the potential of
carefully designed simulation scenarios in the development of students’ collaborative practice
capabilities beyond communication. For example, interprofessional simulation-based education
could target development of friendliness and openness as it has been demonstrated to successfully
shift focus away from actual clinical learning to other skills such as leadership, communication and
teamwork (Jakobsen et al., 2019). Development of particular capabilities such as friendliness and
openness could be further privileged through structured pre- and post-briefings focused on
communication and other non-technical aspects of healthcare (Jakobsen et al., 2019). To provide
opportunities for allied health students to interact with patients or clients and further facilitate
development of social capabilities, the use of simulated patients who themselves have experience as
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health consumers can be beneficial in providing a patient voice (Negri, Mazzo, Martins, Pereira
Junior, Almeida, & Pedersoli, 2017). Historically, simulated patients are not a consistent
homogenous group as they may be professional actors, community volunteers, senior citizens and
university students without necessarily having experience of being patients themselves (Lin, Cheng,
Hecker, Grant & Currie, 2018; Wallace, Rao & Haslam, 2002). There is value in training simulation
actors specifically for allied health simulation in order to develop specific student capabilities, as
actors can be trained to deliberately target development of communication skills (Sweeney,
McNaughten, Thompson, Storey, Murphy, & Bourke, 2019), resonating with the importance of
communication in enabling relationships.
Opportunities for students to participate in more authentic clinical practice and as a result, interact
with other health professionals, patients or clients and their families and carers, and workplace
learning supervisors as part of workplace learning significantly advances their development of social
capabilities. Interaction with other health professionals, patients or clients and their families can
provide a foundation to scaffold progression to participation in the manner of Rogoff’s (2012)
‘observation and pitching in’. The interaction between workplace learning supervisors and students
in particular has a significant impact on student workplace learning experiences, including student
learning, the culture of learning that occurs within healthcare settings, and on student engagement
and performance (Holst, Ozolins, Brunt, & Horberg, 2017; Rodger, Webb, Devitt, Gilbert, Wrightson
& McMeekin, 2008). Relationships between students and their supervisors shape learning that
occurs in workplaces and the value which students place on that learning, depending on their
workplace learning experiences (Patton & Higgs, 2018). This strong influence of workplace learning
supervisors on student learning can impact development of students’ social capabilities if workplace
learning supervisors model explicit capabilities themselves and encourage students to participate in
collaborative practice. This learning is underpinned by Rogoff’s notion of learning through
observation and participation and can lead to development of students’ social capabilities.
Conversely, workplace learning supervisors modelling poor practice could negatively impact on
development of allied health student collaborative practice capability.
Given the multiple social opportunities that exist in healthcare settings, workplace learning is an
ideal environment for students to continue developing skills conducive to collaboration (Hilton &
Morris, 2001; Kent, Hayes, Glass, & Rees, 2017; Patton, Higgs & Smith, 2013), in particular social
capabilities. Interprofessional workplace learning experiences have been demonstrated to improve
communication ability, role-appreciation and the capacity to share knowledge (Saunders, Singer,
Dugmore, Seaman, & Lake, 2016) resonating with a number of the capabilities for collaborative
practice such as enabling relationships, professional expertise and knowing how to enter and engage
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in collaborative practice. The way interprofessional workplace learning develops multiple parts of
capabilities highlights its potential value in developing capabilities concurrently, much like what
participation in collaborative practice itself looks like. While interprofessional workplace learning
experiences are becoming more common in allied health education globally and are based on
students interacting and working together, where several disciplines participate in experiential
learning in practice-based education settings (Morphet, Hood, Cant, Baulch, Gilbee, & Sandry, 2014),
interprofessional workplace learning uptake remains somewhat limited within Australia (Boshoff,
Murray, Worley, & Berndt, 2019; Walker, Cross, & Barnett, 2018).
This section has explored how four key contemporary allied health practice-based education
teaching strategies commonly used in allied health higher education develop students’ social
capabilities for collaborative practice. These social capabilities enable allied health professionals to
navigate the social connections that shape allied health collaborative practice. These capabilities
include enabling relationships, having social awareness and reciprocity, and qualities of friendliness
and openness. The development of enabling relationships and its underpinning parts such as
communication ability and social awareness are to an extent a focus of allied health higher
education. However, it cannot be presumed the interactions students experience as part of their
learning (for example between students themselves, students and educators, students and
simulated patients, or students and patients during workplace learning) alone ensure development
of social capabilities. Parts of enabling relationships such as communication ability, and social
awareness are of some focus in practice-based education, however the way in which friendliness,
openness and reciprocity are developed is less apparent. Further integration of interprofessional
education opportunities into practice-based education teaching strategies provides scope for
broader development of social capabilities, alongside deliberate integration of social connections
into learning activities to encourage students to navigate these connections using particular
capabilities. Workplace learning in particular can be helpful by providing students with opportunities
to develop social capabilities, guided by supervisors who themselves are more experienced and have
better developed social capabilities. Workplace learning also provides opportunities for
simultaneous development of multiple capabilities, such as enabling relationships, having social
awareness and underpinning communication ability, reflecting the entwined nature of collaborative
practice capabilities themselves.

5.3.3 Forming capabilities to appropriately respond to contextual influences
The capabilities that enable allied health professionals to appropriately respond to contextual
influences that shape collaborative practice include appreciating professional boundaries,
responding to collaborative practice catalysts, responsiveness, adaptability and patience. This section
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explores how four key contemporary allied health higher education practice-based education
teaching strategies are used to develop these contextual capabilities, and the potential of these
teaching strategies to develop these capabilities. The length of this section reflects a more limited
focus of contemporary practice-based education on the development of these capabilities that
emerged during my interpretation.
i.

The challenge of developing contextual capabilities

The capabilities that enable allied health professionals to appropriately respond to contextual
influences that shape collaborative practice are less of a focus across practice-based education
teaching strategies. This is in part due to the nature of allied health accreditation competency
standards which are based around technical, discipline-specific skills and abilities as opposed to
more abstract capabilities such as adaptability and responsiveness (see Australian Health
Practitioner Registration Agency; 2015a, 2015b, 2018, 2020; Speech Pathology Australia, 2016).
Practice-based education teaching strategies consistently integrate contextual components of
practice environments into cases, however it is unclear if these components resonate with the
contextual influences particular to allied health collaborative practice and if learnings transfer into
authentic practice environments (see McLean, 2016; SimStaff, 2020; Wozniak, Mahony, Everingham,
Poulos, & Reid, 2005, Yew & Goh, 2016; Yardley, Irvine, & Lefroy, 2013).
Responding to collaborative practice catalysts is developed using practice-based education teaching
strategies through student exposure to different patient and organisational needs. Simulation-based
education, for example, has been adopted as a viable teaching strategy to teach and practise a
diverse range of clinical and non-clinical skills (Ryall, Judd, & Gordon, 2016). Further, simulation is
seen as a helpful steppingstone between classroom and workplace, providing an opportunity to
ensure quality and consistency that can be challenging in workplace learning settings where
universities have little oversight (Patton, Higgs, & Smith, 2013). Depending on the complexity of
simulation experiences, students need to draw on contextual capabilities in order to appropriately
respond to the contextual influences integrated into simulation scenarios. The idea that contextual
influences are integrated into simulation scenarios is based on the premise that simulation-based
education strives to be as realistic as possible and include many elements (including contextual) and
simulate the relationship or interactions between students and these elements (Sim Staff, 2020).
The opportunity to begin to participate and interact in practice as part of simulation-based
education reflects Rogoff’s (2012) notion of learning through ‘pitching in’. The idea that simulationbased education can ensure quality and consistency, as well as safe, controlled environments for
students to practise skills (Pfaff, 2014) presumes this is what students need in preparation for actual
practice environments. Allied health collaborative practice has been revealed in this thesis (Chapter
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3) to be highly variable across settings, with contextual influences necessitating adaptability and
responsiveness in order to participate in collaborative practice. Consequently, the highly structured
and controlled nature of simulation-based education can limit capacity to develop adaptability and
responsiveness in allied health students unless the need for these are specifically factored into
scenarios. Coping with the contextual demands of practical environments as part of simulationbased education can develop student ability to work in more authentic clinical environments.
Students do not necessarily transfer knowledge from one setting to the next, for example from the
classroom to the workplace (Yardley, Irvine, & Lefroy, 2013). It cannot be assumed development of
contextual capabilities as part of simulation-based education will immediately and easily transfer to
a real practice setting, particularly if the simulation-based activity is more focused on observation as
opposed to participation. Strategies such as adequate practise of skills with real patients, use of
authentic case studies, suitable student support and replication of clinical contexts (such as using
simulation-based education) can help the transfer of skill application for students from classrooms
and laboratories to authentic clinical settings (Kent, Hayes, Glass, & Rees, 2017; Lestari, Stalmeijer,
Widyandana, & Scherpbier, 2019). This is an important consideration in transference of allied health
students’ capabilities for collaborative practice from the university setting into workplace learning
and ultimately graduate practice settings.
Adaptability, responsiveness and appreciating professional boundaries may be more easily
developed in authentic workplace settings, as part of workplace learning. Workplace learning
provides students with authentic exposure to a breadth of contextual influences that shape
collaborative practice (such as regulatory and clinical influences), therefore may be well suited for
developing contextual capabilities in order to participate in collaborative practice. Despite
curriculum development focused on student preparation for the workplace, workplace learning
provides activities, interactions and kinds of knowledge that higher education spaces (including labs,
online spaces and classrooms) cannot (Billett, 2016). The importance of workplace learning in allied
health higher education in provision of more authentic clinical experiences for students is further
evidenced by the mandating of workplace learning within all allied health accreditation standards
(see Australian Health Practitioner Registration Agency; 2015a, 2015b, 2018, 2020; Speech
Pathology Australia, 2016). It must be acknowledged however that although workplace learning
provides authentic experiences particularly in relation to student exposure to contextual influences,
workplace learning in Australia is largely discipline-specific, with interprofessional placements still
uncommon largely due to challenges of scheduling, funding and supervision (Walker, Cross, &
Barnett, 2018). Consequently, collaborative practice interactions in workplace learning can be
somewhat limited for students, potentially restricting development of capabilities such as
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responsiveness, as they are based on responding to practitioners who may be part of patient care
teams. While highly valuable, it is also important to acknowledge the limitations of workplace
learning, as it has a tendency to be seen as a silver bullet in terms of preparing students for practice,
a solution that addresses all the gaps within allied health student education (Vaughan et al., 2020).
Given its role in assessment of professional competency, and subsequent focus on discipline-specific
skills and abilities, workplace learning may have some limitations in developing contextual
capabilities (see Australian Health Practitioner Registration Agency; 2015a, 2015b, 2018, 2020;
Speech Pathology Australia, 2016). The pressure to assess these professional competencies and
focus on discipline-specific skills within these competencies, can act to limit the extent to which
workplace learning currently develops students’ contextual collaborative capabilities.
ii.

Planning the development of contextual capabilities

Practice-based education teaching strategies have the potential to explicitly develop allied health
students’ capabilities that enable health professionals to respond to contextual influences on
collaborative practice. Deliberately integrating specific contextual influences that shape
collaborative practice into cases for case-based learning, problem-based learning and simulationbased education could enhance development of some of the contextual capabilities, based on the
notion that these teaching strategies have great scope to incorporate contextual factors such as
human, environmental, social, political and bureaucratic (Wozniak, Mahony, Everingham, Poulos, &
Reid, 2005). For example, the significant variation of collaborative practice across settings could be
incorporated into these teaching strategies through deliberate use of a broad variety of case
examples and patient circumstances that reflect and highlight a range of contextual influences.
Providing opportunities for students to respond to and manage many examples of collaborative
practice catalysts can encourage development of capabilities such as adaptability and
responsiveness.
The idea that case-based learning, problem-based learning and simulation-based education can
integrate contextual influences and subsequently develop contextual capabilities is underpinned by
the premise that case studies facilitate deeper learning that goes beyond simple identification of
correct answers and is more aligned with evidence of critical thinking, and changes in behaviour and
transfer of learning to new cases (McLean, 2016). Importantly, this introduces a temporality to
capability development, highlighting how collaborative practice capability tends to be developed
over time. For example, it takes time for students to experience an adequate breadth of
collaborative practice catalyst examples to appreciate that collaborative practice is varied and
different across settings. Adaptability and responsiveness also can be developed as allied health
students experience a range of case studies over a period of time. One or a couple of learning
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experiences is not likely to adequately represent the breath of examples of collaborative practice
catalysts. Although theoretical in nature, practice-based education teaching strategies such as caseand problem-based learning can at least begin the formation of contextual capabilities in
preparation for application in more authentic settings such as simulation-based education or
workplace learning.
The quality of case-based learning, problem-based learning and simulation-based education
experiences can be enhanced by educators who have experience in and value collaborative practice
and subsequently provide capable guidance necessary for student learning. This requirement for
expertise contradicts a long-held view that due to the student-driven nature of problem-based
learning in particular, educators do not need to be experts in the subject content and it is not their
role to lead (Azer & Azer, 2015). However, if case-based learning or problem-based learning is being
specifically used to develop students’ contextual capabilities for collaborative practice, educators
should have a strong understanding of these capabilities and the nature of collaborative practice
itself to ensure suitable guidance can be provided to assist students’ development of these
capabilities. The importance of educators understanding contextual capabilities is underscored by
the premise that in order to achieve case-based learning and problem-based learning goals,
educators should be trained effectively to guide students (Thistelthwaite, et al., 2012; Wosinski,
Belcher, Durrenberger, Allin, Stormaq, & Gerson, 2018). This can also be important for the case
writers in simulation-based education, as it is important cases are not too simplistic or complicated,
and accurately represent the practice setting (Chan, Hsu & Hong, 2008). Educator understandings of
collaborative practice are important to enable integration of contextual influences and to enhance
the contextual authenticity, and ensure appropriate capabilities are being developed, which also
resonates with Vygotksy’s (1987) Zone of Proximal Development. The Zone of Proximal
Development might be applied in this setting where guidance is provided by educators who have
strong contextual capabilities themselves and can therefore facilitate student development of
capabilities for collaborative practice.
Currently, practice-based education teaching strategies are used to assist development of some
contextual capabilities such as persistence and responsiveness. For example, contextual influences
such as challenges to collaborative practice that call on persistence can be integrated into casebased learning and problem-based learning case studies. This integration is based on the notion that
case-based learning demands that students perceive a given clinical situation as a problem within a
particular context, and then select and implement an appropriate intervention in order to achieve a
desired goal (Rong & Choi, 2019; Thomas, O'Connor, Abert, Boutain, & Brandt, 2001; Yoo & Park
2014). Similarly, problem-based learning teaching strategies are able to consider contextual factors
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(Konings et al., 2018; Wozniak, Mahony, Everingham, Poulos, & Reid, 2005). It is important to note
that case-based learning and problem-based learning both consider and reflect on context, where
contextual influences are integrated as part of the cases and problems presented to students as
opposed to being experienced by students. It is likely that students’ conceptual understanding of
contextual influences developed through case-based and problem-based learning provides a
foundation of skills and knowledge, but it is less apparent how these understandings transfer to
application in collaborative practice settings (see McLean, 2016; Wozniak, Mahony, Everingham,
Poulos, & Reid, 2005, Yew & Goh, 2016).
Capabilities such as responding to collaborative practice catalysts and appreciating professional
boundaries can potentially be developed through simulation-based education. More complex,
authentic simulation-based education provides opportunities for students to respond to contextual
influences as part of the activity (Valadares & Magro, 2014). Contextual influences, including visual
and auditory props, enhance the realism of the experience and provide opportunities for students to
begin to interact with authentic elements of clinical environments (Seale, Ikram, Whittingham, &
Butchers, 2019). Using props can be a valuable way to scaffold the authenticity of simulation-based
education for allied health students, increasing the difficulty of participation in the task through
incorporating additional influences that shape collaborative practice. Deliberate manipulation of
contextual demands in allied health student simulation-based education scenarios is less apparent
throughout the literature, however, is commonly used across nursing student simulation-based
education as a way to enhance the realism of simulation-based education (see Durham & Alden,
2008; Seale et al., 2019; Valadares & Magro, 2014). It is important to note challenges that can arise
when seeking to provide a level of authenticity and incorporate contextual influences into
simulation-based education. Simulation-based education can require significant resourcing, including
suitable spaces, equipment, technicians and actors, all coupled with the time required to develop
and organise (Baker, Pulling, McGraw, Dagnone, Hopkins-Rosseel, & Medves, 2008). The cost of
simulation in the current higher education environment of fiscal restraint may increase the challenge
of widespread integration of simulation into allied health higher education. However, the use of
observation and technology-enhanced simulation, where simulation-based education is delivered
online or virtually, can be helpful in skill development and learning (O’Regan, Molloy, Watterson &
Nestel, 2016Wyres & Taylor, 2020). Thus observation based and technology simulation-based
education may be a realistic way in which to integrate development of collaborative practice
capability into allied health higher education.
Capabilities such as responding to collaborative practice catalysts, adaptability, responsiveness and
appreciating professional boundaries can be more easily developed using workplace learning, as it
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provides opportunities for allied health students to experience and respond to authentic contextual
influences of collaborative practice. Workplace learning facilitates development of these capabilities
through provision of authentic experiences and opportunities to develop skills, where students
spend a period of time in real workplaces with formal supervision (Higgs, 2012a; McBride, Fitzgerald,
Costello, & Perkins, 2020). The benefits of involvement in workplace learning accrue primarily from
the authenticity of the experience (Attenborough, Abbott, Brook, & Knight, 2019; Hughes, 1998).
Although workplace learning provides allied health students with authentic workplace experiences,
it cannot be presumed to automatically fill all the gaps in student capability and should be guided by
explicit learning outcomes and goals (Billet, 2016). The importance of using explicit learning
outcomes and goals to guide workplace learning reinforces a need for clear understandings of
capabilities for collaborative practice, and deliberate integration of development of the capabilities
for collaborative practice if that is part of workplace learning expectations. For example, part of
understanding collaborative practice catalysts is the need to be able to respond to a breadth of
patient needs. Therefore, to develop understanding collaborative practice catalysts, students could
be part of patient care for different patients with varying presentations. This provides allied health
students with the opportunity to begin to understand some of the breadth of patient needs across
health services, including varied input from different health professionals, thus enhancing
understandings of collaborative practice catalysts. As previously mentioned, in order to explicitly
target the development of capabilities for collaborative practice, guidance is needed from workplace
learning supervisors experienced in collaborative practice. Allied health workplace learning
supervisors play a key role in guiding student learning (Gardner, McKinstry, & Perrin, 2018) and
therefore should remain cognisant of the capabilities for collaborative practice to adequately
support and assess students participating in collaborative practice during workplace learning.
Although formalised systems exist to ensure workplace learning supervisor competence in health
education workplace learning (see Ducat, Martin, Kumar, Burge & Abernathy, 2016; Getz, 1999;
Martin, Kumar, Lizarondo, & Baldock, 2019; Sims, 2011), traditional workplace learning supervisor
workshops for staff from the larger health professions are often conducted in profession-specific
groups with a focus on discipline-specific skills (Potter, Mercer, & Lake, 2018). Subsequently, higher
education should look to ensure workplace learning supervisors are well positioned to effectively
develop students’ capabilities for collaborative practice.
While case-based learning, problem-based learning and simulation-based education claim to be able
to integrate contextual components of practice environments, it remains unclear if these strategies
develop all the contextual capabilities for collaborative practice identified in my research, and
importantly, to what extent student learning transfers into a real practice environment. Simulation166

based education experiences that integrate more elements of clinical environments and workplace
learning have better capacity to assist allied health students to respond to authentic contextual
influences that shape collaborative practice and consequently facilitate development of some of the
contextual capabilities in order to respond to these influences, with a particular focus on
appreciating professional boundaries and responding to collaborative practice catalysts. There is less
focus across the literature around how other contextual capabilities such as adaptability,
responsiveness and persistence are developed by case- and problem-based learning, simulationbased education and workplace learning.

5.3.4 Section conclusion
In this section I have examined four practice-based education teaching strategies commonly used
within Australian allied health education: case-based learning, problem-based learning, simulationbased education and workplace learning. The focus of this examination was their role in the
development of allied health students’ capabilities to strengthen, navigate and respond to the
individual, social and contextual elements that shape allied health collaborative practice. The
potential of these teaching strategies to further develop allied health capabilities for collaborative
practice was highlighted. A strong focus on the development of individual, discipline-specific skills
and abilities across practice-based education teaching strategies was identified, likely reflecting
accrediting body requirements.
Capabilities that enable allied health professionals to strengthen their individual contribution to
shaping collaborative practice, or parts of capabilities, such as understanding roles, critical thinking
ability and discipline-specific skills, are a strong focus of contemporary allied health practice-based
education teaching strategies. There is less of a focus across the literature around how these
teaching strategies develop ethical courage, willingness and openness. Developing communication
ability is a main focus of practice-based education teaching strategies, resonating with parts of social
capabilities such as enabling relationships. The interactive nature of practice-based education
teaching strategies provides students with opportunities to practise building and nurturing
relationships, with student interactions in case-based and problem-based learning somewhat limited
in terms of clinical authenticity. Through an emphasis on developing communication skills and
exposure to other health professionals, simulation-based education and workplace learning provide
students with opportunities to further develop capabilities such as enabling relationships and social
awareness. How practice-based education teaching strategies develop other social capabilities
(friendliness, openness and reciprocity) is less apparent across the literature. The capabilities that
enable health professionals to appropriately respond to the contextual influences that shape
collaborative practice are less of a focus in practice-based education teaching strategies, likely
167

because of a focus in higher education accreditation competency standards on more technical,
discipline-specific skills and abilities as opposed to the more abstract capabilities such as adaptability
and responsiveness.
Despite unequal focus across the literature on development of collaborative practice capabilities
through use of practice-based education teaching strategies in contemporary allied health higher
education, there is significant potential for practice-based education teaching strategies to develop
all of the capabilities for collaborative practice. This could be achieved through the use of both
discipline-only and interprofessional education strategies and is dependent on explicit integration of
individual, social and contextual elements into case studies and scenarios in order to target
development of specific capabilities. Importantly, practice-based education teaching strategies can
promote allied health student use and development of multiple capabilities concurrently, which
reflects how capability is enacted as part of collaborative practice within healthcare settings. As with
other wise education practices, development of these capabilities for collaborative practice also
needs to be deliberately scaffolded and supported. To ensure suitable guidance and support for
allied health students in development of these capabilities, allied health practice-based education
educators in classrooms, simulation-based education settings and workplace learning settings should
have a strong understanding of collaborative practice and the capabilities for collaborative practice
as well as an appropriate level of collaborative practice capability themselves. In this way, educators
will be well positioned to develop students’ capabilities to strengthen, navigate and respond to the
individual, social and contextual elements that shape allied health collaborative practice.

5.4 Collaborating to learn, learning to collaborate
Practice-based education teaching strategies are predominantly used by contemporary Australian
allied health education programs to develop practice-ready graduates (McAllister, 2019). Practicebased education resonates with social constructivism, with its focus on extension of learners’
knowledge through interaction between learners, and between learners and their educators
(Sheehan & Higgs, 2013). As a result of this underpinning interaction, practice-based education
learning environments and contexts are widely considered highly collaborative in and of themselves,
with students often working together (collaborating) to learn (Grossman, Kazemi, Schneider, Franke,
& Dutro, 2019; Higgs, 2012a; Huggins, 2017). In this way, students engage in a form of collaboration
(working together) to facilitate their learning when participating in practice-based education
teaching activities. However, it cannot be presumed that because students are working together in
more theoretical contexts as part of practice-based education teaching strategies, they will be able
to immediately transfer these skills into practice environments (Jackson, Fleming, & Rowe, 2019),
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including allied heath collaborative practice. Additionally, it is currently unlikely that what students
learn through practice-based education will inherently cover the breadth of capabilities required for
allied health collaborative practice illuminated by my research. A scaffolded range of practice-based
education teaching strategies is required to ensure students are able to develop the particular
capabilities required for allied health collaborative practice. This scaffolded range of teaching
strategies should also account for student maturity and task difficulty, for example workplace
learning can be more challenging for students and case-based learning less so.
In the development of students’ capabilities for allied health collaborative practice it is critical to
acknowledge that despite the basic premise of practice-based education being students working
together and interacting, currently practice-based education does not develop all of the specific
capabilities that allied health students require for collaborative practice. Discipline-specific skills and
knowledge that contribute to capabilities professional expertise and knowing how to enter and
engage in practice, tend to be a focus of allied health teaching strategies. However, development of
allied health students’ collaborative practice capability (learning to collaborate), can be achieved
through deliberate enhancement of the explicit capabilities for allied health collaborative practice
identified in this research. Practice-based education teaching strategies have the potential to
develop capabilities that enable allied health professionals to strengthen their individual
contribution to shaping collaborative practice, particularly ethical courage, willingness and flexibility,
which are currently not explicitly addressed. Integrating opportunities to strengthen the individual
contribution to shaping allied health collaborative practice into case studies in case- and problembased learning and simulation-based education scenarios can trigger the use and subsequent
development of these capabilities, however this requires careful consideration and planning.
The interactive nature of practice-based education has resulted in a focus on parts of social
capabilities such as communication. However, it is less apparent how these capabilities translate into
practising in actual healthcare settings, including into collaborative practice settings. How other
social capabilities are developed through practice-based education teaching strategies is less
apparent. Interaction in practice-based education also tends to be focused between students and
between students and their educators (aside from workplace learning), therefore student
development of relationships can be somewhat limited. For development of students’ social
capabilities, deliberate targeting of the development of requisite capabilities within teaching
strategies is needed, as it cannot be assumed that students working together will automatically
develop capabilities such as social awareness. Interprofessional teaching strategies can encourage
students to see beyond their own discipline silos and begin to understand other health professional
roles. However, if the goal is to develop specific capabilities for allied health collaborative practice,
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these must be deliberately integrated into teaching strategies through relevant and targeted
learning outcomes and assessment.
Development of contextual capabilities are naturally limited outside of workplace learning, because
of challenges in integrating authentic interplay of complex contextual influences into classrooms or
non-clinical spaces. Although there is some capacity to integrate contextual elements into case- and
problem-based learning, this is generally from a highly theoretical standpoint. Simulation-based
education has the capacity to integrate more authentic contextual influences into scenarios, but the
extent of this integration in allied health is less apparent throughout the literature. Therefore,
providing students with exposure to and experience of authentic healthcare practice environments
as part of workplace learning has an important role in preparing allied health students for practice.
However, development of contextual capabilities within workplace learning needs to be explicitly
targeted as it cannot be presumed workplace learning experiences will automatically fill the gaps for
students, and it cannot be guaranteed that students will learn to collaborate through immersion in
workplaces alone. Deliberate integration of contextual influences into case- and problem-based
learning and simulation-based education can encourage students to begin to draw on and develop
specific capabilities needed for collaborative practice. This highlights the importance of educators
and case-writers having a keen awareness of the nuanced nature of collaborative practice in order to
design teaching and learning experiences that encourage students to draw on and develop specific
capabilities for collaborative practice. The importance of understanding allied health collaborative
practice is equally important in workplace learning, where if contextual capabilities are to be
developed, workplace learning supervisors should provide opportunities for students to draw on
these capabilities. Thus, in order to develop contextual capabilities, students need not only exposure
to contextual influences but understanding of how they influence collaborative practice.
It is clear that allied health practice-based education teaching strategies leverage student
collaboration to predominantly facilitate learning of discipline-specific knowledge and skills. While
there is little evidence across the literature of the use of practice-based education teaching
strategies to facilitate development of the full suite of students’ collaborative practice capabilities
(learning to collaborate), these strategies offer as yet untapped potential to target development of
students’ collaborative practice capability. Deliberate design and implementation of practice-based
education teaching strategies can also provide valuable scaffolding in the development of students’
capabilities for collaborative practice. No single practice-based education teaching strategy on its
own is able to develop all of the capabilities for collaborative practice; a whole of curriculum
approach is required. Practice-based education teaching strategies have significant potential to
facilitate students’ understanding of the capabilities within allied health collaborative practice and
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begin development of these capabilities. With careful integration of the elements that shape allied
health collaborative practice and suitable guidance from educators experienced in collaborative
practice and cognisant of the capabilities for allied health collaborative practice, the combination of
a number of practice-based education teaching strategies will best open opportunities for
development of allied health students’ capabilities for collaborative practice. In this way, practicebased education teaching strategies will move beyond offering opportunities for students to learn
through collaboration, to facilitate students’ learning to collaborate. The upcoming chapter explores
participant perceptions of the development of these capabilities.
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Chapter 6: Development of allied health students’ collaborative
practice capability in higher education
This chapter illuminates how allied health students’ collaborative practice capability is developed in
higher education from the perspective of allied health academic staff and students. The varied
nature of allied health student cohorts, including individual student’s inherent levels of capability for
collaborative practice and how this influences development of collaborative practice capability is
examined, alongside the diverse nature of allied health higher education itself. Individual allied
health students are provided with a diversity of learning experiences deployed through a range of
teaching strategies designed to shape development of collaborative practice capability within
courses, schools and universities. Educators themselves have a significant role in shaping allied
health collaborative practice capability, both in classrooms and workplace learning settings. The
importance of practical application of capabilities building on theoretical understandings and the
need for exposure to authentic clinical and patient experiences is revealed. Authentic clinical and
patient experiences facilitate integration of contextual, social and individual elements that shape
collaborative practice into student experiences and subsequently encourage allied health students
to develop and use explicit capabilities for collaborative practice. In this chapter, I problematise the
presumption that practice-based education teaching strategies will develop some of the explicit
allied health capabilities for collaborative practice. Capabilities that are based more on qualities are
revealed as not being targeted for development as part of allied health higher education. Despite
the importance participants placed on the identification and development of explicit capabilities for
allied health collaborative practice, deliberate scaffolding of development of these capabilities was
not evident and targeted development of some capabilities was limited. In particular, explicit
development of capabilities that embrace qualities such as ethical courage, flexibility, reciprocity,
friendliness and persistence was lacking.
This chapter describes understandings arising from a philosophical hermeneutic experiential study
including allied health academic and student participants, and their perceptions of the development
of allied health collaborative practice capability in allied health higher education. A deep and rich
understanding of how collaborative practice capability can be developed, and other key
considerations for the development of collaborative practice capability in contemporary allied health
higher education are provided.
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6.1 Frame and scope
This chapter portrays findings drawn from interpretation of a text set constructed from interviews
and focus groups with academic and allied health student participants that sought their perceptions
of how allied health collaborative practice capability is developed in contemporary higher education
settings. Through interpretation of this text set, I sought deeper understanding of the development
of collaborative practice capability. I explored it as a holistic phenomenon, as well as examining the
underpinning capabilities for allied health collaborative practice revealed in Chapters 3 and 4. The
development of these capabilities using practice-based education teaching strategies in allied health
higher education contribute to the development of collaborative practice capability is explored. In
particular, I explore how the diversity of allied health students, importance of participation in
authentic clinical and patient care experiences as part of workplace learning and the role of
educators contributes to allied health students’ collaborative practice capability.
This chapter builds on my understandings (as presented in Chapters 3, 4 and 5) of the elements
(contextual, social and individual) that shape collaborative practice in healthcare settings and the
capabilities that enable allied health professionals to participate in and shape collaborative practice
through their response to these elements. Capabilities drawn from the literature tended to be more
abstract and complex in nature, whereas the capabilities revealed as part of interpretation of
participant experiences were more unidimensional and not as complex. However the capabilities
illuminated in this chapter drawn from participant experiences relate closely to the capabilities from
the literature in that they align with the individual, social and contextual dimensions of collaborative
practice and enable allied health professionals to respond to contextual influences, navigate social
connections and strengthen individual contributions that shape collaborative practice.
The importance of contextual capabilities appreciating professional boundaries and responding to
collaborative practice catalysts in enabling allied health professionals’ appropriate response to
contextual influences that shape collaborative practice was highlighted in Chapter 3. Examination of
participants’ perspectives in Chapter 4 extended these findings, revealing responsiveness,
adaptability and persistence as accompanying capabilities required to respond to contextual
elements that shape collaborative practice in healthcare settings. The literature revealed enabling
relationships and having social awareness as key capabilities to enable meaningful navigation of the
social connections that shape collaborative practice. Interpretation of participant experiences added
capabilities necessary to respond to social elements in healthcare settings including friendliness,
openness and reciprocity. To strengthen the individual contributions that shape collaborative
practice, interpretation of the literature emphasised capabilities knowing how to enter and engage
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in collaborative practice and ethical courage. Participant experiences highlighted the importance of
professional expertise, willingness and flexibility.
This chapter completes Study 2 of this thesis, encompassing a literature study (Chapter 5) and
experiential study (Chapter 6) focussed on the development of allied health students’ collaborative
practice capability in higher education. Through my research interactions with the allied health
academic and student participants, I sought a deeper and richer understanding of the complex
nature of how allied health students’ collaborative practice capability is developed in higher
education. The experiential text set used as a basis for interpretation was constructed through semistructured interviews, photo elicitation and focus group discussions with participants. See Table 6.1
‘Research structure’ for an outline of the sections of this research and how this chapter (highlighted)
is situated within the research:
Table 6.1: Research structure
CHAPTER

TEXT FOCUS

CHAPTER TITLE

CONTENT

1

Introduction

Introduction

Contextualising the
research

2

Methods chapter

Guide to enactment of the research

3

1st literature chapter

Understanding allied health
collaborative practice and
collaborative practice capability

Undertaking the
research
Study 1

4

1st experiential chapter

5

2nd literature chapter

Illuminating allied health
capabilities for collaborative
practice
Developing allied health students’
collaborative practice capability
using practice-based education
strategies

6

2nd experiential
chapter

7

Findings/discussion
chapter

Development of allied health
students’ collaborative practice
capability in higher education
Using a conceptual model to
develop allied health students’
collaborative practice capability

Study 2

Meta-interpretation

The experiential studies of my research included three distinct but inter-related text construction
strategies and participant groups including semi-structured interview (n=12) and photographicelicitation interview with the academic group (n=8); and exploratory allied health student focus
groups (n=12). To assist differentiation between academic and student participants’ voices in this
thesis, academic participants are assigned pseudonyms beginning with “A”. Student participants are
assigned names beginning with “S”. These pseudonyms and the participants’ quotes are italicised to
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highlight participant voices and assist reading of this chapter. References to photographs used
during the academic photographic-elicitation interviews are also provided; the photographs are
presented together at the end of the chapter for ease of reference.
Consistent with the philosophical hermeneutic principle of a hermeneutic circle, moving from parts
to a whole towards a deepening understanding of the phenomenon, this chapter builds on findings
from Chapters 3, 4 and 5. I used the following three considerations, drawn from my previous
findings, to engage with the experiential text set to better understand the development of allied
health students’ capabilities for collaborative practice in higher education:


The elements that shape collaborative practice: contextual influences, social connections,
individual contributions



The capabilities for collaborative practice



The entwined nature of the capabilities for collaborative practice

This is the final findings chapter of the thesis. A deep and rich understanding of how allied health
students’ collaborative practice capability is currently developed, alongside other key considerations
for future development of students’ collaborative practice capability in allied health higher
education is provided.

6.2 Understanding allied health students: “the colourful horse”
The importance of recognising the diversity of student cohorts as students enter allied health
programs and implications for the development of allied health collaborative practice capability is
examined in this section using the notion of the colourful horse. While all participants recognised a
level of student diversity, the concept of the colourful horse was drawn from Anabelle’s photograph
of a toy horse comprised of many different colours and materials (see Figure 6.1). I deliberately
incorporated this into the title of this section to highlight the variety of students who undertake
allied health education, emphasising their unique and colourful make up that underpins their
personal and professional identities. As described in earlier chapters, allied health higher education
encompasses both undergraduate and post-graduate programs, attracting very different types of
students and student backgrounds. Anabelle described how students come from many different
places, and have different stories, backgrounds and experiences, but also have a level in
commonality as they are students:
“We teach students from lots of different places… it [the photograph of the colourful horse]
represents a little bit of the diversity of the people who we’re teaching and the people who are
involved in the process so the, the horse is … very colourful, it’s lots of different patterns and
it’s possibly non-traditional like a normal typical horse … it’s got an orange mane and it is the
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shape of a horse, so it is a student, like it is a horse, it is a student but it’s, but it’s very, it’s lots
of different things so it’s international, it’s colourful, it’s different but it is a horse” - Anabelle.

Figure 6.1: The colourful horse
Students’ life experiences, values, expectations and goals underpin how they learn and practice,
including how they participate in collaborative practice and develop collaborative practice capability,
highlighting the importance of consideration of student individuality.

6.2.1 Inherent capabilities for collaborative practice
Students enter allied health higher education programs with well-formed personal identities
moulded from a broad range of previous experiences. As a result, students entering higher
education sit on a continuum of development of capabilities for collaborative practice from not
developed to highly developed, regardless of how capabilities for collaborative practice are
developed within their courses. In my research, academic participants tended to attribute older
allied health students who had more life experience as having more advanced levels of collaborative
practice capability compared to their peers. To the academics, this maturity and life experience
generated a level of individual confidence in sharing and contributing to classroom discussions, this
resonating with the importance of sharing capabilities for collaborative practice. Alice highlighted an
association between student maturity, where individuals might have a level of confidence in their
own knowledge and feel comfortable in putting ideas forward, and collaborative practice capability.
Alice associated collaborative practice capability with a level of maturity that gives rise to individual
confidence in sharing with a group, where these more mature allied health students are more
confident to share even if they are aware that they may not be giving the correct answer or
information but still actively contribute:
“I think collaborative practice [capability] reflects a level of maturity… collaboration I think is
an opportunity for people to say something they’re not sure about it, but they feel
comfortable in sharing that piece of information because they know even if it’s not the most
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correct answer or the most ideal answer at least they'll have a sense of why and they'll
improve on that” - Alice.
However, presuming that allied health students who are confident to share and put ideas forward
have better developed collaborative practice capability can be misleading. Students who may be
comfortable in sharing and putting their ideas forward do not always have better developed
capabilities for collaborative practice than their less confident peers. Agnes described that after
getting to know students who were less forthcoming in terms of input into classroom discussion, she
realised they were actually highly competent. Her experiences portray the importance of not
presuming that less interactive students lack collaborative practice capability:
“Some students are very much non-participants … you’re putting them in a group but they’re
not really carrying their weight, they’ll just sit there and let everyone float along and it’s hard
to gauge what it is that’s holding them back sometimes, whether it’s a lack of knowledge or
if it’s shyness, etc. so I try to keep going with those people and over time some of them will
unwind and then you know that it’s possibly down to unknown territory and maybe a bit shy
and others will surprise you, sometimes they’ll pop out a comment and you think oh actually
you are quite bright aren’t you” - Agnes.
The importance of confidence in allied health collaborative practice was referred to by allied health
students, in relation to working with other health professionals as part of workplace learning.
Sammy described how confidence was important in ensuring their professional opinion was heard,
particularly in relation to patient safety. In my research, students however did not identify if they felt
they came into allied health higher education with confidence already developed and how this
impacted their allied health collaborative practice capability:
“I think it [confidence] is to be able to, I remember the first time a doctor came up to me and
said, they’re [the patient is] fine, why can’t they go home? And I was thinking, but they can’t
walk. How are they going to go to the toilet? And I think you need to be confident to deliver
that information and say no, they’re not safe to go home” - Sammy.
The Colourful Horse highlights the broad variety of students that enter allied health courses with
different levels of experience and individual strengths and limitations. These personal underpinnings
influence students’ level of collaborative practice capability as they enter higher education, putting
forward the importance of identifying these initial differences, and working from students’ individual
levels of capability in the explicit development of specific capabilities for collaborative practice.
Recognition of student differences and that students are not starting from the same point in terms
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of level of collaborative practice capability provides a firm foundation on which to construct
effective teaching practices designed to develop collaborative practice capability.

6.2.2 Varied educational experiences
As described in the previous section, allied health students are a diverse group with various levels of
collaborative practice capability. Compounding this variance is student experience of a broad range
of educational strategies aimed at developing collaborative practice capabilities, even within single
courses. This diversity of students’ learning experiences is broadened across disciplines adding to the
variability of student collaborative practice capability across disciplines.
Alison described the diversity of allied health student educational experiences, where final year
students from allied health courses within the same school came together for interprofessional
problem-based learning, all with different educational experiences across their courses. Some
courses had included problem-based learning across their curriculum as routine teaching strategies,
whereas for students from other courses this was their first experience of problem-based learning.
This discrepancy across courses around development of collaborative practice capability highlights
that even with a single university, or school within a university, the different allied health courses
have varied approaches to development of collaborative practice capability. This variance can cause
issues when students with different experiences are required to learn together, for example during
interprofessional education experiences. Alison outlined how final year speech pathology students
participated in interprofessional problem-based learning tutorials as part of the development of
collaborative practice capability. This represented these students’ first experience of problem-based
learning which concerned Alison as these students would be disadvantaged in comparison to other
students who had more experience of problem-based learning across their study. Alison’s
experience highlights a disparity between students from different disciplines in terms of their
learning experiences. Bringing students from a range of courses together may not automatically
improve collaborative practice capability because of an inconsistency of learning experiences across
courses:
“[The speech pathology students are doing] interprofessional PBL’s [problem-based learning
tutorials] in final year and they seem to be working really well so that’s great… but I guess I
kind-of wonder for our speech students, they do three PBL cases in their entire course
[compared to physiotherapy which do it for years]. So, they’re learning about how to do PBL
at the same time as learning [how to work] interprofessional[ly]… It’s a lot to learn” - Alison.
As students within the same university or school may have different PBL experiences it is important
to recognise that when several disciplines are brought together, it cannot be presumed that all
178

students will be working from the same level of collaborative practice capability. The idea that
across courses students are at different levels of collaborative practice capability underlines a need
for consideration around planning consistent development of allied health students’ collaborative
practice capability university-wide, not just in single courses.
The colourful horse highlights the way in which students are all different and commence higher
education with diverse levels of collaborative practice capability and that varied educational
experiences that contribute to their development of collaborative practice capability exacerbates
this variability in capability. The participants of my research emphasised the breadth of educational
experiences and ways in which educators aim to develop allied health students’ collaborative
practice capability. For example, some participants highlighted the importance of modelling
collaborative behaviour between academics or between academics and their students in order to
develop students’ collaborative practice capability. It was believed that opportunities for students to
observe some of the more explicit capabilities for collaborative practice modelled by their educators
would enhance students’ understanding of collaborative practice capability itself. Amber spoke to
the importance of demonstrating respect during discussions with other health professionals whilst
supervising students during interprofessional workplace learning, the notions of respect reflecting
an important part of one of the capabilities for collaborative practice, professional expertise:
“I think role modelling is quite good and I used that a lot supervising an interprofessional
placement because I think it’s important - I come from one background and my colleagues,
the other clinical educator might come from a different background … we don’t always have
to agree but we also need to be respectful of each other’s profession and expertise and
actually have a robust discussion about why is it important to do this and not that.” - Amber.
As part of a broad range of teaching strategies used to develop allied health student collaborative
practice capability, participants described the value of academics also modelling explicit capabilities.
The importance of openness, one of the key social capabilities for allied health collaborative practice,
was emphasised by Anna. Anna acknowledged that developing openness for collaborative practice
was not explicitly incorporated as part of allied health higher education, however academics
deliberately tried to model openness for their students. The way in which Anna described this
demonstration of openness as “not explicitly taught” highlights how the development of some of the
capabilities for collaborative practice is hidden across allied health courses, contributing to the
varied way in which allied health student collaborative practice capability is developed across and
within courses:
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“I don’t think openness is taught to any OT [Occupational Therapy] students that I’m aware
of, I know that we’re not explicitly teaching that. I think we implicitly try to model that in
terms of not being too rigid in your thinking” - Anna.
Andrea also underscored the importance of modelling collaborative practice to allied health
students within teaching more generally. Andrea emphasised the importance of demonstrating
allied health collaborative practice to students as part of teaching:
“You really need to show students what collaboration looks like, and if we don't do it in our
teaching we can’t expect them to do it very well” - Andrea.
Students identified the importance of educators modelling allied health collaborative practice during
an interprofessional education experience. Sandy identified the way that in interprofessional
problem-based learning sessions, the way they were facilitated by varied health educators was good
representation of collaborative practice:
“[In the] PBL [problem-based learning] that we got, like all the different lecturers from
different disciplines. You know, they’re all facilitating different groups and everything like
that” - Sandy.
Amongst the broad range of teaching strategies used to develop allied health collaborative practice
capability that allied health students’ experience, workplace learning plays a significant role in
shaping allied health students’ attitudes towards collaborative practice. What allied health students
observe in relation to collaborative practice in the workplace appears to have a profound effect on
development of collaborative practice capability. Workplace learning is a fundamental part of allied
health higher education, where students are placed in authentic healthcare settings. How
collaborative practice is modelled within these settings and allied health students’ experience of
participating in collaborative practice plays a key role in the development of allied health students’
collaborative practice capability. Representative of the participants’ views, Ainsley emphasised the
importance of workplace learning and allied health students participating in and observing
collaborative practice as part of developing their collaborative practice capability during workplace
learning:
“If the site we send the students to doesn’t engage in collaborative practice well then that’s
all the students are going to see” - Ainsley.
Alice described how workplace learning experiences can have a significant role in shaping the way
allied health students practise. Alice’s example identified potential limitations of workplace learning

180

in private practices and the importance of allied health student exposure to other disciplines during
placement:
“If you sent out a student to a private practice and the only person they have any contact
with is their clients and there is absolutely no liaison with anyone else, then that’s what the
student then assumes is right because the students do really take it quite seriously what their
supervisors say and do” - Alice.
Alice’s example highlights the influential role workplace learning supervisors have in developing, or
not developing as the case may be, allied health students’ collaborative practice capability beyond
collaborating with patients. Workplace learning supervisors are highly influential in shaping allied
health student practice, potentially because of the importance of workplace learning assessments
and the pressures of authentic clinical environments. Therefore, allied health student views of and
collaborative practice capability may be influenced by the high-stakes nature of workplace learning
and influence of supervisor expectations. For example, in my research, Ainsley and Sawyer
emphasised how workplace learning, and workplace learning supervisors, significantly affect student
attitudes, where knowledge learned and perceptions established during workplace learning
experiences can supersede that gained in classroom settings. Workplace learning experiences
influence the development of allied health students’ collaborative practice capability and allied
health students’ attitudes towards collaborative practice, depending on the nature of those
workplace learning experiences and attitudes of supervisors:
“What students see and experience on placement seems to have a stronger impact than
what we teach them. So we’ve taught them A, they’ve experienced B, they come back and
they only know B” - Ainsley.
“I think clinical experiences definitely influence it [how student’s feel about different practice
areas]” - Sawyer.
Workplace learning supervisors are highly influential in shaping allied health student behaviour and
attitudes towards practice. Students recognise the high-pressure nature of workplace learning and
accompanying assessment and consequently seek to enhance their chances of success while
undertaking workplace learning. In order to gain positive feedback from workplace learning
supervisors, allied health students often adapt their own behaviour and practice to align with the
preferences of their supervisors. For example, Selby described how he changed the way he practised
to align with the workplace learning supervisor’s practices, in order to improve his likelihood of
success. The way Selby adapted his practice in order to align with his workplace learning supervisor
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highlights the variation of student higher education experiences and how workplace learning
supervisors can influence students:
“I also think there is the certain element like each clinical educator [workplace learning
supervisor] likes to do things a certain way, if I know I am going to get them I will do it their
way” - Selby.
This section has illuminated the importance of recognising the varied backgrounds and skill levels of
allied health students, and how students enter allied health courses with different levels of
collaborative practice capability. Students who are more interactive and participatory in classroom
settings may be perceived by academics to have more developed collaborative practice capability,
because they are more interactive and confident in sharing in education settings. It cannot be
presumed, however, that allied health students who are not highly interactive and participatory do
not have allied health collaborative practice capability. Also contributing to the variability of
students’ capability is the breadth of educational experiences that allied health students undergo as
part of the development of allied health collaborative practice capability. Some educators and
students emphasised the importance of modelling collaborative practice behaviours or explicit
capabilities such as openness, however this may be inconsistent across educators, contributing to
the diversity of student experiences. Student workplace learning opportunities and particularly
supervisors have a significant effect on student behaviour and attitudes towards practice. Allied
health students often adapt their practice to align with behaviours that will generate positive
feedback from workplace learning supervisors, because of the assessment associated with
workplace learning and the high-stakes nature of the experience for students. The way in which
workplace learning and individual workplace supervisors influence student attitudes significantly
affects development of students’ collaborative practice capability and strongly contributes to the
variability of student experience of development of collaborative practice capability. Development
of allied health collaborative practice capability may be limited if students are not exposed to allied
health collaborative practice during workplace learning or clinical educators are disparaging or have
limited understandings of allied health collaborative practice capability.

6.3 Developing capabilities for collaborative practice
In this section I illuminate academic and student participant perceptions of how allied health
students’ collaborative practice capability is developed in higher education settings. Particular
capabilities for allied health collaborative practice were introduced in Chapters 3 and 4, including
contextual, social and individual capabilities. Appreciating professional boundaries, responding to
collaborative practice catalysts, responsiveness, adaptability and persistence allow allied health
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professionals to appropriately respond to the contextual influences that shape collaborative
practice. To meaningfully navigate the social connections that shape collaborative practice, enabling
relationships, having social awareness, friendliness, openness and reciprocity are key capabilities.
Capabilities that enable allied health professionals to strengthen individual contributions that shape
collaborative practice are knowing how to enter and engage in collaborative practice, ethical
courage, professional expertise, willingness and flexibility.
My research highlighted inconsistent development of the capabilities for collaborative practice in
allied health higher education. In particular, it was less apparent how more implicit capabilities that
can be considered qualities were developed. For example, it was less apparent how capabilities that
are more quality-based such as ethical courage, flexibility, reciprocity, friendliness and persistence
were developed in allied health higher education.
Participants’ perceptions of how allied health students’ explicit capabilities for collaborative practice
are developed in higher education and how students experience this development is explored in
detail in this section. I have deliberately used the terms sculpting, crafting and moulding within this
chapter to describe various aspects of the development of collaborative practice capability in line
with descriptions of health professional education as an ‘art’ (see Duffy & Smith, 2013). I use the
terms sculpting, crafting and moulding in the sense that students are not inanimate objects that can
be manipulated, but are active agents in their education who respond both consciously and
unconsciously to their educators and the experiences they are provided. Effective educators
themselves then respond to students’ needs and learning styles (Barr & Coyle, 2013), with
relationships being interactive as opposed to unidirectional between educator and student. The way
educators respond to students resonates with how an artist might respond to a material as it reacts
to being used.

6.3.1 Sculpting capabilities to strengthen individual contributions
Knowing how to enter and engage in collaborative practice, using ethical courage, professional
expertise, willingness and flexibility enable allied health professionals to strengthen individual
contributions that shape collaborative practice. My research revealed deliberate targeted
development of some of these capabilities, such as understanding roles (part of knowing how to
enter and engage in collaborative practice) and critical thinking abilities such as clinical reasoning
and problem-solving (part of professional expertise). Development of willingness emerged as a
hopeful bi-product of allied health education more generally. There was limited targeted
development of ethical courage and flexibility, and other parts of knowing how to enter and engage
in collaborative practice (for example, understanding collaborative practice).
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In the development of capabilities that enable allied health professionals to strengthen their
individual contribution to collaborative practice, my research revealed a particular focus of allied
health higher education on the development of understanding roles, part of knowing how to enter
and engage in collaborative practice, and critical thinking, as part of professional expertise. However,
there was a disconnect between the theoretical development of these capabilities in classroom
settings, and allied health students’ opportunity to apply these practically. A theoretical focus on
understanding roles and critical thinking may be valuable in developing initial awareness of these
capabilities, where allied health students can develop some foundational understandings of their
own roles and other health professional roles in classrooms or non-clinical settings. However,
participants in my research revealed there was a tendency for these capabilities to be developed in
siloed discipline-specific settings with the presumption that this will then transfer into collaborative
practice healthcare settings. A focus on developing understandings of roles in more practical
situations was less apparent. How academic and student participants perceived the development of
other parts of knowing how to enter and engage in collaborative practice and professional expertise,
as well as development of capabilities using ethical courage, proficiency, willingness and flexibility
was also less apparent.
i.

Understanding other roles

Understanding other allied health professional roles is an important part of knowing how to enter
and engage in collaborative practice and emerged in my research as a focus of allied health higher
education. However, there was a disconnect between the theoretical learning of the roles of health
professionals in allied health higher education and the practical application of that understanding in
workplaces. Participants demonstrated a strong focus on educating students about health
professional roles using a range of different teaching strategies from a theoretical standpoint.
Participants felt that classroom-based teaching strategies such as case- and problem-based learning
developed role understandings, by encouraging students to appropriately identify referral points to
other health professions depending on patient needs. There was an assumption that these
understandings of roles and ability to refer would transfer into more practical settings such as
healthcare workplaces. For example, Alison described her way of integrating the importance of other
professionals into her classroom teaching; this provided some insight for students around the roles
of other health professionals with clients with particular clinical conditions:
“When I teach dysphasia, I will stand there and go on about positioning and you’ve got to be
best mates with your physio [physiotherapist] like get in with the physio, talk to them, what’s
possible? What does the OT [occupational therapist], what can they tell you about utensils,
or really good wheelchairs and what can we do for this client that’s going to make it really,
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really helpful for them to then be able to eat and drink or speak or whatever we’re aiming to
do” - Alison.
Students do not however always transfer these understandings developed in classrooms into
practical settings. Amber described her experience supervising interprofessional workplace learning
with final year allied health students and was surprised at the limitations in their understandings of
other health professional roles. Amber’s reference to “always surprised” highlights this as an
ongoing issue as it had happened on numerous occasions:
“I’m always particularly surprised when we go over to [the placement site] and you know the
speechies [speech pathology students] have no idea what podiatrists do and vice versa like all
the pods [podiatry students] have no idea about or the scope of practice about OTs
[occupational therapy students]” - Amber.
The disconnect between the theoretical learning of roles and the application of this knowledge in
practice may be because a large part of allied health higher education in classroom settings occurred
in discipline-specific siloes. Participants believed that student interaction with other health
professionals enhanced their understanding of both other health professional roles, as well as their
own role. Observing how other health professionals work with patients (or theorise patient
interactions in classroom settings) provided allied health students with insight into how their
individual health profession fits into broader healthcare practice and consequently how they might
engage in collaborative practice in healthcare settings. The development of students’ individual
professional identities was important to provide clarity on individual input into collaborative
practice. Alice portrayed how participation in authentic healthcare settings and interaction with
other health professionals helped students understand their own roles:
“I had an [allied health] student say to me about the residential care placement experience in
third year, their first exposure, was one of the best things, and they learnt kind-of where we
fit in terms of our role, I learnt that we need to talk to people” - Alice.
Facilitating understandings of students’ own and others’ roles can be facilitated by student
interaction with students and practitioners from other health professions. Development of individual
professional identify and understandings of other health professional roles may be established in
classroom-based experiences, progressing to exposure and interaction to and with other health
professions in order to solidify understandings in the context of an interprofessional group. Amber
referred to a photograph of several trees with fronds intersecting (see Figure 6.2) to represent how
fundamentally all disciplines shared a common purpose of working with and for people albeit with
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different specialist skills. Instead of looking at different health professionals as disparate groups with
some commonalities, Amber’s photograph represented that all health professionals are the same
group, but with specialised skills. The tree trunks represented commonalities at the core of all health
professions with the fronds depicting both the many overlapping and some specialised disciplinespecific skills. Amber felt interaction with other health professional disciplines helped facilitate
development of common ‘languages’, as many disciplines had different terms and ways of talking,
which led to better understanding of each other’s roles:
“Is that at my core, I’m not a podiatrist; I’m a health professional… With podiatry speciality
and you know if I’m a health professional at my core, there’s lots of different branches but
they’re always going to intersect because at the core, they are a health professional
first…You know, in interprofessional. So if you’ve got a group of physio [physiotherapy
students] and a group of pods [podiatry students] and you go, right, we’re going to do some
teamwork stuff, they’ll [the students] work in a team, some better than others but they’ll
generally work in a team and [begin to] understand the language” - Amber.

Figure 6.2: Intersecting tree fronds
The student participants also identified the value of interacting with other health professionals,
whether it be students from other disciplines or with other health professions in practice, in
development of their understandings about their own roles and that of other disciplines. Sammy
referred to interprofessional education experiences and particularly noted the value gained by
interacting with students from other health professions. Sammy indicated she would have liked to
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have had these experiences earlier in her education and noted that despite interprofessional
experiences, working within multidisciplinary teams remained an area of weakness for her.
“I feel like the subject we’re doing now, the interprofessional one would have been really
good to do earlier. Definitely could do that in 3rd year because even now the OTs
[occupational therapists] are like, so what do you guys actually do? Or I’d say to Speech
[Pathology], are you guys okay if I do this? And they say what they do and that sort of thing.
From feedback on placement, I haven’t been very great in multidisciplinary areas. I haven’t
done great in multidisciplinary stuff either. Which could be a combination of not being
prepared from uni or not knowing its [the occupational therapist’s] role” - Sammy.
Sutton also felt her collaborative practice capability would have benefitted from more
interprofessional experiences. Sutton particularly acknowledged the value of simulation in
enhancing her knowledge around other health professional roles:
“More simulations would have been really good, especially to have other disciplines there to
see what everyone would do in that situation, that would have been good” - Sutton.
Both the student and academic participants described a strong focus in current practice-based
education on enhancing student understandings of the roles of different health professionals.
However, a potential disconnect between theoretical learning of roles and application of this
understanding in practice was revealed. Students in particular emphasised the value of more
authentic interactions with other health professionals through problem-based learning, simulation
and workplace learning in order to enhance their understandings of other health professionals’
roles.
ii.

Developing critical thinking and willingness

There is a strong focus in allied health higher education on developing some of the individual
abilities and skills which underpin capabilities for collaborative practice. However, development of
these abilities and skills is not necessarily directly targeted at preparation for collaborative practice.
For example, clinical reasoning, critical thinking and respect are commonly a focus of allied health
higher education, which are part of knowing how to enter and engage in collaborative practice and
professional expertise but also capabilities for professional practice more generally. This focus on
abilities and skills such as clinical reasoning and problem-solving tends to occur in a disciplinespecific professional practice context, as opposed to in preparation for collaborative practice. This is
likely because these abilities and skills are part of professional accreditation competency standards
and are therefore taught from a more discipline-specific perspective. Development of willingness
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emerged as more of an unintentional outcome of allied health education more generally.
Clinical reasoning, a part of knowing how to enter and engage in collaborative practice, is a focus of
allied health higher education in case- and problem-based education teaching strategies. Agnes
highlighted clinical reasoning as an ability that was a focus of her allied health course, which
resonates with clinical reasoning as part of knowing how to enter and engage in collaborative
practice. Agnes’s quote, in relation to a photograph of a set of stairs (see Figure 6.3) which she took
to represent a place where collaborative practice often takes place for her as an academic. Agnes
felt the stairs provided a space where collaborative practice with other academics and sometimes
even students took place. Agnes also emphasised clinical reasoning as an important part of
collaborative practice. Agnes felt that collaborative practice in any setting, including on the stairs,
required clinical reasoning. I asked her how she develops students’ clinical reasoning capability and
assessment emerged as a focus. However, it was unclear whether the development of students’
clinical reasoning skills, although explicitly targeted in allied health higher education, would
automatically transfer into collaborative practice in healthcare settings:
“The stairwell conversations I think are where a large amount of collaboration occurs… you
often be passing people on the way to and from what they are doing… and to be able to
collaborate I think you need to have the aspects that make up clinical reasoning… Clinical
reasoning is something that is explicitly an outcome, and we use clinical discussion as our
evidence of how they [students] can clinically reason from whoa to go in the practical exams.
I think there is also a lot of clinical reasoning that happens in theory exam papers” - Agnes.

Figure 6.3: Stairs
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The potential value of exposure to and learning with other health disciplines is reflected through
examination of the development of some of the capabilities for collaborative practice.
Interprofessional simulation and problem-based learning can be used to develop problem-solving
and critical thinking abilities which are part of knowing when to enter and engage in collaborative
practice. Adam referred to the value of interprofessional simulation based on a photograph of a
plaque depicting a Regional Interprofessional Simulation Centre (see Figure 6.4). Adam highly valued
interprofessional simulation as a vehicle for development of students’ critical thinking and problemsolving skills, largely because of the challenges that can be integrated into the experience for
students. Adam integrated extra details into simulation scenarios around patient characteristics in
order to further challenge students. The way Adam integrated challenges into simulation highlights
the potential value of incorporating specific contextual, social and individual elements into scenarios
to facilitate student development of explicit capabilities for collaborative practice. Adam’s
experience demonstrates the value of simulation in that it allows integration of multiple elements in
order to increase the complexity of the scenario for allied health students and better develop clinical
reasoning skills:
“It [simulation] hones critical thinking skills and it can be as simple as problem solving how to
get someone who is 300 pounds off your stretcher onto someone else’s. I think there is an
element of critical thinking, and it certainly is problem solving. How are you going to do that?
How are you going to present this patient who can’t speak to the nursing staff, and what are
they going to do when they are faced with this patient who can’t speak. Because they are
mute” - Adam.

Figure 6.4: Plaque of regional interprofessional simulation centre
The students also highlighted the value of exposure to and interaction with other health disciplines
through interprofessional problem-based learning and its role in developing some of the parts of
knowing how to enter and engage in collaborative practice (i.e., critical thinking) and enabling
relationships (i.e., communication). Sutton exemplified the students’ view of the capacity of
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interprofessional education to facilitate development of multiple capabilities in synergy. This may be
an important consideration, as collaborative practice itself requires allied health professionals to
draw on multiple capabilities simultaneously.
“We have done [interprofessional] PBL (problem-based learning) this semester and it’s been
really good, I wish we had done it earlier, it’s much more interactive. Even if we just did it
earlier within OT [occupational therapy] I think… we have only just started doing it now and
it is just a really good way of learning, I think. I think it’s just the engaging instead of listening
to a lecturer after so many years it gets really hard, learning from each other, getting other
people’s perspectives instead of just one…it’s building, it’s definitely building on our
communication skills, our group work skills, our critical thinking skills” - Sutton.
While there is a focus of allied health higher education on the development of students’ critical
thinking abilities such as clinical reasoning and reflection, which are part of knowing how to enter
and engage in collaborative practice, these are not necessarily developed in the context of preparing
students for collaborative practice. There is an expectation that development of these abilities in a
discipline-specific setting will transfer into collaborative practice settings, however whether this
actually happens is unclear.
My research revealed development of other capabilities important in contributing to the individual
influences that shape allied health collaborative practice such as willingness and flexibility, which can
be considered qualities, as less of a focus in allied health higher education. Academic participants
acknowledged the importance of willingness and flexibility but identified that these capabilities were
not explicitly targeted for development as part of allied health higher education. Interestingly,
student participants did not provide any insight to how these more quality-based capabilities are
developed in allied health higher education. Anna was the only participant who referred to
development of these capabilities, who used her photograph of an avocado tree (see Figure 6.5) to
emphasise the importance of individual willingness to participate in collaborative practice. The
avocado tree represented the relationships that are key in collaborative practice as an avocado tree
can only create fruit if there is another avocado tree of the opposite gender nearby. An avocado tree
can also change gender in order to bear fruit, which Anna described as representative of how
individuals need to be able to be willing to change in order to practice collaboratively. Anna
identified that providing feedback during her teaching enhanced students’ confidence and openness
to criticism. Anna’s experience highlighted how capabilities such as willingness and flexibility were
not explicitly targeted for development, but development of these capabilities occurred as more of a
hopeful bi-product of development of other capabilities such as openness. This example highlights
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the intertwined nature of the capabilities for allied health collaborative practice, where willingness
and flexibility are linked to openness, and also demonstrates the way in which allied health
education does not necessarily explicitly target development of some capabilities:
“You’ve got to know yourself fairly well to be able to be willing to, you’ve actually to be
brave, you actually need to be vulnerable to saying I don’t know everything and I’m willing to
learn and I’m willing to actually make some mistakes along the way [in collaborative
practice]… so providing feedback to students that builds people’s sense of confidence and
competence in what they do but also starting that process of peer feedback so that they have
to be open to hearing from other people how their performance is perceived by somebody
else” - Anna.

Figure 6.5: Avocado tree
Ethical courage as one of the capabilities that enable allied health professionals to strengthen their
individual contributions that shape collaborative practice was drawn from the interpretation of the
literature and was not identified as part of the capabilities for collaborative practice from the
participants. It was therefore not surprising in participant discussions it was less apparent how
ethical courage and how values and trust that form part of ethical courage are developed in allied
health higher education. A more limited focus on the development of ethical courage may be
because ethical courage is more implicit in comparison to some of the other capabilities for
collaborative practice, and can be considered a quality that is not immediately apparent in ‘typical’
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examples of collaborative practice such as team meetings, joint assessment and treatments and
clinical discussions. There may be a tendency of academics to focus on the development of more
visible capabilities or parts of capabilities such as communication and discipline-specific skills and
knowledge, especially because these capabilities tend to resonate with accrediting and competency
standards. Despite capabilities that may be more closely aligned with qualities being just as
important as capabilities based on communication and discipline-specific knowledge, the
participants in my research described less explicit development of these capabilities in current allied
health education.
This section has examined the development of the capabilities that enable allied health professionals
to strengthen individual contributions that shape collaborative practice including knowing how to
enter and engage in collaborative practice, ethical courage, professional expertise, willingness and
flexibility. These capabilities are inconsistently developed across higher education, with a tendency
to focus on understanding roles and critical thinking abilities, and some focus on willingness. The
development of ethical courage, flexibility and other parts of knowing how to enter and engage in
collaborative practice such as understanding collaborative practice were less apparent. The
participants tended to focus on the development of theoretical aspects of knowing how to enter and
engage in collaborative practice, understanding of roles, with student understanding not necessarily
transferring into collaborative practice healthcare settings. The opportunity to interact with other
health professions and actual patients was highly valued in terms of the development of role
understandings, with simulation seen to be helpful in development of clinical reasoning, part of
knowing how to enter and engage in collaborative practice. Simulation was revealed to be
potentially helpful in developing some of the capabilities that are currently less of focus in allied
health higher education. Simulation may be helpful in developing these capabilities through the
incorporation of individual influences that shape collaborative practice into simulation cases and
scenarios, so students can experience some of the actual elements that shape collaborative practice
and be encouraged to respond and contribute to them, thus initiating and building on capabilities.
Multiple capabilities may be developed concurrently, depending on the elements deliberately
integrated into scenarios underpinning practice-based education case examples. Development of
explicit capabilities can also be targeted through consistent and regular academic feedback to
students.

6.3.2 Crafting social capabilities
Capabilities that enable allied health professionals to navigate the social connections that shape
collaborative practice are key components of collaborative practice capability. Social capabilities
described in Chapters 3 and 4, include enabling relationships, having social awareness, reciprocity,
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friendliness and openness. This section illuminates key considerations for development of these
capabilities in allied health higher education. In particular, the importance of students having the
opportunity to participate in more clinically authentic interactions, such as role-playing or interacting
with actual health professionals as part of workplace learning to develop social awareness and
enabling relationships. Providing opportunities for students to reflect and debrief is important in
developing communication ability, as part of enabling relationships. Participants highlighted the
importance of modelling openness and encouraging students to question educators as part of
developing openness. It was less apparent how reciprocity and friendliness were developed as part of
allied health higher education.
i.

Improving social awareness and enabling relationships

Developing social capabilities, such as understanding and responding to people, as part of social
awareness and communication skills as part of enabling relationships can be facilitated by students’
participation in clinical-type interactions. Interaction between students or students and educators
may be used within group work in classrooms, simulations and workplace learning as a way to
develop social capabilities. Importantly, incorporating a level of clinical authenticity into these
experiences elevates these interactions from student-student discussions, into activities that better
resemble practice. The value of enhancing the clinical authenticity of student-student or studenteducator interactions using role-playing was evidenced in my research by Allan’s experience. Allan
described the use of role-playing in classrooms to provide opportunities for students to interact and
help development of their ability to understand and respond to people, which underpins social
awareness. Integration of role-playing into the classroom added a very basic layer of clinical
authenticity into interactions by positioning a student as a patient and another student as a health
professional. Integration of basic clinical authenticity into interactions may be valuable in building
initial understandings of social capabilities:
“I think it [role-playing] gives them the chance [to feel part of a more authentic clinical
experience], it’s a way to get them engaged and interact and participate” - Allan.
There is an important balance to be found between integrating elements of authenticity in relation
to interactions, and not over-complicating the learning experience and overwhelming students. This
highlights the importance of scaffolding complexity in relation to interactions, potentially
commencing with something simpler such as the basic role-playing as described earlier, moving
towards more complex simulation in order to develop social capabilities. In role playing, students
can begin to work on developing enabling relationships between a ‘health professional’ and a
‘patient’. Bringing a layer of authenticity in terms of collaborative practice relationships provides an

193

opportunity for early development of some of the social capabilities for collaborative practice. To
further develop capabilities for collaborative practice, more complex simulations may be beneficial.
My research revealed more complex simulations promoted more advanced development of social
capabilities. More complex simulations incorporate more of the elements that shape collaborative
practice, such as other people acting as scenario participants (e.g., other health professional staff,
security staff, bystanders), further challenging students and providing opportunities to target
development of multiple capabilities such as enabling relationships alongside responding to
collaborative practice catalysts. This was evidenced in my research by Adam, again referring to the
photograph of the Regional Clinical Interprofessional Simulation Centre (see Figure 6.4), who
described some complex simulation scenarios that were deliberately structured for students to
experience and begin to build on the various relationships that might be part of collaborative
practice. Adam’s experience highlights the importance of deliberate integration of significant
authentic elements that shape collaborative practice in order to enhance several capabilities or parts
of capabilities:
“We try not to make the scenarios so that they are so incredibly complex they [the students]
can’t figure out what it is… We did this scenario where we took a peer tutor who was having
a severe asthma attack and put him in the toilet, locked the door, and he was so short of
breath and so disoriented that he couldn't open the door… the students then call security,
security can’t open the door. And I should mention… with the scenarios with the nursing
students we try and take an opportunity to debrief as a group, in both disciplines, together,
which is good. Takes a big group but we don't do it every time, but we try and do it at least
once per prac [practical] session” - Adam.
The participants described how development of communication ability, part of enabling
relationships, can be facilitated by reflection on learning experiences and how students
communicate within those experiences. Reflection provides students with space to make sense of
their learning and unpack their performance in response to the elements integrated into the
experience, in particular their communication ability. Academics tended to attest to the importance
of reflecting and debriefing in my research as part of developing social capabilities. It was less
apparent from the student participants how debriefing and reflecting was integrated into their
learning experiences in order to develop collaborative practice capability. The importance of
reflection was portrayed by Adam’s experience, above, but also by Andrea, in relation to a
photograph of a treatment chair (see Figure 6.6). Andrea took this photograph to highlight the
importance of the patient or client in relation to both collaborative practice and development of
students’ collaborative practice capability. To Andrea, the treatment chair is where the client sits for
194

discussions around treatment options and where therapists consider social factors such as the care
the client can afford. The importance of the patient or client and health professional interaction to
formulate a plan together emphasises the centrality of clients and patients in collaborative practice,
and the importance of the health professional and client relationship. Andrea had supervised
students in a student-led clinic, and emphasised how debriefing with students following their client
sessions around how they were communicating with clients was a key part of developing
communication ability:
“The client is important in collaborative practice… there’s been a few discussions that I’ve
had [with students] about management plans and talking to your client about what options
are available and then potentially if those things don’t work, what the next step would be so
that the client’s always in the loop as to what’s going on with their treatment plan. Students
are just learning as well [about the importance of the client] so they’re learning how to
communicate with the clients and talking about all of the treatments that are available” Andrea.

Figure 6.6: Client chair
This importance of explicitly discussing how students communicate with patients and clients
emphasises the importance of debriefing and reflecting in developing capabilities for collaborative
practice. Explicit discussion clarifies the capabilities that are being targeted through particular
teaching strategies. For example, Agnes described an interprofessional simulation session between
physiotherapy, nursing and occupational therapy students, emphasising that the discussion
following the scenario was as important as the scenario itself. This discussion provided an
opportunity to explicitly reflect on how the students were working together, making clear that this
was a focus of capability development:
“The point of sim [simulation] was for them to be demonstrating collaborative behaviour, but
It was also about the students in the other room, so in the sim they got to watch them on the
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screen so the pair go in, do their thing, and it was watched on the screen, so they were able
to see how they worked together in it and make comments about it” - Agnes.
In order to develop communication ability, part of enabling relationships, student participants
emphasised the value of opportunities to interact with other health professionals in a meaningful
way in order to develop communication ability. When I asked student participants how
communication ability could be developed, Sasha emphasised how she felt it was helpful to have the
opportunity to discuss patient needs with other health professionals, and how it may also enhance
the patient’s experience:
“Working with two professionals going back and forth I think would be awesome not just for
us but for the patient as well” - Sasha.
Stewart emphasised the importance of workplace learning in providing opportunities to interact
with a range of people and communicate with a breadth of health professionals. Stewart’s emphasis
on how a workplace learning experience continued to shape his learning highlights the importance
of workplace learning in developing social capabilities in particular:
“It always comes back to, oh this happened on placement” - Stewart.
The importance of workplace learning in developing communication skills as part of enabling
relationships was also portrayed by academic participants. Ainsley described how students would
return from their first workplace learning experience with renewed appreciation of the importance
of communication. The importance of communication was emphasised when students had the
opportunity for interaction with other health professions:
“In third year, their first exposure, was one of the best things, I learnt kind-of where we fit in
terms of our role, I learnt that we need to talk to people” - Ainsley.
The value of opportunities for interaction in developing communication ability was also emphasised
by Sunny. Sunny described how small group work was helpful in developing communication ability,
more valuable than lectures or just sitting and listening. The opportunity to actively participate and
interact in discussion was particularly valued:
“I think it’s helpful when you are in a small group because then you get to say something and
you are contributing… it’s definitely building on our communication skills” - Sunny.
Integrating student opportunities for interactions into allied health higher education is valuable in
developing social awareness and communication ability as part of enabling relationships, particularly
in clinical-type interactions. Developing communication ability can be initially introduced via basic
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role playing, progressing to more complex simulations that can provide opportunities for more
interactions and subsequent development of social awareness. Opportunities to reflect and debrief
were revealed as important in developing communication ability, with academics emphasising the
importance of students reflecting on their communication with other students as well as with
patients (or simulated patients).
ii.

Instilling openness

Development of allied health students’ social capabilities including openness can be achieved
through modelled educator behaviour. Educators can model openness by acknowledging to students
they don’t necessarily have all the answers and encouraging students to feel comfortable
questioning them. In my research, the importance of educators modelling openness was identified
by the students in particular, who described the significance of openness.
Allied health student participants described the development of openness as educators encouraging
students to ask questions and challenge not just their educators, but any information presented as
part of their studies. Shane’s response to a question around how students were taught to be flexible
and open portrays the importance of educators encouraging students to question, and being open
to being questioned:
“One of our lecturers [name] says there is literature about this and this and this and he says
make up your own mind, and he teaches us to question it, and him” - Shane.
Sasha’s experience also portrays the importance of educators acknowledging that there can be
multiple different answers as part of case-studies, reflecting how collaborative practice itself can be
different and changing. Although Sasha’s experience doesn’t directly reflect developing openness as
a capability for collaborative practice, it resonates with the importance of flexible thinking and
acknowledging that practice is not one-dimensional but complex, subsequently calling for flexibility
and openness:
“With the case studies we have got at the moment its really open to interpretation as well, so
you might have some that get the same and others that get very different answers but [the
lecturer encourages us to see it as] there is no wrong answer” - Sasha.
To develop openness, it is important educators actively model openness themselves, and encourage
students to question both educators and each other. In order to model openness themselves and
provide students a space in which to question, educators need to put their own sensibilities aside
and acknowledge their limitations as both educators and health professionals. Academic participants
largely based the importance of openness from their own experiences as clinicians, where they
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recognised the importance of being open to input from other health professionals and patients or
clients. The importance of openness was particularly highlighted through experiences with other
health professionals who were not open, ultimately negatively affecting patient care. Amber
provided an example of how she develops openness in allied health students, emphasising the
importance of modelling openness. Amber made a point of consistently acknowledging to her
students that she doesn’t know everything, and it is important to be open to input for the sake of
the patient:
“I’m very conscious about modelling that I don’t always have the answer… and utilising the
other health professionals just from a completely different perspective because I could be
missing something…And there’s often you know you see lots of professionals that are very
closed minded and just go, no, I’m just going to do it, I’m just going to treat those patients,
I’m just going to do it all myself, I don’t need anybody else but I don’t think that’s the best
approach for the patient” - Amber.
This section has examined the development of the social capabilities for collaborative practice, in
particular openness, how to respond to people as part of social awareness, and how students are
taught to communicate in order to enable relationships. It is less apparent how reciprocity and
friendliness is developed in students or if negotiating, cooperating and sharing are explicitly
developed as part of allied health higher education. Teaching strategies that incorporate
opportunities for students to interact with a variety of people has been revealed as key to
development of students’ social capabilities for collaborative practice. Purposeful scaffolding of
these experiences can be achieved by commencing with simple classroom role-plays and progressing
to more complex simulation of clinical scenarios and workplace learning. Academic participants in
particular also identified how social capabilities can be developed through reflection and debriefing.
Finally, the importance of educators ensuring they model openness, by encouraging students to
question them and by openly acknowledging they don’t know everything was highlighted.

6.3.3 Moulding contextual capabilities
Contextual capabilities for collaborative practice in healthcare settings are particularly important in
enabling appropriate responses to the contextual influences that shape collaborative practice. My
research has illuminated five contextual capabilities: appreciating professional boundaries,
responding to collaborative practice catalysts, adaptability, responsiveness and persistence
(described in Chapters 3 and 4). Although some of these capabilities were drawn from allied health
students and academic participants explored in Chapter 4, interpretation of the experiential texts
revealed there was less of a focus on development of these capabilities. Interestingly, the student
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participants did not allude to development of any of the contextual capabilities illuminated as part of
my research.
A discrepancy between the value of particular capabilities and the development of these capabilities
may mirror more limited understandings around the implicit elements of collaborative practice. In
Chapter 4 I explored how participants tended to describe typical, visible examples of people working
together in relation to collaborative practice. Further discussion with participants alongside their
photographs helped penetrate more deeply into participant understandings of the less visible parts
of collaborative practice. However, this highlighted participants’ tendency to favour more typical,
visible examples which may reflect their practice. Participants briefly described their perceptions
around development of adaptability, responsiveness and responding to collaborative practice
catalysts. How allied health higher education targets development of appreciating professional
boundaries and persistence was less apparent.
i.

Forming adaptability, responsiveness and responding to collaborative practice
catalysts

Most academic participants tended to focus the development of adaptability in relation to
professional practice skills in general and the way students adapt techniques in response to
feedback. Some participants related to the notion of adaptability more broadly, based around being
receptive to other health professions’ input and then adapting their treatment approach
accordingly. More complex simulations were viewed as necessary in developing adaptability and
responsiveness, through incorporation of contextual influences that challenge students. Simulation
debriefs alongside suitable guidance are a crucial consideration when simulation activities aim to
target development of specific capabilities for collaborative practice such as adaptability and
responsiveness. The participants made little reference to the development of responsiveness apart
from responsiveness in relation to workplace learning. However, this was focused on student
capacity to respond to the other health professionals around them based on their life experience as
opposed to targeted development.
Most academic participants in my research tended to focus on the development of adaptability in
relation to professional practice skills in general, as opposed to adaptability in relation to
collaborative practice. The tendency was to focus on development of adaptability as how students
adapt their individual, profession-specific skills in relation to feedback, portrayed by Agnes’s quote,
based on a photograph of a simulated ward space with several hospital beds (see Figure 6.7). Agnes
found it helpful to provide feedback so the students could adapt their skills:

199

“They [students] will go and have a try of the [manual] technique and then the lecturer will
come around and modify or adapt their technique. So, I like to get them to have a go… and
then modifying and adapting that technique as we go” - Agnes.

Figure 6.7: Simulated hospital ward
Fewer participants viewed adaptability more broadly, based around being receptive to other health
professions’ input and then adapting their treatment approach accordingly. For example, Amber
identified that adaptability was enhanced through understanding individual professional roles and
knowing when to prioritise other professions during patient care. Amber indicated adaptability is
associated with the ability to step back and let other professionals provide input, enhanced in higher
education through the development of understanding of roles. This example also highlights
intertwining of capabilities, as Amber’s experience highlights the development of adaptability as part
of stepping back and letting other health professionals take priority. Responding to collaborative
practice catalysts is also targeted for development because stepping back is part of responding to
patient needs:
“[It’s important to be able to step back and see] Physio’s [physiotherapy is] the priority
because we need to get this right or the OT’s [occupational therapist is] the priority, we need
to get that right and then we can actually step in so I think that you know we can’t be so
dogmatic that ours is the most important profession and we just need to make sure our, our
modalities are the ones being done…I think we need to be much more flexible and adaptable
to those kinds of situations as well… And again, that comes back to knowing what everyone
else does” - Amber.
More complex simulation-based scenarios can also be helpful in developing adaptability and
responsiveness, through incorporation of contextual influences that challenge students. The way
contextual influences can be integrated into simulation in order to develop adaptability is evidenced
in my research by Adam, in relation to a photograph of a plaque attached to a building (see Figure
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6.4). This plaque was to commemorate the opening of a university ‘Regional Interprofessional
Clinical Simulation Centre’, which he used as an example of a space highly useful in developing allied
health student collaborative practice capability. Adam described a simulation he had undertaken
with his students and how he had deliberately focused on incorporating a number of contextual
influences into the simulation, this increased challenge deliberately developing specific capabilities
such as adaptability and responsiveness:
“I did one [a simulation] last week, I had three peer tutors with me and we had 2 police
officers doing a stabbing, so one of the peer tutors brought in her apple computer and turned
on ambient city noise, and we were able to use the stereo system, so they were working the
stabbing, it was just like it was in the street... so that's a 4th year tutor adding a little bit of
complexity to relatively simple scenario, so they spend more and more time getting engaged
in the debrief” - Adam
This example highlights the value of incorporating contextual influences that shape allied health
collaborative practice into teaching strategies such as simulation, but also emphasises the
importance of careful planning in simulation scenarios, designed by people highly aware of the
contextual influences that shape collaborative practice. Adam’s experience also portrays the
importance of simulation debriefs in developing capabilities, which may be a crucial consideration
when simulation aims to target development of specific capabilities for collaborative practice.
Adam’s experience also portrays the importance of guidance in overseeing complex simulations,
using three peer tutors and the importance of the debrief making explicit what the students are
expected to have learnt and skills developed.
There was little participant reference to the development of responsiveness apart from Angus, who
spoke to the development of responsiveness in relation to workplace learning. Angus’s quote relates
back to ‘the colourful horse’, as he describes responsiveness as a more inherent capability related
back to students’ life experiences. Angus’s description of challenging workplace learning experiences
highlights the potential of workplace learning in developing responsiveness through interaction with
other health professionals and patients, but also identifies a lack of targeted development of the
more quality-based capabilities for collaborative practice and a possible reliance on students
inherently having or developing these:
“If we think about students when they go on placement, are potentially going into very
complex settings, patients are very unwell, staff are very stressed… And they’re [the student]
probably going to get someone who’s really cranky, could be a nurse, could be a doctor,
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could be another professional… and how they respond is some evidence of their maturity and
their life skills” - Angus.
Interpretation of participant experience revealed a relatively limited focus in allied health education
on the development of adaptability in relation to preparing students for collaborative practice.
Adaptability in allied health students is generally developed in relation to their ability to alter
professional skills and knowledge according to feedback, as opposed to developing adaptability for
allied health collaborative practice. Students’ ability to respond appropriately to collaborative
practice catalysts can be developed through integration of contextual influences into simulation
scenarios, with debriefing an important part of the scenario. Responsiveness may be developed in
workplace learning or other learning strategies that encourage allied health students to respond to
the people and circumstances around them, although currently this is not explicitly targeted.
ii.

Improving persistence

The participants’ descriptions of their teaching and learning experiences revealed a strong reliance
on students’ innate development of the more implicit contextual capabilities, or capabilities that are
based more as qualities, such as persistence. Development of persistence in allied health higher
education tended be a hopeful bi-product of development of other parts of professional practice
capability. Although participants in my research viewed persistence as an important allied health
collaborative practice capability, it was less apparent whether there is any focus on development of
persistence in higher education.
The development of more implicit capabilities such as persistence is not explicitly privileged as part
of allied health higher education. This was in part due to participants’ presumption that allied health
students already have some of these capabilities developed to some degree. For example, Anabelle
referred to a photograph of a paint palette (see Figure 6.8) that represented many different colours
or parts necessary when creating something, in this instance creating students skilled in
collaborative practice. Anabelle saw part of that paint palette as being what students bring to their
studies, including various capabilities. Anabelle emphasised the importance of some of the more
implicit capabilities, or capabilities that are based on qualities, such as willingness, openness and
adaptability in allied health students, and how these were something to a degree already formed in
students, but not explicitly developed in higher education studies:
“It [more implicit capabilities] comes all down to basic parenting really…But it’s the same
thing as what you get in the home environment you know, 1) there’s role modelling, 2)
there’s practising good behaviour so you get them to you know do that role modelling and
practising of behaviour; you could do case studies and talk about people’s viewpoints about
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that and you know get people to be a little bit more open and understanding by exploring
their attitude about those kind of things” - Anabelle.

Figure 6.7: Paint palette
This section has examined the development of contextual capabilities for collaborative practice:
appreciating professional boundaries, responding to collaborative practice catalysts, adaptability,
responsiveness and persistence. There is clear importance placed on these capabilities by academics
and students, as the capabilities adaptability, responsiveness and persistence were drawn from an
interpretation of participant views, described in Chapter 4. However, despite the value placed on
these capabilities, there is a disconnect between the value placed on these capabilities and their
actual development in higher education. There is minimal, deliberate targeting of the development
of the contextual capabilities for collaborative practice, in particular the more implicit, less visible,
quality of persistence. There is some development of adaptability and responsiveness, but mainly in
relation to adapting manual techniques and communication. There is some focus around
encouraging students to be open to stepping back and letting other disciplines have priority
according to patient needs, part of responding to collaborative practice catalysts. Any development
of persistence is usually an unintended outcome from the development of other aspects of
professional practice capability. There was no discussion around development of appreciating
professional boundaries by participants.

6.4 Chapter conclusion
In this chapter, exploration of students’ and academics’ experiences of development of collaborative
practice capability illuminated an inconsistency between the development of the capabilities for
collaborative practice, where capabilities based on qualities tended to be less of a focus for
development. Development of collaborative practice capability, formed through a combination of
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student interaction with other students, educators, patients, clients, simulated and authentic clinical
settings is a temporal process that begins before students even commence their allied health
studies. Some allied health students arrive at their higher education studies with a level of
collaborative practice capability already formed because of life experiences and their innate
qualities. As a result, development of student collaborative practice capability in higher education
commences from a place of disparity in terms of individual student capability. This adds an extra
layer of complexity for allied health academics, in recognising the breadth and variety of student
experience and how this may affect allied health student collaborative practice capability
development.
Students described how a significant part of their learning was driven by recognising the
idiosyncrasies of individual academics and workplace learning supervisors and adapting their
practice in order to comply with educator ways of practice and convictions. Students were very open
in acknowledging how they adapted both their practice and way of learning according to educators’
particular practices and preferences. Although students did not specify why they adopted this
approach, it was likely because of the importance of passing subjects and the high-stakes nature of
workplace learning. The way in which workplace learning supervisors significantly influence student
learning was also identified by the academic participants, who acknowledged that what students
learnt on workplace learning took precedence over what students had learnt in the ‘classroom’, or
non-workplace learning settings. The influence educators can have on students was also reflected by
academics’ descriptions of the importance of ‘modelling’ particular capabilities such as openness in
the hope that students would recognise this and adopt it into their own practice.
Development of the explicit capabilities for collaborative practice was found to be inconsistent, with
capabilities that can be considered as qualities found to be less of a focus of development. There is
an emphasis on developing capabilities or parts of capabilities, such as discipline-specific skills and
knowledge and role-understandings (as part of knowing how to enter and engage in practice and
professional expertise) and communication (as part of enabling relationships) with a presumption
that theoretical understandings of these capabilities generated in the classroom will transfer to
practice settings. What is less apparent is the development of more implicit capabilities or parts of
capabilities that can be considered qualities, such as reciprocity, friendliness, ethical courage, and
persistence.
This examination of development of the explicit capabilities for allied health collaborative practice in
higher education has illuminated the complex nature of the development of allied health
collaborative practice capability and how collaborative practice capability is developed in higher
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education. Overall capabilities for allied health collaborative practice are developed in higher
education with minimal scaffolding and a tendency to overlook development of the more implicit
capabilities or parts of capabilities that can be considered qualities. Therefore, allied health higher
education using practice-based education teaching strategies is well positioned to help development
of collaborative practice capability, using some current approaches but also through deliberate
strategies. The way practice theory and the notion of praxis can be coalesced to inform balanced
development of collaborative practice capability is explored in Chapter 7.
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Chapter 7: Using a conceptual model to guide development of
collaborative practice capability
The goal of my research was to explore development of allied health students’ collaborative practice
capability in Australian higher education. The overarching research question that guided my
research was: how does higher education develop allied health students’ collaborative practice
capability? To answer this question, this chapter draws together the findings from a series of
philosophical hermeneutic studies (Chapters 3-6 inclusive) that explored collaborative practice,
collaborative practice capability (including underpinning capabilities) and how capabilities for
collaborative practice are developed in higher education.
Consistent with the philosophical hermeneutic concept of deepening understanding through use of a
hermeneutic spiral, this chapter presents a holistic understanding of collaborative practice, the
capabilities for collaborative practice and how those capabilities are developed in contemporary
higher education contexts. This chapter draws together the parts, including findings from a literature
and experiential study exploring collaborative practice and collaborative practice capability (Study 1:
Chapters 3 and 5), and a literature and experiential study exploring allied health students’
development of collaborative practice capability (Study 2: Chapters 4 and 6) into a holistic
understanding represented by a conceptual model, Developing allied health students’ collaborative
practice capability, to inform development of collaborative practice capability. The key findings of
this thesis, including the nature of collaborative practice capability in healthcare settings and the
manner in which collaborative practice capability is developed within allied health higher education,
are drawn together in a model to guide future development of students’ collaborative practice
capability. Although a discussion chapter, this chapter includes key quotes from participants to
further enrichen the central findings illuminated in Studies 1 and 2.

7.1 Allied health collaborative practice and collaborative practice capability
development
I entered this research with a broad understanding of collaborative practice as ‘people working
together’, based on my experiences and engagement with the literature, particularly the writings of
Croker, Trede, and Higgs (2014). I also had a superficial appreciation of the notion of collaborative
practice capability, without having previously considered the importance of distinguishing between
notions such as capability, ability, skill, competency and qualities. I now portray a more nuanced
understanding of allied health collaborative practice developed through engagement with
contemporary writing (Chapter 3) and participant perspectives (Chapter 4). I have also developed
deep and rich understandings of the complex nature of capability and the development of
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collaborative practice capability and through engagement with contemporary writing (Chapter 5)
and participant perspectives (Chapter 6). The importance of this deeper understanding of allied
health collaborative practice and collaborative practice capability as a consideration for allied health
higher education is also described.

7.1.1 Allied health collaborative practice
My research has revealed the inherently complex and dynamic nature of allied health collaborative
practice. Collaborative practice, like other professional practices, is largely shaped by the contexts
within which it is enacted and the people who enact it (Kemmis, 2010). This susceptibility to external
elements largely and broad range of people potentially involved accounts for the dynamic nature of
collaborative practice. Consistent with Kemmis’ views about practice more generally, interpretation
of contemporary literature around collaborative practice illuminated three broad elements:
contextual, social and individual, that independently and collectively shape collaborative practice.
Better understanding these elements facilitated unbundling of the inherently complex nature of
collaborative practice itself.
In my research, deeper understanding of the contextual, social and individual elements that shape
allied health collaborative practice and subsequently inform the capabilities required for
collaborative practice, surfaced less visible aspects of allied health collaborative practice itself. This
idea of less visible aspects of allied health collaborative practice strongly resonates with Fish and
Coles’ (1998) description of less visible aspects of professional practice in their ‘iceberg of
professional practice’ model. The ‘iceberg of professional practice’ identifies clearly visible activities
of practice such as ‘the doing’ of professional practice above the waterline, underpinned by less
visible aspects of practice including knowledge, beliefs and values below the waterline (Fish & Cole,
1998). Allied health collaborative practice also consists of visible activities (people working together)
and more implicit, less visible aspects. For example, collaborative practice can be enacted differently
across settings and requires effort. While not readily visible, these aspects are profoundly important.
The idea that professional practices such as allied health collaborative practice are comprised of
visible activities and less visible or implicit underpinning parts was a key finding of my research.
Participant understandings of collaborative practice, outlined in Chapter 4, mostly encompassed
visible parts of collaborative practice including examples of clinical activities where people were
clearly working together. Beyond identification of clinical activities, the less visible, more implicit
parts of collaborative practice were less apparent across the academic and student participant
perceptions. The more surface-level depictions of collaborative practice by participants in my
research were consistent with a lack of attention to the implicit underpinnings, or the substance of
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collaborative practice in healthcare settings across the literature (see Copenhaver & CrundellWilliams, 2020; Humbles, McNeal, & Paul-Richiez, 2017; Roberts & Bradley, 1991).
The less visible or implicit aspects of allied health collaborative practice are largely taken for granted
and therefore not readily accessible, decreasing the depth of understanding of these less visible
parts of collaborative practice. For example, although participants in my research tended to provide
examples of highly visible activities of people working together such as joint assessments and
treatments to describe collaborative practice, there was an acknowledgment that there are more
implicit underpinnings that need to also be present to ensure practice is collaborative. Participants
emphasised that even when health professionals are co-located and there is opportunity for
interaction, whether that be face to face or via technology, collaborative practice may not ensue.
Physically co-located health professionals can remain siloed in terms of their practice. This indicates
that there is more to allied health collaborative practice than people just ‘being together’ and the
‘doing’ of practice, there are deeper elements. Amber’s experience highlights this notion that
although people may work together as part of a team, the act of being together does not ensure
that collaborative practice will be enacted. This underscores the importance of better understanding
less visible elements that shape collaborative practice:
“… you can still be very siloed even though you’re being forced together within an actual
team … there are examples especially in the disability sector where you’ve got physios
[physiotherapists] and OTs [occupational therapists] and speechies [speech pathologists]…
part of a team … but they individually assess and they might just write a referral letter and
things like that – It’s not particularly collaborative. It’s still very siloed”- Amber.
In my research, exploration of the capabilities that underpin collaborative practice illuminated some
of these less visible elements of allied health collaborative practice. Implicit aspects of collaborative
practice revealed in this way include the notion that allied health collaborative practice requires
effort, changes and differs across settings, and is dependent on the sharing of discipline-specific
skills and knowledge. These implicit aspects of collaborative practice are drawn from important,
individually driven capabilities that are: knowing how to enter and engage in collaborative practice;
using ethical courage; professional expertise; willingness and flexibility. The social capabilities
enabling relationships, having social awareness, friendliness, openness and reciprocity, highlight
more implicit elements of collaborative practice such as the sociality of collaborative practice and
the importance of relationships. Contextual capabilities illuminated as part of my research including
appreciating professional boundaries, responding to collaborative practice catalysts, adaptability,
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responsiveness and persistence, put forward the notion that collaborative practice can be
challenging and ever-changing as with other implicit aspects of allied health collaborative practice.
Allied health higher education largely involves contextualising what healthcare practice looks like to
individual disciplines (Higgs, Loftus, & Trede, 2010). Therefore, more explicit and nuanced
understandings of collaborative practice itself can assist educators to develop allied health students’
knowledge of collaborative practice in readiness for placements and practice post-graduation.
Consequently, for educators, better understanding of allied health collaborative practice itself
provides a solid platform on which to develop allied health students’ collaborative practice
capability, as explicit understandings can be more easily conveyed to allied health students.
This section has examined less visible aspects of collaborative practice. Using capabilities for
collaborative practice as a lens to explore collaborative practice has revealed understandings about
collaborative practice itself. Collaborative practice may be challenging, thus requires effort, and the
sharing of skills and knowledge. Collaborative practice is ever-changing, different across settings,
based on relationships and has an inherent sociality. Understandings of the more implicit nature of
allied health collaborative practice are developed from the capabilities that are key in responding to,
navigating and strengthening individual contributions that shape allied health collaborative practice.
Identification of these important nuances of collaborative practice has implications for the
development of allied health collaborative practice capability, as understanding collaborative
practice itself forms a foundational part of developing collaborative practice capability, examined in
Section 7.5.

7.1.2 Developing allied health collaborative practice capability
My research highlighted that in higher education, allied health students’ collaborative practice
capability is largely developed through deployment of four key practice-based education teaching
strategies. These practice-based education strategies comprise case- and problem-based learning,
simulation-based education and workplace learning. While development of students’ collaborative
practice capability was a clear aim, both the literature and experiential studies revealed taken-forgranted assumptions that these specific practice-based education teaching strategies would develop
students’ collaborative practice capability. Further, there was little explanation around how these
teaching strategies facilitated students’ development of collaborative practice capability. Instead,
there was a tendency to focus on the development of students’ individual abilities, discipline-specific
skills or parts of capabilities such as critical thinking, problem solving and clinical reasoning, as well
as communication in a broad sense in the development of students’ collaborative practice capability.

209

In the previous section I identified the importance of understanding allied health collaborative
practice itself as part of developing collaborative practice capability. The role of understanding
collaborative practice itself as part of developing collaborative practice capability is based on the
importance of contextualising what healthcare practice looks like to individual disciplines as part of
allied health higher education (Higgs, Loftus, & Trede, 2010). However, this was not reflected in my
interpretation of both the literature and participant experiences. It was not apparent if there was
value placed on learning about allied health collaborative practice as a starting point for developing
collaborative practice capability. For example, participants generally identified that the best way to
develop allied health students’ collaborative practice capability was through various teaching
strategies that brought students from different disciplines together and generally did not identify
how students could be best prepared for these experiences or indeed how bringing students
together facilitated development of their collaborative practice capability. A focus on having
different disciplines working together in order to prepare students for collaborative practice was
portrayed by Alison’s and Amber’s experiences:
“The best way to prepare students for collaborative practice is to get them to collaborate in
some format in the classroom. They need to be together more. They don’t appreciate each
other until they’re actually together, until they understand what each other can like actually
contribute”- Alison.
“Experience and exposure and participation, in an interprofessional environment, or with
another discipline is really important for preparing students for collaboration later on”Amber.
Participant perspectives surfaced an assumption that simply bringing students together would
develop allied health students’ collaborative practice capability, without a clear understanding of the
complex nature of collaborative practice and the multiple capabilities underpinning the holistic
notion of collaborative practice capability. Bringing students together may be a valuable part of
developing allied health students’ collaborative practice capability and may target development of
some of the explicit capabilities for collaborative practice. However, allied health students could
benefit from more deliberate exploration of the complex and dynamic nature of allied health
collaborative practice itself and the multiple capabilities required for allied health collaborative
practice before undertaking it with other students. Student readiness for membership of a
profession is achieved through education built on a rich understanding of the nature of the
profession including identity and roles in society and professional practices (Higgs, 2013). Therefore,
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it can be argued that providing students with strong foundational understandings of the nature of
collaborative practice would be helpful before they are required to undertake it themselves.
The importance of developing allied health students’ understandings of collaborative practice
underscores a need for educators themselves to be familiar with the nature of collaborative practice.
In particular, it may be helpful for educators to have an understanding of both the elements that
shape collaborative practice and the capabilities for collaborative practice. Literature findings
reported in Chapter 5 illuminated the potential value of employing educators, case-writers and
simulation-scenario developers experienced in collaborative practice and cognisant of the elements
that shape collaborative practice, as well as the capabilities for collaborative practice. Educators who
are familiar with the nuances of allied health collaborative practice and the underpinning capabilities
can deliberately integrate particular elements that shape collaborative practice into cases and
scenarios in order to facilitate development of explicit capabilities for collaborative practice. The
value of employing educators familiar in collaborative practice and collaborative practice capability
and/or providing professional development in these areas was further supported by participants’
acknowledgement of the significant influence of educators. In particular, workplace learning
supervisors - in shaping student impressions of practice, described in Chapter 6. The ways in which
workplace learning supervisors understand and participate in practices such as collaborative practice
directly shapes student perceptions of collaborative practice. Ainsley’s quote portrays the significant
impact that workplace learning supervisors have on student understandings of practice:
“What students see and experience on placement seems to have a stronger impact than
what we teach them. So we’ve taught them A, they’ve experienced B, they come back and
they only know B”- Ainsley
Educators’ role in shaping students’ perceptions of practice highlights an important consideration in
developing allied health students’ collaborative practice capability. This significant influence that
educators can have on how allied health students approach practice is acknowledged across the
literature (Gibson et al., 2019). Thus, educator’s views and the way they value collaborative practice
can influence development of students’ collaborative practice capability. Cronin (2017) identified
individual values as a constant motivator for the way individuals practise. It can therefore be argued
that educators who themselves value and model collaborative practice may be better positioned to
develop allied health students’ collaborative practice capability.

7.2 Introducing the Domains of Collaborative Practice Capability
Capabilities have been understood throughout my research as ways of implementing or
demonstrating more holistic capability, and include individual abilities, skills and qualities (Higgs &
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Patton, 2018). Capability has been described generally as a state of readiness, confidence and
capacity to act soundly and effectively in life and work in both familiar and unfamiliar situations
(Higgs & Patton, 2018). Application of this description more specifically to allied health collaborative
practice highlights the importance of readiness, confidence and capacity of allied health
professionals to participate in collaborative practice in healthcare settings as foundational to
collaborative practice capability. Building on the contextual, social and individual elements that
shape collaborative practice, I now introduce three domains of collaborative practice capability:
personal confidence, transactional effectiveness and situational readiness that coalesce the
capabilities illuminated in Chapters 3 and 4. As with the elements that shape collaborative practice
itself, these three domains are multi-layered and intertwined.
The personal confidence domain resonates strongly with Higgs & Patton’s (2018) notion of capability,
in particular, the ‘confidence and capacity to act soundly’ aspect. Capabilities within the personal
confidence domain include knowing how to enter and engage in collaborative practice, ethical
courage, willingness, flexibility and professional expertise. The term ‘confidence’ is a broad term that
embodies ‘strength of belief’ (Bandura, 1997). Building on this notion, personal confidence enables
allied health professionals to strengthen individual contributions that shape collaborative practice,
as well as respond to and contribute to components of the contextual influences and social
connections that shape collaborative practice. The transactional effectiveness domain of
collaborative practice capability enables allied health professionals to navigate the social
connections that shape collaborative practice. Transactional effectiveness also resonates particularly
with the ‘capacity to act soundly and effectively’ aspect of Higgs & Patton’s notion of capability. The
transactional effectiveness domain comprises the capabilities enabling relationships, social
awareness, reciprocity, friendliness and openness. The situational readiness domain of collaborative
practice capability supports allied health professionals’ ability to respond to the contextual
influences that shape collaborative practice, and comprises the capabilities appreciating professional
boundaries, responding to collaborative practice catalysts, adaptability, responsiveness and
persistence. The contextual nature of collaborative practice resonates with Higgs and Patton’s (2018)
notion of ‘readiness’ in capability, in that to collaborate, an individual must understand and be ready
to engage with the different ways collaborative practice is enacted across various settings.
Collaborative practice does not follow a predictable recipe, instead it is ever-changing, shaped by a
multitude of elements and as a result, is enacted uniquely in each setting.
The capabilities that emerged from my interpretation of the literature were quite different to those
that arose from participant perceptions. The capabilities drawn from the literature study, described
in Chapter 3, included appreciating professional boundaries, responding to collaborative practice
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catalysts, enabling relationships, social awareness, knowing how to enter and engage in
collaborative practice and ethical courage. These capabilities were more abstract in nature,
reflecting the theoretical sphere they had been drawn from. From the participant experiences, I
illuminated more practically focused capabilities, including adaptability, responsiveness, persistence,
friendliness, openness, reciprocity, professional expertise, willingness and flexibility. This may be
because participants were drawing on direct clinical experiences in order to describe collaborative
practice and collaborative practice capability, as evidenced in Sammy’s and Amanda’s quotes:
“[Collaborative practice would] have quite a lot of team meetings and looking at who can be
best involved in someone’s care, people working together and updating each other on what
they think and that sort of thing... A lot more discussion between the disciplines about what’s
best for the patient. Even from the patient’s point of view, that the patient can see that their
health professionals are working together as well” - Sammy
“Sometimes it [collaborative practice] can be really practical stuff like working with a physio
and OT [occupational therapist], for us [speech therapists] it’s always around positioning
and, and getting people into the right position so having to work really closely with them
[physiotherapists and occupational therapists] to understand what the client’s capable of
and then kind-of optimising what that client can do so that we can then work with them a
little bit more so that could sometimes be very hands-on together” - Amanda.
The marked difference between the conceptual, more multi-layered nature of the capabilities drawn
from the literature and the practical capabilities that emerged from interpretation of participant
experiences may be due to a practice-theory nexus. Challenges in the implementation and use of
evidence-based practice in healthcare settings (Westerlund, Nilsen, & Sundberg, 2019) could
indicate a disconnect between actual practice and best practice according to theory. Participants
described fairly typical clinical examples and experiences of collaborative practice, such as case
conferences and joint assessments, reflecting a firm grounding of understandings of collaborative
practice in action (see Higgs, Loftus, & Trede, 2010). Given allied health academics largely come from
practice backgrounds (Smith & Higgs, 2013), it is not surprising that academics drew on their
practical experiences when asked to describe collaborative practice. Similarly, students tended to
draw on workplace learning experiences to describe their understandings of collaborative practice
and the capabilities required for collaborative practice. This is to be expected as workplace learning
experiences have been demonstrated to significantly shape students’ perceptions of practice
(Davenport, Hewat, Ferguson, McAllister, & Lincoln, 2018).
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This section has introduced three domains of collaborative practice capability personal confidence,
transactional effectiveness and situational readiness as a way to coalesce the multiple capabilities
for collaborative practice illuminated in Chapters 3 and 4. Capabilities within personal confidence
include knowing how to enter and engage in collaborative practice, ethical courage, willingness,
flexibility and professional expertise. Transactional effectiveness comprises the capabilities enabling
relationships, social awareness, reciprocity, friendliness and openness. Situational readiness
encompasses the capabilities appreciating professional boundaries, responding to collaborative
practice catalysts, adaptability, responsiveness and persistence. This is an important finding as it
consolidates the capabilities for collaborative practice and subsequently provides a simpler guide to
development of collaborative practice capability in allied health higher education.

7.3 Practice theory
In Chapters 3 and 4, I portrayed collaborative practice capability as a complex and dynamic
phenomenon, shaped by key contextual, social and individual elements that similarly shape
capabilities required for collaborative practice in healthcare settings. I employed a broad notion of
capabilities as encompassing abilities, skills and qualities, reflecting how capabilities extend beyond
notions of competence and allow allied health professionals to holistically engage in practice (Higgs
& Patton, 2018). To coalesce the capabilities that emerged from the literature and experiential
studies, I introduced three domains personal confidence, transactional effectiveness and situational
readiness. In this section, I use the writings of practice theorist Theodore Schatzki to explore more
deeply the capabilities that enable health professionals to contribute and respond to and participate
in collaborative practice in sometimes volatile and haphazard healthcare settings. While Schatzki
does not talk directly about allied health collaborative practice capability in healthcare settings or
development of allied health collaborative practice capability in higher education, his understanding
of practice as a compilation of ‘activities’ (or events) comprised of multiple spatial-temporal
manifolds of actions (Schatzki, 2006) has strong resonance with my understanding of collaborative
practice and its underpinning capabilities. The notion of ‘actions’ resonates with the capabilities I
have illuminated as part of this research. I further explore understandings of practice as activities
comprised of actions as a useful way to understand the centrality of individual abilities, skills and
qualities as part of collaborative practice capability, as well as consideration of how space and time
deepen understandings of collaborative practice capability.

7.3.1 Practice as an important concept
Professional practice is a dynamic and experiential phenomenon, embedded in practice contexts and
embodied and transformed through individual performances (Higgs, Trede, Orrell, & Patton, 2018).
Capability for professional practice comprises qualities, judgement and the ability to act ethically in
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uncertain, unfamiliar and dynamic contexts (Higgs & Patton, 2018). Exploration and development of
a deeper understanding of professional practice itself and specific considerations revealed by
practice theory have contributed to my understandings of how to better develop allied health
student collaborative practice capability. Schatzki’s writings around practice theory revealed two key
concepts, human action and social time, particularly relevant to my understandings of development
of collaborative practice capability. Schatzki (2006) derived the notion of human action by building
on Heidegger’s (1927) and Bergson’s (1911) concepts of ‘activity’ and ‘action’. Heidegger and
Bergson theorised the notion of activity versus action, where activity is broader than action and
more wide-ranging. Schatzki (2006) refined these understandings in his description of activity as the
continual sequential and overlapping performances of a person, a result of multiple singular actions
and events. This notion of practice as an activity formed through multiple actions resonates with
collaborative practice capability, where collaborative practice is the broader activity comprised of
multiple actions underpinned by multiple capabilities.
Practice cannot exist without individuals; people are essential to perform the actions that comprise a
practice (Schatzki, 2010). This resonates with the significance of individual contributions that shape
collaborative practice and the personal confidence domain of capability, where the importance of
the individual in shaping collaborative practice and determining collaborative practice capability is
emphasised. Thus, practice cannot exist without individuals, highlighting an inability to separate
people from the practices they participate in, and in this thesis, in separating health professionals
from collaborative practice. Given this social aspect of collaborative practice, it is unlikely that
students’ collaborative practice capability can be developed through theoretical exposure to
collaborative practice alone. Students need to be immersed in collaborative practice in order to fully
develop their collaborative practice capability. The effect of separating people from practice was
also highlighted in Chapter 6, where I identified a disconnect between theoretical knowledge gained
in classrooms and the application of these understandings in authentic clinical workplaces. For
example, participants highlighted understanding of other health professional roles to be a focus of
allied health classroom-based activities, but noted students had limited understanding of roles in
clinical workplace learning settings. This was portrayed through Amber’s portrayal of supervising
allied health interprofessional workplace learning:
“I’m always particularly surprised when we go over to Vietnam and you know the speechies
[speech pathology students] have no idea what podiatrists do and vice versa like all the pods
[podiatry students] have no idea about or the scope of practice about OTs [occupational
therapy students]” - Amber.
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This inability to separate people from practice, or health professionals from collaborative practice,
raises considerations for development of allied health students’ collaborative practice capability and
specific development of the capabilities within personal confidence, transactional effectiveness and
situational readiness domains. In Chapter 5, I drew from the literature the potential of practicebased education teaching strategies in developing explicit capabilities for collaborative practice
through integration of elements that shape collaborative practice into these strategies. However,
the inseparable connection between individuals and practice raises the question of how more
authentic collaborative practice experiences can be meaningfully integrated into allied health higher
education, given there is often a more theoretical focus on practice in allied health higher education.
The challenge of immersing students in practice whilst still learning for practice is not new and is the
aim of the fundamental philosophy underpinning practice-based education strategies such as caseand problem-based learning, simulation and workplace learning (Higgs, Loftus, & Trede, 2010).
Solutions to this challenge may be found by further exploration of Schatzki’s (2006) theorising of
practice, particularly around the notions of activities and actions. Schatzki views practices as
composed and the ‘site’ of multiple activities, for example collaborative practice could be seen to be
comprised of activities including meetings, discussions, assessments, writing reports and phone calls.
These activities themselves do not occur in a particular or fixed context, but in what Schatzki calls a
‘spatial site’, as they occur wherever the individuals involved are located. These activities are largely
‘bodily performances’ and thereby located within the bodies of individuals involved (Schatzki, 2010).
Individual actions underpin these activities that occur in spatial contexts, the setting also shaping
how and which actions are performed (Schatzki, 2006). In a collaborative practice activity such as a
meeting, an action might be a health professional putting forward an idea around patient care. This
action is based on the context of the patient needs, encapsulating Schatzski’s perspective on the role
of spatial sites determining actions, but also illustrates a resonance between actions and in relation
to my research, capabilities. For example, an action (the suggestion around a patient’s care)
resonates with one of the capabilities presented as part of my research, responding to collaborative
practice catalysts.
The way actions are shaped by the contexts in which they occur is an important consideration for
development of allied health students’ collaborative practice capabilities. Activities in different
settings elicit certain responses. Thus, different contexts can encourage development of particular
capabilities in different ways. To assist allied health students in developing particular actions (or
capabilities), exposure to explicit contexts which prompt particular actions (or capabilities) is
needed. Integration of explicit contextual nuances into practice-based education teaching strategies
can initiate specific actions and highlights the importance of understanding the contextual influences
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that shape collaborative practice. The contextual influences that shape collaborative practice were
introduced in Chapter 3. These could be integrated into educational experiences for allied health
students in order to catalyse specific actions, or the development of capabilities for collaborative
practice in students.
Schatzski’s notion of spatial sites provides reassurance that development of allied health
collaborative practice capability does not always have to occur in authentic healthcare settings
based on the idea that practices themselves are the sites of activities, not necessarily physical
settings. This opens opportunities to develop allied health students’ collaborative practice capability
through integration of particular activities into learning and teaching strategies that do not rely on
students physically being in real workplaces. For example, incorporating an activity commonly part
of collaborative practice, such as a team meeting, into case- or problem-based learning or simulation
could be used to facilitate development of collaborative practice capability. Although students are
not physically located in authentic healthcare settings, participating in a team meeting through caseor problem-based learning or simulation may encourage them to draw on and subsequently develop
particular capabilities for collaborative practice.
In Chapter 5 I highlighted how the use of practice-based education teaching strategies to develop
allied health students’ collaborative practice capability can be enhanced through consideration and
integration of contextual influences that shape collaborative practice into practice-based education
teaching strategies. Adam described how he integrated particular contextual features into
simulation scenarios in order to enhance the realism of the simulation and to increase the challenge
for students. Adam’s deliberate integration of ‘ambient noise’ aimed to elicit a particular response
from students, such as adapting to the context around them. This resonates with the notion that
integrating explicit contextual influences that shape collaborative practice into learning activities
may encourage students to draw on and better develop certain capabilities:
“I did one [a simulation] last week, I had three peer tutors with me and we had 2 police
officers doing a stabbing, so one of the peer tutors brought in her apple computer and turned
on ambient city noise, and we were able to use the stereo system, so they were working the
stabbing, it was just like it was in the street... so that's a 4th year tutor adding a little bit of
complexity to relatively simple scenario” - Adam.
Acknowledging the importance of context and how considered integration of contextual elements
into teaching activities can elicit particular student responses is an important consideration for
development of allied health students’ collaborative practice capability. Deliberate integration of
contextual influences into practice-based education teaching and learning activities not only
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encourages students to draw on certain capabilities important for collaborative practice but can
lessen the gap between the student’s current capability and practice. As described earlier in this
section, individuals cannot be separated from practice, therefore it may be challenging to prepare
students for practice without actual participation in practice or elements of practice. For example,
developing explicit capabilities such as social awareness and enabling relationships are best
developed through allied health students spending time with and interacting with other people, an
important part of collaborative practice.
Integration into allied health higher education of parts of practice, such as contextual influences,
social connections and individual contributions that shape collaborative practice, has potential to
decrease the disconnect between learning in the classroom and application of this knowledge in
practice. Schatzski’s notion of spatial sites, where activities based on individual actions occur within
sites of practice, provides valuable insight into how explicit capabilities for collaborative practice can
be better developed in academic settings, not just in authentic healthcare settings as part of
workplace learning.

7.3.2 Temporality and developing capability
Temporal aspects of practice, as described by Schatzki (2010), also significantly enrich
understandings of both collaborative practice and development of collaborative practice capability.
Schatzki’s (2010) understanding that actions that contribute to a broader activity have a temporal
component is not new and resonates with earlier work by Heidegger (1962). However, Schatzki
argued that actions occur in an order that is not random; rather, actions follow specific structures
and patterns that are inter-dependent and chronological. For actions to occur, there is an initial
cause of action which then triggers a sequential pattern or order of actions. Understanding
collaborative practice as activities comprised of overlapping actions (or entwined capabilities),
stimulated by an initial cause of action, supports the notion of collaborative practice catalysts,
introduced in Chapter 3. Responding to collaborative practice catalysts, one of the capabilities in the
situational awareness capability domain, can be viewed as an action that shapes activities that
comprise collaborative practice.
The notion that actions are chronological and follow sequential patterns is an important
consideration for development of allied health students’ collaborative practice capability and offers
potential to simplify student preparation for the complex and dynamic nature of collaborative
practice. Allied health students could be taught to follow sequential patterns through encouraging
them to recognise specific elements that shape collaborative practice and the explicit capabilities
needed to respond to, recognise and strengthen their individual contribution to these elements.
Collaborative practice has been identified in my research as a complex practice that is highly variable
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across settings. However, the notion that actions, as part of the activities underpinning practice,
follow a sequential pattern provides an opportunity to introduce an element of consistency in
relation to collaborative practice. Students may be assisted to recognise familiar causes of actions,
or as part of collaborative practice, elements that shape collaborative practice, which then demand
particular actions, or capabilities. For example, an influence that shapes collaborative practice such
as a specific patient need may require that students draw on certain capabilities, including enabling
relationships and friendliness. Enabling relationships and friendliness might be necessary in
establishing relationships with other health professionals that may be required to assist to meet a
patient’s needs. Another example may be establishing with students the understanding that clinical
frameworks and guidelines have a significant influence on the shape of collaborative practice,
therefore they will seek out and adapt to these guidelines, adaptability being again one of the
capabilities that are part of situational readiness.
Educators can develop allied health students’ collaborative practice capability by assisting students
to recognise elements that shape collaborative practice and facilitating an understanding of the
actions or capabilities that are required to respond or contribute to those elements. This approach
provides a structure or framework to assist students to better understand collaborative practice and
in so doing can improve the predictability of an essentially unpredictable practice. Ainsley utilised
this notion in relation to her teaching and preparation of students for collaborative practice. Ainsley
described how she uses an example of a child not walking (the patient need can be considered the
cause of action) and the requirement for involvement of physiotherapy in response to this patient
need (the action). The response to this cause of action elicits the need for health professionals to
draw on particular capabilities, such as responding to collaborative practice catalysts, and potentially
flexibility if their profession needs to step back for another discipline to take priority:
“We’d teach them around, you know what other professions would you have involved? You
want the physio involved… ‘Cause the child’s 18 months and they’re not walking” - Ainsley.
In this section I have explored and illuminated areas of resonance between Theodore Schatzki’s
practice theory, collaborative practice and development of allied health students’ collaborative
practice capability. In order to prepare students for collaborative practice where people cannot be
separated from practice, a need for student immersion in some form of social practice was
highlighted. For the development of collaborative practice capability, this may be achieved through
deliberate and thoughtful integration of collaborative practice contextual influences into a range of
student learning experiences. Schatzki’s description of practice as being comprised of multiple
activities underpinned by actions (2006; 2010) was used as a lens to view collaborative practice
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capability with activities underpinning actions equating to the capabilities within the personal
confidence, transactional effectiveness and situational readiness domains of collaborative practice
capability. Further, Schatzki’s view of actions being stimulated by an initial cause of action resonated
with the notion of collaborative practice catalysts presented in Chapter 3. The sequential and
pattern-following nature of actions has the potential to inform development of allied health
students’ collaborative practice capability by assisting students to identify what capabilities to draw
on in response to particular elements that shape collaborative practice. This approach brings a
degree of certainty to an inherently dynamic and therefore uncertain practice.

7.4 Praxis theory
This section explores the notion of praxis in relation to collaborative practice capability, using the
writings of educational theorist Stephen Kemmis (see Kemmis, 2012). Although Kemmis does not
write specifically about collaborative practice or collaborative practice capability, his broad
understanding of practice, praxis and pedagogy has strong resonance with the thesis I have
developed in relation to the ethical underpinnings of collaborative practice capability.
In Chapter 3 I introduced the importance of ethics as part of individual contributions that shape
collaborative practice and collaborative practice capability itself through identification of the
capability ethical courage. In and of itself, this is unsurprising, given collaborative practice was
explored across a range of allied health professions that are all guided by explicit codes of conduct
with ethical behaviour at their core. At the heart of collaborative practice is the ethical imperative of
‘doing what is best for patients’ with ethical challenges and guidelines shaping how collaborative
practice is enacted. As described in Chapter 3, ethical challenges in allied health collaborative
practice include patient/client confidentiality, the sharing of information and informed consent.
Ethical guidelines include professional registration requirements, government legislation and
individual healthcare organisation guidelines. Interpretation of the literature revealed ethical
courage as one of the capabilities important in enabling health professionals to respond to these
challenges. Ethical courage is based on respect, value for collaborative practice, and trust. Together,
these qualities enable individuals to respond to ethical challenges and appropriately facilitate
changes in collaborative practice to achieve best outcomes for patients. It was less apparent through
interpretation of academic and student participant experiences what role ethics played in shaping
collaborative practice or how it impacted on collaborative practice capability.

7.4.1 Using praxis to coalesce collaborative practice and person-centred care
Praxis encompasses morally informed and reflexive actions where people think about what their
action will mean in the world (Kemmis & Smith, 2005). Viewing collaborative practice with a praxis
lens opened up possibilities for the development of collaborative practice capability, as
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understanding praxis can illuminate how health professional’s practise and the way relationships are
shaped within health practices (Kilpatrick, 2008). Collaborative practice is a form of healthcare
practice, and the centrality of relationships in both collaborative practice and praxis highlights a
point of resonance between these phenomena. Praxis theory emphasises that practice is more than
an individual way of doing through reflective action (actions that are informed by examining one’s
own beliefs, judgements and practices), by drawing on deeper more altruistic approaches to care
based on reflexive action and transforming the world for the better (Kemmis & Smith, 2005). This
view can balance the more formulaic strategy introduced in the previous section, where
collaborative practice capability can be developed through students learning how to recognise
particular elements that shape collaborative practice and the actions, or capabilities, they need in
order to appropriately respond or contribute to those elements. There is a risk that following these
‘rules’ may encourage practice to become prescriptive and formulaic, and not consider the
complexities and nuances that are associated with patient care. If all experiences of collaborative
practice, including the capabilities employed in response to the elements that shape collaborative
practice, are based on transforming the patient’s world for the better, then appropriate patient care
should always be central to all actions.
In order to achieve what is best for the patient or client, input from multiple health professionals
and patients or clients themselves, which is essentially collaborative practice, is often required
(WHO, 2010). Placing doing what is best for patients at the heart of collaborative practice highlights
a praxis element to collaborative practice as collaborative practice can be a way to transform the
world for the better for the patient or client. Collaborative practice based on a notion of transforming
the world for the better for the patient or client emphasises the importance of moving away from
the individual health professional and viewing practice more as a collective, both within and across
professions and communities. Viewing healthcare practice as a collective practice based on
transforming the world for the better for the patient can change the way health professionals see
practice. Praxis is largely external to the person doing it, it is doing something because it is good in
itself to do (Kemmis, 2012), and can therefore move focus from health professionals as individuals to
part of a collective working for the betterment of patients. Consistent with this ideal of working for
best patient outcomes, student participants in my research identified the importance of patientcentred care and how practice should always be directed towards achieving best patient outcomes,
as portrayed by Sunny’s experience:
“First of all being like, what does the patient want? And how do they feel about what they’re
doing…I think it [patient centred care] comes up as a phrase a lot like we should aim towards
this” - Sunny.
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In contrast, academics identified that at times students were more internally focused and did not
have the patient front and centre as part of their practice. For example, Amber described how whilst
supervising interprofessional student workplace learning, students tended to focus on their own
knowledge as opposed to what patients needed:
“If it’s not a person from my discipline I sort of try and take a naïve perspective and go well
what do you think you know, what is your training telling you what to do and what sort of
you know management strategies would you put in place… And some students tend to be
very black and white, they get quite dogmatic about, this is what, this is my know… so they
fall back into this well this is what I know so that’s what I’m going to focus on rather than
going, well what is the problem for the patients” - Amber.
A praxis approach to understanding collaborative practice may be helpful in developing collaborative
practice capability, as currently allied health higher education has a strong focus on student-centred
learning, which emphasises the centrality of students’ roles in terms of practice, curriculum, and
content (Lee & Hannafin, 2016; Pazell & Hamilton, 2020; Quartey, Eksteen, Pickworth, Bello, &
Ahenkorah, 2020). There is a tendency for contemporary higher education students to be driven by
the need for positive course results and as a consequence, they are more individually focused
(Hasnain & Bhamani, 2014; Pence & Suerth, 2020). A praxis approach to allied health higher
education may help draw students out of this individual focus and see themselves more as part of a
collective and help integrate patient-centred or person-centred practice into their learning and be
better able to participate in collaborative practice in health settings.

7.4.2 Values-based practice
The notion of praxis resonates strongly with development of ethical courage, one of the capabilities
in the personal confidence domain of capability. As described in Chapter 5, practice-based education
teaching strategies used to develop (and assess) ethical courage are less apparent across the
literature in comparison to development of discipline-specific technical skills (see Itzhaki, Leurer,
Warshawski, & Bar; 2020; Kent, Hayes, Glass, & Rees, 2017; Titzer, Swenty, & Hoehn, 2011). As
described in earlier chapters, ethical courage enables health professionals to respond to ethically
challenging elements that shape collaborative practice, including the need to challenge and question
patient care and taken-for-granted beliefs, as well as respond to ethical challenges around patient
confidentiality, information sharing and informed consent. As praxis is morally informed action
aimed at achieving some ethical good (Mattson & Kemmis, 2007), integration of a praxis-oriented
approach into allied health higher education has potential to facilitate development of ethical
courage. Therefore, use of a praxis philosophy as a foundation for allied health higher education can
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facilitate students’ ability to centre practice on the good of the patient and enhance students’
confidence to challenge practice where necessary.
Underpinning the development of allied health students’ collaborative practice capability with a
praxis philosophy may be achieved through a focus on nurturing certain values in students.
Encouraging allied health students to value patient empowerment, evidence-based practice, active
participation of health professionals and patients, professional relationships, democratic approaches
to patient care and to respect and act on patient values may enhance students’ ability to participate
in collaborative approaches to healthcare such as collaborative practice (see Marzorati & Pravettoni,
2017; Thistlethwaite, 2012). This focus on patients and clients strongly resonates with a praxis
philosophy. As described in Section 7.1.2, the way educators and, in particular, workplace learning
supervisors influence student perceptions of practice and behaviours opens opportunities to
cultivate these values in students. Educators emphasising the importance of these values to
students, enacting and modelling these values themselves, can facilitate students’ development of
patient focus and collaborative practice capabilities.
Values guide the process of working toward a desired state of affairs and are precepts that inform
our personal, professional, and political behaviour (Prilleltensky, 2001). Therefore, nurturing
particular values such as empowering patients, respecting and acting on patient values, evidencebased practice, active participation of health professionals and patients, professional relationships,
democratic approaches to patient care and collaborative practice contribute to development of
ethical courage and ultimately collaborative practice capability. If valuing collaborative practice is a
focus of allied health education, through emphasis and modelling from educators, then students
themselves may be inspired and equipped to practice collaboratively in the future.
The impact of health professionals’ values on healthcare practices, including collaborative practice,
was highlighted by both academic and student participants in my research. Values were revealed to
have an important role in shaping how health professionals practise. The way Sutton described how
values determined her practice highlighted how different values impact practice. Sutton’s quote also
highlights the consideration that different health professions bring different values to practice,
including personal and professional values:
“You have your own personal values but then you have your discipline values, and everyone
brings their discipline’s values to the team as well and you’re kind of representing your
discipline so you have to bring your side of it as well” - Sutton.
Sutton’s experience illustrates how it may be helpful to ensure health professionals value
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collaborative practice as a way to bring together a group of health professionals who may have
different values and ensure ‘doing good for the patient’ underpins practice. How development of
allied health students’ values can be integrated into practice-based education learning activities was
touched on in Chapters 5 and 6, noting that how values are currently being developed in practicebased learning activities is less apparent across the literature. However, there may be benefit in
educating students around the importance of collaborative practice as well as modelling key values
that underpin collaborative practice, emphasising the value of collaborative practice itself. The
importance of educators modelling certain behaviours such as respect and displaying particular
values was evidenced by both academic and student participants, for example, Anna referred to the
types of values she felt were important to model to students in developing their collaborative
practice capability:
“…Valuing other people and valuing differences and welcoming those differences and
supporting people you know make contributions and respectful communication” - Anna.
Therefore, nurturing values specific to collaborative practice, for example, the importance of valuing
other health professional input, also necessitates education around the value of collaborative
practice itself, including both teaching and modelling these values. This again highlights the
entwined nature of the capabilities of collaborative practice, as to value other health professional
input and act on that input requires a number of other capabilities. For example, health
professionals may need to seek and be open to other health professional input, to have established a
relationship in order to ask for input, and be flexible in taking that input into consideration.
This section has outlined praxis theory and how teaching strategies underpinned by praxis theory
open opportunities for development of allied health students’ collaborative practice capability.
Using a notion of praxis, in the form of transforming the world for the better for patients, to guide
allied health education, can help move students away from individualistic thinking to seeing
themselves as part of a collective, working together for best outcomes for patients. This can help
allied health students to centre their care on patients, avoiding more siloed approaches to patient
care and potentially encouraging participation in collaborative practice. Incorporation of praxis
theory also tempers formulaic forms of practice which could occur if students are solely taught to
respond to elements that shape collaborative practice in specific ways, as praxis theory places the
patient or client at the centre of all action. Using praxis as a foundation to guide collaborative
practice coalesces person-centred care and practice. Praxis as a foundation for collaborative practice
may be particularly helpful in developing ethical courage, one of the capabilities for collaborative
practice. Nurturing the ‘collaborative practice values’ that underpin ethical courage, such as the
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importance of health professionals valuing collaborative practice itself and of valuing other people’s
input (including patients or clients, family and/or carers), alongside praxis values, including the
notion of transforming the patient’s world for the better, can contribute to developing ethical
courage.

7.5 A conceptual model to guide development allied health student
collaborative practice capability
In this section I present a conceptual model, Developing allied health students’ collaborative practice
capability (see Figure 7.4) that coalesces both collaborative practice and capabilities required for
collaborative practice to provide a holistic guide for academic staff seeking to develop allied health
students’ collaborative practice capability using practice-based education teaching strategies. This
model brings together the power of praxis, the elements that shape collaborative practice,
capabilities for collaborative practice and practice-based education. Conceptual models are critically
important components of disciplined inquiry, in that they add coherence, clarity, relevance, and logic
to interpretation of findings (Antoneko, 2015). My Developing allied health students’ collaborative
practice capability model brings together important considerations for the development of allied
health students’ collaborative practice capability for the first time. This novel way of understanding
the development of collaborative practice capability incorporates my research findings while
privileging patients and clients, ensuring they remain the focus of collaborative practice.
The Developing allied health students’ collaborative practice capability model provides a framework
to guide development of allied health students’ collaborative practice capability. This framework
disentangles a complex phenomenon through integration of my key research findings, including the
importance of praxis, the elements that shape allied health collaborative practice and the
capabilities for allied health collaborative practice. Due to the complex and dynamic nature of
collaborative practice and collaborative practice capability, this model is not designed to be used in
isolation. Rather, it provides an overview for educators and students wishing to better understand
collaborative practice, collaborative practice capability and development of collaborative practice
capabilities. In practice, publication and dissemination of the model will be accompanied by a
summary of each of the elements in the model to facilitate understanding and implementation of
the model.
The way I present my model in this section reflects how the model should be presented to educators
and students wishing to develop students’ capability for collaborative practice capability. My model
is revealed in stages over the coming sections, commencing at the centre of the model and
progressively moving outwards, with the model presented in its entirety in Figure 7.5. Consistent
225

with my research findings, praxis and transforming the patient’s world for the better through
collaborative practice is at the core of the model. The next level of the model, immediately adjacent
to the centre, includes the explicit capabilities required to meet patient needs through collaborative
practice. Continuing to move outwards in the next level, particular contextual influences, social
connections and individual contributions that shape collaborative practice are represented to
underscore the importance of incorporating these into teaching strategies to facilitate development
of explicit capabilities for collaborative practice. In this part of the model, the notions of balancing,
scaffolding, understanding and valuing collaborative practice are included as they are an important
consideration in developing capabilities for collaborative practice. Whilst integrating the elements
that shape allied health collaborative practice to develop explicit capabilities, these notions of
balancing, scaffolding, understanding and valuing collaborative practice need careful consideration,
thus are included in this part of the model. It is important to balance and scaffold development of
the separate capabilities for collaborative practice, and for students and educators to understand
and value collaborative practice itself. In the final outside part of the model, case- and problembased learning, simulation-based education and workplace learning are depicted as teaching
strategies that enable integration of the elements that shape collaborative practice in order to
develop explicit capabilities.

7.5.1 Collaborative practice: transforming the patient’s world for the better
The notion of ‘transforming the patient’s world for the better’ lies at the centre of my model,
Developing allied health students’ collaborative practice capability (see Figure 7.1), highlighting the
centrality of patients and clients within collaborative practice. While the importance of patients or
clients in collaborative practice is acknowledged in the literature (see Morley & Cashell, 2017) and by
the participants in my research, my research has highlighted limitations in authentic patient or client
‘voices’ in allied health teaching strategies that target development of students’ collaborative
practice capability. Having the notion ‘transforming the patient’s world for the better’ at the heart of
the model ensures patients and clients are at the centre of collaborative practice and integrates
praxis into collaborative practice capability. The importance of praxis was introduced earlier in this
chapter, where I proposed that adopting a praxis approach to developing allied health students’
collaborative practice capability ensures patients and clients remain at the centre of practice,
encouraging allied health students to adopt a patient-centred approach to care.
Centering collaborative practice on patients and clients helps balance existing tensions between
teaching students explicit actions in response to causes of actions as described in practice theory,
and ensuring students are not habituated into formulaic approaches to care, which may be a risk of
learning these ‘rules of action’. By positioning ‘transforming the patient’s world for the better’ at the
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heart of the model and consequently collaborative practice, allied health students are guided to
make decisions and practise in the best interest of patients and clients, as opposed to following
more formulaic approaches to care. The notion of ‘transforming the patient’s world for the better’,
underpinned by the notion of praxis and professional ethics, may also help transition students who
are more inward-facing, who can be driven by results and assessment, to have more of an outward
or patient focus, based on the notion that centering care on patients can move health professionals
out of a siloed individual focus (Fix et al., 2017). As described in my research, students can be more
focused on what they know and let that guide their decision making around patient and client care,
as opposed to what might be best for the patient or client. Using a notion of ‘transforming the
patient’s world for the better’ may help students to focus their decision-making and practice on
what is best for the patient or client.

Figure 7.1: The heart of the model

7.5.2 The domains of collaborative practice capability
Moving outwards from the heart of the model, the next ring includes the capabilities that are
necessary for students to be able to do what is best for the patient or client through engagement in
collaborative practice. The capabilities for collaborative practice are represented in the model using
the domains of collaborative practice capability (see Figure 7.2). The domains situational readiness,
transactional effectiveness and personal confidence encompass the 15 capabilities for collaborative
practice I have illuminated as part of this research.
Situational readiness comprises the capabilities:
 appreciating professional boundaries,
 responding to collaborative practice catalysts,
 adaptability,
 responsiveness, and
 persistence.
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Transactional effectiveness encompasses the capabilities:
 enabling relationships,
 having social awareness,
 reciprocity,
 friendliness, and
 openness.
Personal confidence includes the capabilities:
 knowing how to enter and engage in collaborative practice,
 ethical courage,
 willingness,
 flexibility, and
 professional expertise.
The entwined nature of the capabilities is reflected in the model by the coloured arrows between
each domain. The arrows between the domains represent how allied health professionals draw on
multiple capabilities simultaneously, depending on the demands of the situation. The arrows also
highlight the fluid nature of both collaborative practice and the process of drawing on capabilities
for collaborative practice.
Including the domains of collaborative practice capability as part of the model highlights the
importance of identification and purposeful development of a range of capabilities as part of
enhancing allied health students’ collaborative practice capability more broadly. Throughout this
research, I have identified limitations in how more implicit capabilities or parts of capabilities such as
ethical courage and persistence are developed through the implementation of current higher
education teaching strategies. Therefore, the domains of collaborative practice capability are
purposefully positioned close to the centre of the model to underscore the importance of early
awareness and identification of the range of capabilities required for collaborative practice by
students and educators. Explicit identification of capabilities needed for collaborative practice can
assist academics to examine strategies currently used for their suitability in the development of
students’ allied health collaborative practice capability. This is important, as my research has
demonstrated a tendency both within the literature and across academic and student participant
experiences to privilege the development of individually focused abilities, qualities and skills, largely
the capabilities or parts of the capabilities from the personal confidence domain. This focus on
individual discipline-specific skills and knowledge is not unexpected, being partly driven by
accreditation and practitioner registration requirements and standards. Clear and equal attention to
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all three domains of collaborative practice capability will assist academics to plan and implement
teaching strategies designed to develop student capability across all three domains.

Figure 7.2: The Domains of Collaborative Practice Capability

7.5.3 Integrating elements that shape allied health collaborative practice
In the Developing allied health students’ collaborative practice capability model, the elements that
shape allied health collaborative practice are introduced next, to highlight the importance of
development of explicit capabilities for collaborative practice for particular contexts. Contextual,
social and individual elements significantly shape how collaborative practice is differently enacted
across multiple contexts and significantly contribute to the fluid nature of collaborative practice
itself. Through my research I have identified limited integration of some of these elements that
shape collaborative practice into contemporary practice-based education teaching strategies.
Importantly, this lack of acknowledgement of elements that shape collaborative practice has the
potential to inhibit development of capabilities that enable allied health professionals to respond to,
navigate and contribute to these elements.
The elements that shape collaborative practice are positioned in the outer circle of my model to
demonstrate their role in shaping collaborative practice and consequent importance in developing
collaborative practice capability (see Figure 7.3). This positioning emphasises the significance of
these elements and reminds academics to consider their influence when designing teaching
strategies that aim to develop allied health students’ collaborative practice capability. Across this
thesis I have described how integration of elements that shape collaborative practice into practicebased education teaching strategies can trigger student use of particular capabilities and subsequent
development of those capabilities. An example of this is the integration of ethical challenges (an
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individual influence that shapes collaborative practice) into case-studies in order to facilitate student
development of ethical courage. The idea of integrating elements into practice-based education
teaching strategies resonates with practice theory, described in Section 7.3, as these elements can
be seen as ‘causes of action’, and capabilities that respond and contribute to these elements as
‘actions’. According to practice theory, actions and causes of actions are chronological and follow
particular patterns. This is reflected in healthcare settings in the way that particular patient needs
determine the healthcare they receive. Therefore, raising allied health students’ awareness and
understanding of the different elements that shape collaborative practice and what capabilities may
be useful in responding and contributing to these elements as ‘patterns’ provides a strategy to assist
academics seeking to develop allied health students’ collaborative practice capability. This approach
simplifies the complex nature of collaborative practice capability in order to scaffold development of
students’ capabilities. There is a risk if this more formulaic approach is used in isolation, that
students may develop a linear approach to collaborative practice that may not serve them well in
dynamic healthcare contexts. However, this risk can be mitigated to an extent, by continually
returning to the central notion of ‘transforming the patient’s world for the better’, ensuring that all
decisions are made for the good of the patient or client. Integrating elements into practice-based
education teaching strategies can also assist scaffolding of development of students’ collaborative
practice capability, explored in the next section. Simultaneous integration of multiple elements into
teaching strategies targets development of several capabilities at the same time, which begins to
reflect the demands of authentic collaborative practice. That is, collaborative practice undertaken in
healthcare contexts. In order to integrate elements that can elicit the use of and consequently
develop student capabilities, educators, case and scenario developers themselves need to
understand the relationship between elements and capabilities. This is explored further in the next
section.
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Figure 7.3: Integrating elements that shape collaborative practice and considerations for
education into practice-based education

7.5.4 Considering scaffolding, balancing, understanding and valuing
The notions scaffolding, balancing, understanding and valuing are included in my model alongside
the elements that shape collaborative practice as they are an important educational consideration in
development of students’ collaborative practice capability (See Figure 7.3). Scaffolding, balancing,
understanding and valuing have been identified as important activities in the holistic development
of allied health students’ collaborative practice capability. The importance of scaffolding
development of collaborative practice capability, undertaken through initial development of single
capabilities then progressing towards assisting students to draw on multiple capabilities
simultaneously, reflecting both the entwined nature of the capabilities and complex nature of
collaborative practice itself was outlined in Chapters 5 and 6. Balancing development of capabilities
for collaborative practice is also an important consideration, as it prompts educators to ensure that
all capabilities are developed as opposed to focusing on a select few.
Student understanding of collaborative practice is another important consideration as it provides a
starting point for development of students’ collaborative practice capability. In Chapter 6 I described
the diverse nature of allied health students and the way students develop collaborative practice
capability from different starting points. Students enter higher education with varying levels of
development of capabilities for collaborative practice, with some having already developed these
capabilities. Therefore, when seeking to develop explicit capabilities for collaborative practice,
educators are encouraged to firstly identify all students’ level of understanding and then ensure all
students have at least a foundational understanding of collaborative practice, its nature, the
elements that shape collaborative practice and the capabilities underpinning collaborative practice.
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Understanding also relates to the importance of allied health educators and workplace learning
supervisors understanding collaborative practice beyond ‘typical’ examples, including concrete
actions such as team meetings and joint patient assessments. For example, appreciating that
collaborative practice can be different across healthcare settings and is ever-changing. As described
in Chapter 6, it is recommended that allied health educators and workplace learning supervisors be
cognisant of and proficient in the capabilities for collaborative practice themselves, enabling them to
model these capabilities and explicitly target their development in allied health students.
Valuing reflects the importance of educators and students valuing collaborative practice as a form of
healthcare practice. If students value collaborative practice, they will be better placed to advocate
for and participate in collaborative practice. Additionally, students valuing collaborative practice and
having a strong understanding of the nature of collaborative practice, may assist them to translate
their theoretical understandings into practice. Across this thesis I have also emphasised how
educators and workplace learning supervisors significantly impact the way students perceive
practice and develop their own practice. Thus, if educators and workplace learning supervisors value
collaborative practice, they are more likely to encourage allied health students to participate in
collaborative practice and subsequently develop collaborative practice capability.

7.5.5 Using practice-based education strategies to develop collaborative practice
capability
The final part of the Developing allied health students’ collaborative practice capability model
identifies four key teaching strategies used to develop allied health student collaborative practice
capability (see Figure 7.4). In Chapters 5 and 6 I illuminated how implementation of four commonly
used practice-based education teaching strategies (case- and problem-based learning, simulationbased education and workplace learning) in allied health higher education contribute to the
development of allied health students’ capabilities for collaborative practice. I have included these
four practice-based education teaching strategies in the Developing allied health students’
collaborative practice capability model as they can integrate elements that shape collaborative
practice and elicit a need for students to draw on particular capabilities, depending on how the
teaching strategy is constructed and implemented. Thus, these teaching strategies are well
positioned for use in the development of allied health students’ capabilities for collaborative
practice. However, development of allied health students’ capabilities for collaborative practice by
integrating elements into practice-based education learning activities is not limited to case-based
learning, problem-based learning, simulation-based education and workplace learning. The
development of the capabilities for collaborative practice can be extended beyond these four
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teaching strategies by integrating these strategies into other teaching activities. For example,
integrating cases or simulations into other forms of practice-based education learning activities that
were beyond the scope of this research and less-commonly used in allied health higher education
(for example, project-based learning) may enable the development of collaborative practice
capability in these teaching strategies also.
My research has illuminated a number of key considerations for enhancing the development of
allied health students’ capabilities for collaborative practice, including integration of the elements
that shape collaborative practice into teaching strategies; utilising educators and workplace learning
supervisors who have strong understandings of collaborative practice itself, the capabilities for
collaborative practice and the elements that shape collaborative practice; and making explicit to
allied health students the capabilities for collaborative practice that are being targeted as part of
learning experiences. The way in which the capabilities for collaborative practice can be developed
within a broad range of practice-education learning activities highlights a valuable finding of my
research. Not only has my research illuminated how collaborative practice capability can be
developed but has also opened up understandings around development of collaborative practice
capability across a broad range of teaching strategies.
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Figure 7.4: My model ‘Developing allied health students’ collaborative practice capability’

This section has introduced a new model for guiding the development of allied health students’
collaborative practice capability in higher education contexts. The development of this model was
underpinned by two studies (both of which involved interpretation of literature and participant
experiences) and examination of how practice theory and the notion of praxis contributed to
understanding the nature of both collaborative practice and development of collaborative practice
capability. These understandings include how praxis theory can be used to coalesce collaborative
practice and patient-centred care, this notion reflected at the heart of the model highlighting the
importance of patients and clients in allied health practice. The domains of capability: personal
confidence, transactional effectiveness and situational readiness are included to represent the
importance of the capabilities for collaborative practice and how these should be a consideration in
developing allied health students’ collaborative practice capability more broadly. The elements that
shape collaborative practice are highlighted as integrating these into practice-based education
teaching strategies will encourage students to draw on and subsequently develop the capabilities for
collaborative practice. Scaffolding, balancing, understanding and valuing are key considerations as
part of the development of allied health students’ collaborative practice capability. Finally, four
teaching strategies, case- and problem-based learning, simulation and workplace learning, complete
the model as suitable teaching strategies that can integrate elements that shape collaborative
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practice in order to target development of explicit capabilities for collaborative practice, with the
achievement of what is best for the patient or client a core aim.

7.6 Chapter conclusion
Collaborative practice capability has been revealed as a complex and fluid phenomenon that
comprises multiple capabilities for collaborative practice that enable allied health professionals to
respond, navigate and strengthen the elements that shape collaborative practice. These capabilities
can be coalesced into three key domains: personal confidence, transactional effectiveness and
situational readiness. The dynamic nature of collaborative practice capability is partly evidenced in
the entwining of the underpinning capabilities where they are not called on discretely, but often
simultaneously, dependent on the situation at hand. In order to respond to, navigate and strengthen
the elements that shape collaborative practice, multiple capabilities are often drawn on in unison.
The power of using praxis as a lens to appropriately position patients and clients at the centre of
both collaborative practice and the development of collaborative practice capability has been
revealed. Using a notion of ‘transforming the patient’s world for the better’, based on
understandings of praxis, is at the centre of the Developing allied health students’ collaborative
practice model to inform development of collaborative practice capability. At the heart of all
decision-making, in practice or as a student, should be what is best for the patient. Some potential
for teaching allied health students particular patterns of collaborative practice capability, for
example particular elements or causes of actions that trigger the use and subsequent development
of actions or capabilities has been identified. Importantly, centering practice on patients and clients
reduces the risk of generic formulaic approaches.
My research contributes to allied health higher education by portraying collaborative practice
capability as a dynamic, entwined and balanced phenomenon comprised of explicit capabilities.
Developing collaborative practice capability requires deliberate planning and scaffolding. Chapter 8
discusses the implications of these findings for development of higher education practice-based
education activities and curricula able to help produce allied health professionals skilled in
collaborative practice.
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Chapter 8: Conclusion and implications for practice, education and
research
At the outset of this thesis (Chapter 1), I acknowledged the important contribution allied health
collaborative practice makes to achievement of best patient outcomes, particularly given
increasingly complex patient conditions, across a wide range of contemporary health settings. I also
acknowledged that my research was underpinned by a foundational understanding of collaborative
practice as ‘people working together’. Building on this notion, the aim of my research was to deepen
understandings of collaborative practice, collaborative practice capability and how allied health
students’ collaborative practice capability is developed as part of allied health higher education.
My over-arching research question was: How is allied health students’ collaborative practice
capability developed in higher education?
Seven research sub-questions were devised to guide the research process and answer the overarching research question:
1. How do contextual, social and individual elements shape collaborative practice?
2. How do the elements that shape collaborative practice influence the capabilities for
collaborative practice?
3. How do allied health academics and students perceive collaborative practice?
4. What capabilities do allied health academics and students identify as key for collaborative
practice?
5. How are allied health students’ capabilities for collaborative practice developed in higher
education using practice-based education teaching strategies?
6. How do social constructivism and practice-based education teaching strategies inform the
development of the capabilities for collaborative practice?
7. How could allied health higher education build on these research findings to enhance
learning and teaching and better develop allied health students’ collaborative practice
capabilities?
The deep and rich understandings of allied health collaborative practice capability illuminated by my
research provides a valuable contribution to allied health higher education. In particular, the
capabilities underpinning collaborative practice and how these capabilities are, and can be,
developed in allied health practice-based education provides valuable guidance for higher education
educators. This is particularly important in the current health climate where healthcare pressures
and patient needs are generating increased demand for collaborative practice like never before and
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subsequently demanding allied health graduates with collaborative practice capability (Khalili et al.,
2019).
The research presented in this thesis has contributed to the understanding of allied health
collaborative practice and collaborative practice capability by revealing key elements that shape
allied health collaborative practice. How these elements shape the capabilities for collaborative
practice has also been illuminated alongside how four key practice-based education teaching
strategies (case-based learning, problem-based learning, simulation-based learning and workplace
learning) contribute to allied health students’ development of these capabilities. Through revelation
of more nuanced understandings of collaborative practice, collaborative practice capability, and
elucidation of the role of practice-based education teaching strategies in development of allied
health students’ collaborative practice capability, possibilities for re-imagining allied health higher
education have been identified. Allied health higher education can be re-imagined in ways that more
deeply harness the power of integrating contextual, social and individual elements that shape
collaborative practice and interaction in practice-based education teaching and learning strategies to
facilitate balanced development of allied health students’ collaborative practice capabilities.
My deepened understanding of the development of allied health students’ collaborative practice
capability using practice-based education teaching strategies is directly applicable to allied health
higher education. The key findings of this research, established in the preceding chapters, provided
the foundation for my model: developing allied health student’ collaborative practice capability. This
model provides guidance for educators seeking to develop allied health students’ collaborative
practice capability through construction of teaching and learning activities targeted towards
developing allied health students’ capabilities for collaborative practice.
The thesis I have established, is that collaborative practice is a complex and dynamic practice based
on people working together and shaped by contextual influences, social connections and individual
contributions. In order for allied health professionals to participate in and contribute to collaborative
practice, they need to respond to contextual influences, navigate social connections and strengthen
individual contributions, which require a particular set of capabilities. Moving beyond the notion of
competence and embracing a more holistic view of capabilities, the capabilities for collaborative
practice have been found to include skills, abilities and qualities. Through a deliberate integration of
contextual, social and individual elements that shape collaborative practice into practice-based
education teaching strategies, allied health students’ capabilities for collaborative practice can be
developed. The grounding of collaborative practice capability development in praxis helps ensure
that advancing explicit capabilities in response to particular elements that shape collaborative
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practice does not become formulaic. My model, Developing allied health students’ collaborative
practice capability privileges, a praxis approach through positioning of ‘doing what is best for the
patient (or client)’ at its core, thus encouraging allied health students’ decision-making to be centred
on patients as opposed to following prescriptive, one-size-fits-all approaches to care.
In this final chapter, I draw this thesis to a close by critically evaluating the contribution of this
research to allied health education and health professional education more generally. In Chapters 37, through a critical examination of literature and participant experiences, I answered research subquestions 1-6. In this chapter, I concentrate on the broader contributions and potential implications
of this research. I explore how allied health students, academics and workplace learning supervisors
could build on these research findings to enhance development of allied health students’
collaborative practice capability. I have included a summary of key research findings crossreferenced with relevant chapters (see Table 8.1). I also present suggestions for future research as
part of this chapter.

8.1 Summary and critique of this research
This section provides a summary of the main research findings, as well as a critique of the research
rigour. A new understanding of collaborative practice developed through the elements that shape
collaborative practice, the capabilities for collaborative practice and how practice-based education
teaching and learning strategies can facilitate development of these capabilities, is summarised. A
brief synopsis of how the research paradigm and use of philosophical hermeneutics strengthened
the rigour, transparency and transferability of the research is provided.

8.1.1 Summary of the contribution of this research
This research has added new knowledge in the fields of allied health practice and education, which
may be more broadly applicable to healthcare practice and education in general (see Table 8.1). The
research findings, because of their contextual nature, may be useful beyond the boundaries of allied
health and applicable across a number of related professions including medical, nursing and any
other professions that undertake collaborative practice in healthcare settings.
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Table 8.1: Summary of key research findings table
Research finding

Chapter
reference

Allied health collaborative practice
1.

2.

Allied health collaborative practice is a dynamic and complex practice shaped by
contextual influences, social connections and individual contributions (contextual, social
and individual elements)
The contextual, social and individual elements that shape collaborative practice are highly
varied across and within healthcare settings; consequently, collaborative practice itself is
ever-changing

Chapter 3, 7

Chapter 3, 7

Allied health collaborative practice capability
3.

Allied health collaborative practice capability comprises 15 key capabilities grouped under
3 domains (as below), that enable allied health professionals to respond to, navigate and
strengthen contribution to the contextual, social and individual elements that shape
collaborative practice.

Personal
confidence

Transactional
effectiveness

Situational
readiness

Knowing how to enter and
engage in collaborative
practice

Enabling relationships

Appreciating professional
boundaries

Ethical courage

Social awareness

Responding to collaborative
practice catalysts

Willingness

Reciprocity

Adaptability

Flexibility

Friendliness

Responsiveness

Professional expertise

Openness

Persistence

4.

5.

The three over-arching domains: personal confidence, transactional effectiveness and
situational readiness reflect key parts of the notion of capability and the contextual, social
and individual elements that shape allied health collaborative practice.
The allied health capabilities for collaborative practice include theoretically- and
practically-based capabilities that may be drawn on simultaneously, highlighting the
entwined nature of collaborative practice capability.

Chapters 3, 4, 7

Chapters 3, 4, 7

Chapter 7

Developing allied health collaborative practice capability
6.

7.

8.

The focus on interaction within social constructivist learning approaches ideally positions
these approaches for development of allied health students’ collaborative practice
capability.
Allied health students’ development of collaborative practice capability should be
grounded in a firm understanding of allied health collaborative practice, the elements
that shape it and the capabilities that underpin it.
Development of allied health students’ capabilities for collaborative practice needs to be
carefully scaffolded, starting with development of individual capabilities and moving
towards experiences that require students to draw on multiple capabilities
simultaneously, as they would in practice.
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Chapters 5, 7

Chapters 5, 7

Chapters 5, 7

9.

Integrating contextual, social and individual elements that shape allied health
collaborative practice into practice-based teaching and learning strategies can trigger
development of allied health students’ capabilities for allied health collaborative practice.
10. Allied health educators, including academics and workplace learning supervisors, need to
model the capabilities for allied health collaborative practice because of the significant
influence educators can have on allied health student practice.
11. Allied health students can be taught to recognise particular elements that shape allied
health collaborative practice and requisite capabilities in order to respond to, navigate
and contribute to these elements, introducing a level of structure and pattern into
development of allied health students’ capabilities for allied health collaborative practice.
12. Grounding development of allied health collaborative practice capability in praxis, or an
ethos of doing what is best for the patient mitigates any risk of prescriptive approaches in
relation to capability for allied health collaborative practice.

Chapters 5,6,7

Chapters 5,6,7

Chapter 7

Chapter 7

This research has moved educational focus from skills and competencies important in collaborative
practice in healthcare settings, to more complex and inter-related contextual influences, social
connections and individual contributions that shape allied health collaborative practice in order to
better understand and develop students’ collaborative practice capability. This understanding of the
elements that shape allied health collaborative practice goes beyond traditional explorations of
collaborative practice, revealing unique insights into the more implicit parts of allied health
collaborative practice in healthcare settings and consequently a more nuanced understanding of the
capabilities for allied health collaborative practice. Through this research, I have identified a broad
range of capabilities for allied health collaborative practice that encompass skills, abilities and
qualities that are missing from current frameworks (see for example the Curtin University
Interprofessional Capability Framework, 2013; The Canadian Interprofessional Heath Collaborative
National Interprofessional Competency Framework, 2010; The United Kingdom Sheffield Hallam
University/University of Sheffield Interprofessional Capability Framework, 2005; The United States
Core Competencies for Interprofessional Collaborative practice, 2016). These frameworks denote
competencies, capabilities and skills for collaborative practice or forms of collaborative practice such
as interprofessional or multidisciplinary practice, however as described in Chapter 1, there are some
limitations to these frameworks.
Across contemporary literature there is evidence of significant exploration of collaborative practice,
collaboration and collaborating across a number of industries. Previous research has focused
primarily on understanding collaborative practice itself, including in the healthcare setting, and the
competencies, capabilities and skills underpinning collaborative practice. However, my research was
the first of its kind, exploring the elements that shape allied health collaborative practice in order to
more deeply and richly understand the capabilities for allied health collaborative practice as
determined by these shapers of collaborative practice, as well as revealing the more implicit parts of
allied health collaborative practice. My research has added a broader understanding that allied
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health collaborative practice is shaped by three key elements, these elements in turn influencing the
capabilities necessary for collaborative practice in given healthcare contexts. Understanding these
capabilities and elements that shape collaborative practice also highlights more implicit parts of
collaborative practice, such as its dynamic and diverse nature.
Focus on allied health collaborative practice and collaborative practice capability is an important
contribution of this research. Across the literature there is less attention paid to allied health
collaborative practice and more specifically development of collaborative practice capability, with
more emphasis on medical and nursing possibly due to their long history of professional
collaboration (Homeyer, Hoffman, HIngst, Opperman, & Drier-Wolfgramm, 2018; Price, Doucet, &
Hall, 2014). Through reflective engagement with collaborative practice, collaboration and
professional practice literature text sets and participant (academics and students) text-sets drawn
from their perceptions and experiences, I came to understand more deeply the complex, dynamic
and multi-dimensional nature of the elements that shape allied health collaborative practice and as
a result, developed a deep and rich appreciation for the nuanced nature of allied health
collaborative practice itself.
Across the collaborative practice, collaboration, educational and professional practice literature,
examination of allied health collaborative practice, allied health collaborative practice capability and
the development of it is less apparent. Through deep exploration of the elements that shape allied
health collaborative practice and the capabilities important in responding to, navigating and
contributing to these elements, this research has contributed valuable understandings of the
dynamic way in which collaborative practice is shaped and the entwined nature of the capabilities
for allied health collaborative practice. Interpretation of the literature and participant experiences
revealed allied health collaborative practice to be shaped by contextual influences, social
connections and individual contributions that initiate development of explicit capabilities in order to
respond, navigate and strengthen contribution to these elements. These elements and as a result,
capabilities for allied health collaborative practice are entwined, not discrete, rigid entities. From
this complexity, collaborative practice capability has been revealed as a holistic and dynamic
phenomenon, comprising a number of capabilities that can be drawn on simultaneously. This
enhanced understanding of collaborative practice capability in terms of its dynamic nature
emphasises a need to scaffold development of allied health students’ capabilities for collaborative
practice, working towards students drawing on multiple capabilities concurrently.
My research has demonstrated strong resonance between practice theory and social constructivist
learning theory and development of allied health students’ collaborative practice capability
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(Bandura, 1977; Rogoff, 2012; Vygotsky, 1987). Social constructivist learning theory highlights
student interaction and participation as key in the development of the capabilities for professional
practice (Adams, 2007), therefore how allied health students are encouraged to interact and
participate in practice-based education teaching and learning strategies becomes key to
understanding development of allied health students’ capabilities for collaborative practice.
My research demonstrated an imbalance in the development of students’ capabilities for allied
health collaborative practice with a tendency for higher education to focus on individual discipline
specific skills and knowledge. Interpretation of both the literature and participant texts revealed that
contemporary allied health higher education teaching and learning strategies tended to focus on
development of individually driven capabilities, or parts of these capabilities such as understanding
roles and discipline-specific skills and knowledge. Collaborative practice capability can be developed
by deliberate and targeted integration of contextual, social and individual elements that shape allied
health collaborative practice into allied health education teaching strategies. Students can be
encouraged to recognise these elements and the necessary capabilities to respond to, navigate and
contribute to these elements that shape collaborative practice. This notion of linking elements that
shape allied health collaborative practice with particular capabilities resonates with the work of
Schatzki (2005), where actions underpin practice, and these actions follow particular sequential
patterns. However, centering allied health collaborative practice on a notion of praxis may be helpful
to avoid prescriptive teaching and learning of the elements that shape collaborative practice and the
capabilities that enable allied health professionals to respond to, navigate and strengthen individual
contribution to these elements. I embedded praxis into my research through the notion of
collaborative practice as a way to do what is best for the patient, building on the work of Kemmis
(2008).
My research has also highlighted the value of photographic-elicitation as a research strategy,
particularly in the way it provided a thread of storytelling to my research as well as providing a
platform to deepen discussions. The participants found the photographic-elicitation text
construction strategy both challenging and interesting. Many participants acknowledged the
challenge of taking photographs that represented collaborative practice without including people’s
faces, and how the photographic-elicitation encouraged them to reflect deeply on their clinical and
educational experiences. Participants embraced the process of taking photographs that represented
allied health collaborative practice and the development of students’ allied health collaborative
practice capability to them. The opportunity to take photographs enabled participants to creatively
express and reflect on their experiences, enriching and increasing the breadth of discussions and
opened up a gateway for me to better understand their perceptions of the phenomenon. The
242

photographs provided an opportunity for participants to access memories around their experience
of clinical practice in relation to collaborative practice, some participants not having practised for
some years. The range of photographs, from more typical examples of practice such as a gym-space
and portrayals of developing collaborative practice capability in simulation-education centres, to
photographs of pubs and paint-pallets highlighted the freedom which photographic-elicitation
provided participants to portray their experiences. These findings have important implications for
the use of photographic-elicitation and visual media in future research, where deep and rich
discussion around complex phenomena may be elicited by use of photographs to compliment semistructured interviews.

8.1.2 Critique of the research approach and credibility of the findings
I chose an interpretive research approach to frame my research as the aim of my research was to
deepen understandings of human phenomena using interpretations and perceptions. As discussed in
Chapter 2, I used a philosophical hermeneutic approach to guide all parts of my research.
Philosophical hermeneutics provided a powerful guide to my interpretation of the literature and
participant experiences, generating new knowledge through fusion of horizons of the literature and
experiential text sets with my own. How my research findings might be more broadly applied across
different situations is explored in this section.
In Chapter 2, I provided a detailed description of the enactment of the research, justifying my choice
of an interpretive research approach and how my research journey enabled development of new
understandings, presented in the findings chapters of this thesis. My new understandings presented
across this thesis represent my interpretation of allied health collaborative practice and
collaborative practice capability. However, the findings of this research also have applicability
beyond allied health collaborative practice and development of allied health collaborative practice
capability.
In order to assist readers to ascertain the transferability of my research findings to their own
situation, it is important they understand the context of the research. The research context was
provided in detail in Chapters 1 and 2, however, in summary, this research was conducted in
Australia, with participants from allied health programs in two Australian universities, Charles Sturt
University and La Trobe University. The literature text sets were constructed from health, social
science and education literature, including seminal writers within the fields of collaborative practice
and collaboration. The experiential text sets were constructed from the experiences of 12 allied
health academics, some of which had experience in workplace learning supervision, and 12 secondyear to final-year allied health students. Although participants were only from two universities in
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Australia, during semi-structured interviews and focus group discussions, participants drew on a
broad range of clinical and educational experiences. The student participants described a breadth of
experiential learning activities, such as simulation-based education and workplace learning, in their
portrayals of collaborative practice and the development of their collaborative practice capability,
alongside classroom-based education. Academic participants also described an extensive range of
practical experiences of allied health collaborative practice and development of allied health
students’ collaborative practice capability, such as their experiences supervising workplace learning
and working as clinicians. Within this range of practical experiences, the participants had also
participated in allied health collaborative practice across a wide range of health services. Students
and academics participated in collaborative practice in a number of different types of health services
or places in which allied health professionals provided patient and client care, including schools,
hospitals, private practice and community outpatient services.
This range of participant experiences and contexts opened the possibility that my research findings
could be representative of collaborative practice more broadly. Therefore, readers of this research
may be able to reflect on the implications of these findings to their practise and individual
circumstances, particularly those in other health professions such as medicine and nursing, and
other health service personnel such as technical assistants, environmental service staff and wardspeople. Secondly, as the research findings were drawn from a broad range of participant experiences
across a number of health service contexts, this research may be relevant to healthcare practice in a
variety of settings beyond hospitals. Finally, understandings developed around the nature and
development of allied health students’ collaborative practice capability, such as the explicit
capabilities for allied health collaborative practice and their development, may also be applicable to
health students more broadly. My findings around collaborative practice capability and development
of allied health students’ collaborative practice capability may be applicable in other health
professional higher education programs such as medicine and nursing, because of the way in which
the literature and participant text sets I have used for interpretation have often included medicine
and nursing as part of allied health collaborative practice.
The strategies used to ensure the rigour of the research, presented in Chapter 2, validate the
findings of this research. Using several text construction strategies, with interpretation of these
strategies guided by research and dialogue questions as part of the research paradigm, meant that I
explored the phenomena from multiple perspectives. The rigour of the research was further
strengthened through regular debriefing and review with and from my supervisors and other peers,
for example during presentation of my research at various conferences. I have presented my
research, including methodology and emerging findings, at a number of international conferences,
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which provided the opportunity for peers in the field of allied health education and health education
in general to provide feedback and challenge my research strategy and findings. I used philosophical
hermeneutics to facilitate a reflexive approach to construction and interpretation of my text sets.
Incorporation of a range of quotes, photographs and examples ensured that the participants’ voices
were faithfully represented in the research and my findings were grounded in participant
experiences.
Using the principles of philosophical hermeneutics, I attained a fusion of horizons, described in
Chapter 2 as the formation of a new context of meaning that enables integration of what is
otherwise unfamiliar, strange or anomalous, with my initial understanding at the beginning of the
research. My detailed descriptions of my research journey and deepening understandings, and
subsequent fusion of horizons, further strengthened the credibility of my research. My final deep,
broad and rich understanding of developing allied health students’ collaborative practice capability
was facilitated through a fusion or melding of horizons between my initial understandings, and those
of theorists and research participants. This new horizon of understanding was also informed by
regular debrief with and critique from my research supervisors and feedback from peers.

8.2 Implications of this research
Illuminating the elements that shape allied health collaborative practice, the capabilities for allied
health collaborative practice and how higher education teaching strategies develop allied health
collaborative practice capability makes a significant contribution to understandings of allied health
collaborative practice and the development of allied health students’ collaborative practice
capability. A number of recommendations stem from this research, from broader recommendations
for allied health professional education and practice, to more particular recommendations for allied
health professionals themselves. In this section, I outline key recommendations for allied health
education and practice, with particular focus on the main findings of my research around the
elements that shape collaborative practice, the capabilities for collaborative practice and the role of
practice-based education in developing collaborative practice capability.

8.2.1 Implications of findings around allied health collaborative practice and collaborative
practice capability
This research makes a significant contribution to understandings of allied health collaborative
practice itself. Whilst there has been significant research over the past few decades based on
collaborative practice in healthcare settings and across other industries, approaching collaborative
practice with a notion of better understanding the elements that shape collaborative practice was a
unique way in which to open up deeper understandings. This research has revealed three key
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elements that shape collaborative practice: contextual influences, social connections and individual
contributions. The way in which these elements shape collaborative practice, and ultimately the way
people participate in collaborative practice has significant implications for both education and
healthcare practice.
The elements that shape collaborative practice are broad, spanning from contextual to individual.
Students should be exposed to this breadth in order to ensure they can appropriately respond to
and participate in the different ways collaborative practice is enacted within and across health
settings. Allied health collaborative practice extends beyond the notion of working together, to
embrace people working together whilst responding to, navigating and contributing to the
contextual, social and individual elements that shape collaborative practice. Thus, in order to
develop allied health students’ collaborative practice capability, it is important that allied health
students are exposed to these elements that shape allied health collaborative practice during
teaching and learning activities designed to enhance their collaborative practice capability.
The deep and rich understandings of the elements that shape collaborative practice portrayed in this
thesis also have implications for allied health practice and potentially healthcare practice more
broadly. Healthcare organisations seeking to enhance collaborative practice could be guided by the
different elements that shape collaborative practice to identify areas for improvement. Viewing
allied health collaborative practice more deeply through the lens of the elements that shape it may
also open up opportunities to improve collaborative practice in healthcare settings. For example,
collaborative practice may be impeded by rigid clinical frameworks that restrict which and when
health professionals can be part of patient care. Understanding this as a contextual influence that
shapes collaborative practice may open up opportunities for organisations to review these
standardised procedural guidelines and how they could better encourage collaborative practice.
The complexity and richness of collaborative practice capability revealed by this research, in
particular the capabilities key in responding to, navigating and strengthening individual contributions
to the elements that shape collaborative practice, also have significant implications for allied health
higher education and practice. Collaborative practice capability has been demonstrated to comprise
15 key capabilities that can be grouped under three domains: personal confidence, transactional
effectiveness and situational readiness. Understanding collaborative practice to be comprised of key
capabilities and illuminating the nature of those capabilities opens up opportunities to move beyond
technical, competency-based approaches to developing allied health students’ collaborative practice
capability. This research has illuminated the richness of the capabilities required for collaborative
practice, revealing a breadth of capabilities which move beyond the individual, considering the
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individual in relation to the social and contextual dimensions of allied health collaborative practice.
The nuanced understanding of the inter-related nature of capabilities for collaborative practice
revealed in this research can guide holistic development of allied health students’ collaborative
practice capability. This holistic development of allied health students’ collaborative practice
capability, taking into account not only individual capabilities but also social and contextual
capabilities that enable allied health professionals to respond to, navigate and contribute to the
elements that shape collaborative practice, mirrors the holistic nature of collaborative practice itself.
Collaborative practice can provide a way to encourage a whole-person or holistic approach to
healthcare, taking into consideration patient attitudes and values (Wilson, 2017).
The current Australian standards for the education of allied health professionals generally reflect a
traditional physiological and competency-based approach to patient and client care (Holdsworth &
Thomas, 2020; McAllister & Nagarajan, 2015). Although these standards focus on development of
graduates capable of delivering safe and effective allied health care for patients and clients,
competencies can have a tendency to focus on developing technical competence, for example,
testing students on specific tasks and missing the sum of global learning (Gravina, 2017; Holdsworth
& Thomas, 2020). Competency-based education can limit the development of more humanistic
capabilities such as accountability, altruism, curiosity, empathy, and innovation (Hodges, 2010),
these humanistic capabilities resonating with the more quality-based capabilities presented in my
research. Thus, a focus on competencies risks overlooking more psychosocial capabilities, such as
having social awareness and ethical courage. As a result, patient and client care may be
compromised or needs not meet if allied health collaborative practice capability is limited to
capabilities dedicated to managing only the physiological or biomedical needs of patients and
clients.

8.2.3 Implications of deeper understandings of the development of collaborative practice
capability
An important finding of this research was the potential of practice-based education teaching
strategies in the development of allied health students’ collaborative practice capability. The
interactive nature of practice-based education teaching strategies such as problem- and case-based
learning, simulation-based education and workplace learning, were found to open up significant
opportunities for allied health students to begin to build the capabilities necessary for allied health
collaborative practice. Based on a deeper understanding of the nature of collaborative practice itself
and the notion that there are elements that shape collaborative practice, I described how the
capabilities for collaborative practice could be enhanced through integration of the elements that
shape allied health collaborative practice into practice-based education strategies. Further, I
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revealed how case and problem-based learning and simulation-based education incorporating
elements that shape collaborative practice in order to develop particular capabilities could be
integrated into other teaching strategies such as flipped classrooms, blended learning and peerlearning.
The complexity and richness of collaborative practice capability and the opportunities practice-based
education open up for educators to develop allied health students’ collaborative practice capability
revealed as part of this research also have implications for healthcare education beyond allied
health. Practice-based education teaching strategies are not exclusive to allied health and are used
across other health professional education programs, for example, medicine and nursing (Ruoranen,
Collin, Paloniemi, & Etelapo, 2013; Grealish & Trede, 2013). Therefore, development of collaborative
practice capability using the principles introduced as part of this research may move beyond allied
health higher education. Other health professional educators, beyond allied health, can be
encouraged to embrace the deep and rich understandings of collaborative practice capability I have
introduced as part of this research, and seek to develop capabilities for collaborative practice
through integration of the elements that shape collaborative practice into their own practice-based
education teaching strategies. Encouraging other health professions to embrace development of the
capabilities for collaborative practice in the manner I have revealed as part of this research, may
help students have a more holistic focus on patient care.

8.2.4 Implications of my model, Developing allied health students’ collaborative practice
capability
The increasingly complex nature of contemporary healthcare settings calls for collaborative practice
to better meet patient needs (Reeves, Pelone, Harrison, Goldman, & Zwarenstein, 2017). This
underpins a need to develop specific collaborative practice education models, in order to provide
clear and consistent guidance for the development of allied health students’ collaborative practice
capability. As described in the previous section and Chapter 1, collaborative practice not only
involves allied health professionals but also other health professions such as medicine and nursing,
as well as subsidiary staff such as environmental services and technicians. Therefore, models of
education for collaborative practice may be helpful across all healthcare training environments,
potentially extending beyond universities into vocational education settings. As described in
previous chapters, allied health professionals such as speech pathologists often work outside
healthcare settings, for example, in schools. Therefore, it is recommended that development of
collaborative practice capability extends beyond health courses and is also a focus of other health
who professions who work across a variety of settings, not just in healthcare.
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My model for the development of allied health student collaborative practice capability opens up
educational possibilities that assist development of allied health students’ collaborative practice
capability in higher education contexts. There is also potential for this model to be of benefit to
other disciplines beyond allied health, such as medicine and nursing. My model, Developing allied
health students’ collaborative practice capability, created as part of this research provides key
considerations in terms of the development of collaborative practice capability. As a result, the
model provides guidance on ways of developing allied health graduates, and potentially professions
beyond allied health that are patient-centred, holistically focused and collaborative practice capable.

8.2.5 Implications for academics, clinical supervisors and students
The understandings of allied health collaborative practice capability and use of practice-based
education teaching strategies to develop collaborative practice capability have significant
implications for allied health academics and workplace learning supervisors. To enhance the
development of allied health students’ collaborative practice capability, educators can draw on and
enact key findings from this research. For example, educators are encouraged to have strong
understanding themselves of the nature of collaborative practice, model collaborative practice
capabilities and behaviours, and integrate the elements that shape allied health collaborative
practice into practice-based teaching strategies in order to draw out and improve students’
capabilities for collaborative practice. My model for the development of allied health students’
collaborative practice capability guides educators in developing students’ collaborative practice
capability, with particular focus on enabling students to participate in collaborative practice, while
maintaining focus on patient- or person-centred care. Collaborative practice capability extends
beyond simple notions of competence and skill and reflects the importance of health professionals
having the courage to challenge practice, advocate for patients or clients and even champion
collaborative practice itself. The grounding of the my model in praxis, where all decision-making is
based on doing what is best for the patient or client, helps educators develop students that are
holistic and patient- or person-centred in their approach to collaborative practice healthcare.
The influential role workplace learning has on students’ development of professional practice,
including collaborative practice capability revealed by this research, also has implications for
workplace learning supervisors. Workplace learning supervisors are encouraged to also have strong
understandings of the nature of collaborative practice capability, particularly the capabilities for
collaborative practice and how these can be developed in allied health students. For example,
workplace learning supervisors can encourage development of capabilities such as ethical courage
and responding to collaborative practice catalysts by deliberately exposing students to ethical
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challenges common in collaborative practice and a broad variety of patients with different needs
during workplace learning.
An important finding of this research was the way in which allied health students enter higher
education with different levels of collaborative practice capability and already developed capabilities
for collaborative practice. Given that some allied health students’ capabilities for collaborative
practice are already developed to some extent prior to entering allied health higher education,
discussion with students around capabilities for collaborative practice may be helpful in developing
collaborative practice capability more broadly. Identifying how students may already have inherently
developed some capabilities or parts of capabilities can help students to determine the areas where
they already have some capability, as a well areas for improvement. Explicit discussion of the extent
of students’ development of capabilities for collaborative practice clarifies the importance of
students’ collaborative practice capability and deepens students’ understandings of collaborative
practice itself. Also, by encouraging students to reflect on their collaborative practice capability,
identifying areas of strengths and weaknesses and having students as part of discussions around
how they improve their collaborative practice capability, encourages a student-centred approach to
teaching. My model, Developing allied health students’ collaborative practice capability can be used
in allied health higher education and possibly beyond to help students understand their role in
collaborative practice and in providing patient- or client-centred care.

8.3 Directions for future research
Given the complexity of collaborative practice capability and collaborative practice itself, I limited
the scope of this research to exploring the elements that shape collaborative practice and the
development of allied health students’ collaborative practice capability using four key practice-based
education teaching strategies. Exploring the contextual, social and individual elements that shape
collaborative practice opened up new ways of understanding collaborative practice, however this
was limited to the elements that shape collaborative practice in relation to allied health in particular.
A focus for further research could be the exploration of elements that shape collaborative practice in
other health professions, such as medicine or nursing, and identifying similarities and differences to
allied health collaborative practice. It would also be beneficial to examine how the capabilities for
allied health collaborative practice might also apply beyond allied health professions including
professions such as nursing and medicine and potentially across industries.
The scope of the research was also limited to experiences of undergraduate allied health academics
and students in two different Australian universities. A focus of future research may therefore be to
conduct comparative studies of experiences of development of collaborative practice capability from
250

different universities, including graduate entry programs and across a broader range of allied health
disciplines.
Within allied health higher education, a number of research areas could be explored to continue to
deepen and build on understandings presented as part of this research. Some examples include:


Explore the level of experienced allied health professionals’ collaborative practice capability
and/or willingness/confidence to advocate for collaborative practice



Examine if developing allied health academic and workplace learning supervisor
understandings of the capabilities for collaborative practice influences student collaborative
practice capability development



Study the way in which practice-based education strategies such as case and problem-based
learning, simulation-based education and workplace learning can be integrated into
curricula to deliberately scaffold development of the capabilities for collaborative practice



Understand in greater depth how development of the capabilities for collaborative practice
as part of practice-based education teaching strategies can be assessed



Piloting the model and evaluating its effectiveness as a guide for academic educators and
WPL supervisors.

Alongside examination of the applicability and reliability of my mode, Developing allied health
students’ collaborative practice capability, I am especially interested as part of my post-doctoral
research to explore how new allied health graduates feel they have been prepared for collaborative
practice.

8.4 Conclusion and final reflection
I realised early in my research journey that to understand collaborative practice capability, I needed
to unbundle collaborative practice itself. I did not initially appreciate the complexity of collaborative
practice, presuming that the abundance of research on the topic that had come before me would
provide the platform I needed to understand collaborative practice and collaborative practice
capability. Approaching collaborative practice from the perspective of the contextual, social and
individual elements that shape collaborative practice opened up a way to uncover the capabilities
for collaborative practice and helped me to make sense of this complex phenomenon.
I still practise as a physiotherapist while working as a physiotherapy lecturer and academic. I realised
early in my physiotherapy career that I loved working with other health professions as well as
patients. My academic career led me to consider more carefully the notions of collaborative and
interprofessional practice, which provided a lightbulb moment for me, as I realised that was my
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preferred way of practising and I wanted to impart my passion to students that I taught. As I moved
through my research journey, I grew excited by what I was uncovering, which appealed to me
because of my preference to work with other people, and better understanding what this specifically
entailed from a capability perspective was highly rewarding.
In my research, the hermeneutic circle was a gift that kept on giving! As I moved through my
research, the pieces kept falling into place. The way capabilities are determined by the elements that
shape allied health collaborative practice, the focus on interaction in practice-based education and
social constructivism and how this resonated with the notion of collaborative practice as people
working together, and finally theories of practice and praxis bringing it all together, moved my
research along, bringing it to a final, coherent piece of work. These pieces of the puzzle helped me
move on from what I now see as a fairly rudimentary beginning view of collaborative practice and
the development of collaborative practice capability, typically focused on discipline-specific skills and
knowledge. These views had been formed by my experience as a clinician, workplace learning
supervisor and academic, as well as some work in enhancing interprofessional and simulation-based
education in a university.
The dynamic nature of collaborative practice, the intertwining of the capabilities for collaborative
practice and the way in which development of collaborative practice capability needs to be
balanced, scaffolded, understood and valued highlights the complexity of this research. Complexity
which, at times, I had difficulty moulding into a coherent argument. Having now completed this
thesis, I am delighted with the articulate representation that has emerged denoting collaborative
practice capability. Given the complex nature of both collaborative practice and collaborative
practice capability, I now appreciate the importance and challenge of collaborative practice in
healthcare settings, and the effort of academics, workplace learning supervisors and students in
teaching and learning collaborative practice for these settings.
I end this thesis with a final quote widely attributed to famous classical composer Wolfgang
Amadeus Mozart. I chose this quote for a number of reasons. Being a musician myself, I appreciate
the power of music in bringing people together, much like allied health collaborative practice. The
dynamic nature of allied health collaborative practice is like playing music with a group of people in
that everyone must know their role, have some level of individual skill but also know when to let
other people come forward and themselves step back. This quote by Mozart doesn’t necessarily
reflect how music can bring people together, what I found meaningful about this quote was the way
in which Mozart referred to the “parts” and how he heard them at the same time together. This
resonated with my understandings of allied health collaborative practice capability, where there are
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many parts that can be understood as separate entities but are enacted “at the same time
together”. Mozart’s reference to the “parts” also resonates with the notion of the parts and the
whole as part of the hermeneutic circle, a key part of helping me move to a new horizon of
understanding as part of this research.
When I am…completely myself, entirely alone…or during the night when I cannot sleep, it is
on such occasions that my ideas flow best and most abundantly. Whence and how these
come I know not nor can I force them…Nor do I hear in my imagination the parts
successively, but I hear them gleich alles zusammen [at the same time altogether].
-Wolfgang Amadeus Mozart.
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Appendix 2.4: Excerpts from research journal
June 2014
Collaboration versus collaborative practice versus collaborating. Trying to understand if and why
there is a difference between these terms… I am moving towards ‘collaborative practice’ as it think it
captures the ‘activity’ of practice…
June 2015
Prepping for CSU Fac of Sci symposium.
Presenting around theoretical framework. I am still coming to grips around theoretical frameworks. I
understand my approach, perhaps superficially, its all about INTERPRETING. So, facilitating
understanding, which makes sense enough in itself. But when I start to look into other philosophical
frameworks, I start to get confused. Looking at some descriptions of hermeneutics, it is hard to
identify a discernible difference between for example romantic hermeneutics versus critical (?)
hermeneutics. The lack of structure outlined in the literature is frustrating. I spent a lot of time
looking for some type of table that outlines the what and how of each type of theoretical
framework, eventually finding a good table by Koro-Ljungberg, Yendol-Hoppey, Smith & Hayes
(2009). It did help me understand between the different theoretical perspectives, but i need to
further understand the different types of hermeneutics. So i feel i have moved forwards in
understanding ontology and theoretical frameworks, but need to investigate further into the types
of hermeneutics, and have a really strong understanding of why phil herm and a Gadamerian
approach is the most appropriate for my research.
I think it took it on face value the concept of phil herm was appropriate for my research and didn’t
consider other potential frameworks. Given my inexperience I suppose I simply didn’t know there
might be other frameworks appropriate or accepted my supervisors knew best.
I have put together the following document to help my train of thought. I am an increasingly analytic
type A sort of person (which is not good for a need to demonstrate some emancipatory practice and
vision!) and I find this approach of tabling concepts much more comprehensible.
November (feedback from peer and my responses)
Your aim focuses on understanding cp as a concept but you should also clarify the purpose of this
understanding i.e. what will it enable you to do?

Include snippet why it is good- valuable for students have a better learning experience and develop
better capabilities, maybe better for the academics as more confident in learning and teaching ,
profession down the track
Why do the student cohorts not align with the professions identified in Study 1 - law, social work, health
and education?

Broadly in literature study and narrowing down for experiential study
Why pick range of programs for study 1- broad, understand cp- across broad range of Prof entry
programs. Expecting/anticipating similarities differences. Particularly differences between law and
education give lens for study 2, more focus, for when focus on what’s happening in health and SW
want to see if there is nuances between, similarities, differences, what’s going on in broad range for
broad platforms.
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It would be preferable to explore philosophical hermeneutics more broadly before focusing in on
Gadamer and fusion of horizons etc
People who came before Gadamer
I would suggest that Gadamer did not 'aim to use ...'. This approach was his development of a preexisting philosophy.
Change aim to use to develop

Circle vs spiral
Discuss in thesis, acknowledge there is a spiral but staying with circle for this particular reason…
As a theoretical framework is informed by your ontological and epistemological perspectives, are you
suggesting that these will change?
Social constructivism is a theoretical framework so I am not sure how a theoretical framework will be
'discovered'.

December 2016
I had my first interview with an academic today! I was quite nervous about it and was particularly
worried about making sure I got enough information and that I didn’t run out of questions but it
went really well. It was hard to keep on track as the participant provided lots of info (which was
great!) but this meant we tended to go off on tangents so sometimes I had to redirect, and I found it
helpful on my note pad to write in big capital letters themes I wanted to return back to and explore
more… The participant was very focused on IPE as CP, tending to interchange the words and when I
asked directly for them to define CP, they basically said different disciplines working together (i.e.
IPE). Blue sky thinking on how they ideally would like to develop students CP capability was
therefore along the lines of more IPE but ensuring that patients are a part of it, so on campus clinics
was what they emphasised… I listened back to my recording and its so awkward listening back
(cringe). I don’t love the sound of my own voice but I persisted for the sake of improving for next
time. I though I was quite articulate and didn’t talk too much, although I noticed I said ‘yep’ and
‘yeah’ a lot, sometimes over the participants… I think I felt like they needed to confirmation and
demonstration that I was interested in what they were saying but listening back it sometimes
interrupted their flow… maybe I will try nodding next time and deliberately try not speak until there
is a gap so that I don’t interrupt them…
July 2017
Currently knee deep in coding at the moment and its interesting how allocating codes to participant
experiences can be so nuanced. A peer said to me once make sure you don’t have too many codes
and I can see how you would have to be really careful not to have too many and its important to
follow a bit f structure, identifying global themes and then sub-themes… like for understanding what
is collaborative practice I have some codes around ‘collaborative practice clinical examples’, ‘what
collaborative practice is like in the real world’ and also ‘definitions of collaborative practice’… which
all seem quite similar but there is a distinct difference between a fairly theoretical description like in
the literature (i.e. Croker’s people working together) versus “we did a joint assessment of someone
who had a stroke and the OT looked at their sitting and I looked at their transfers” (from a physio
student, not verbatim) but shows there is a different tone and way of explaining what is
collaborative practice. What also has popped up is the way that participants talk about what
collaborative practice is not, which isn’t something I ever expected- when I asked them what they
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thought is collaborative practice they tended to describe what it isn’t which highlights its complexity
(and maybe a lack of deep consideration given to the concept?)… not sure
August 2018
Currently working on my experiential chapters and OMG I am loving looking at something other than
the literature. After spending so bloody long unbundling collaborative practice itself it is so
refreshing to move into the space of the experiential texts and dive back into the ‘real world’ haha. It
has been much easier crafting these chapters in a way, although feedback from Narelle is I need to
ensure its not just a descriptive chapter of what the participants said but it has to be an
interpretation- they have said ‘x’ so what does this mean for my understanding? I am really
appreciating the hermeneutic circle at this stage as now I can see it in action. Interestingly,
capabilities that I am drawing from interpretation of the participant experiences are more qualitybased (ie friendliness) but then the participants don’t really talk about developing these at all,
reverting back to the more typical communication, role understandings etc etc… hard to think how
friendliness could be developed- can you teach someone that?...
December 2019
Big meeting with Joy, Anne and Narelle in Sydney… 3 hours my brain nearly exploded, but some
really good things have come out… having Anne on board is very humbling as she is so brilliant and
its like having a Rockstar playing in your own band… but we talked about moving some chapters
around which makes sense and thinking about what is new and interesting about my research? I
need to make the gap clear. We talked about approaching the notion of collaborative practice from
the lens of the things that ‘shape’ collaborative practice, which ties in capability nicely to the
research as the capabilities are then what are needed in order to respond to and work within the
things that shape collaborative practice. I have always thought that collaborative practice was
‘dynamic in nature’, but it is these things that shape it that make it dynamic… the people, the
contexts, patient needs, the skills of the actual participants and this makes more sense in terms of
why collaborative practice is dynamic… so many factors that shape it and factors within factors so I
am having difficulty in how to ensure I make sense of this and articulate it.
November 2020
I initially included this diagram in chapter 7 but reviewing the chapter and the text around the
diagram I realised that this diagram was more outlining my research journey and journey to deeper
understanding as opposed to a key finding.

308

Appendix 2.5: Notes from interviews and focus groups
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