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CONTEXT Interprofessional learning (IPL) is
valuable in preparing health care students to
work collaboratively in teams, with patients’
needs at the core. Patient-centredness is the
impetus for communication and collaboration
in health care. Debate continues on when it is
best to develop positive student attitudes
towards these aspects of care. Should IPL
commence early before attitudes to patients,
professional stereotypes and identity are
formed, or later for advanced learners with
greater experience of their roles and responsi-
bility in health care? This study explores grad-
uate-entry medical students’ attitudes to IPL
and patient-centred care, on programme entry
and after an early interdisciplinary clinical
experience (ICE).

METHODS An extended version of the Readi-
ness for Interprofessional Learning Scale
(RIPLS) was administered to four cohorts of
medical students (n = 279) on entry and after
the 3-week placement. This 26-item RIPLS
comprised four subscales: team work and col-
laboration; professional identity; roles and
responsibilities; and patient-centredness. The
impact of the placement on students’ attitudes

was assessed by using repeated measures analy-
sis of variance to compare pre- and post-ICE
subscale scores.

RESULTS There were significant main effects
of time (pre- versus post-ICE) for the subscales
of teamwork and collaboration, professional
identity and patient-centredness, but not for
roles and responsibilities. Scores for teamwork
and collaboration, professional identity and
patient-centredness were all lower post-ICE.

CONCLUSIONS The students’ less positive
attitudes to teamwork and collaboration and
professional identity may be due to the experi-
ence itself, or because it reinforced negative
beliefs about the value of learning from non-
medical health professionals. Perhaps the stu-
dents’ idealised view of their future role as a
doctor was challenged by the experience, or
they had an underdeveloped professional
identity. Limited student experience of
patients having an active role in their own
health care may explain the decrease in atti-
tudes to patient-centredness. A longitudinal
qualitative study will explore these results.

Medical Education 2016: 50: 550–559
doi: 10.1111/medu.12958

Discuss ideas arising from the article at

www.mededuc.com discuss.

1University of Newcastle, Tamworth, New South Wales, Australia
2University of Wollongong, Wollongong, New South Wales,
Australia

Correspondence: Judith Nicky Hudson, Tamworth Education
Centre, 114-148, Tamworth, New South Wales 2340, Australia.
Tel: +61 400 493 066; E-mail: Nicky.Hudson@newcastle.edu.au

550 ª 2016 John Wiley & Sons Ltd. MEDICAL EDUCATION 2016; 50: 550–559

interprofessional learning

info:&clit;&#9;doi/10.1111/medu.12958
http://www.mededuc.com/


INTRODUCTION

A large body of literature supports the role of inter-
professional learning (IPL) in preparing health care
students and professionals to work collaboratively in
teams, with patients’ needs at the core.1–5 Patient-
centredness is seen as the impetus for communica-
tion and collaboration in health care3, with the uni-
fying aim of focusing care around the patient rather
than the health professionals. Patient-centred care
has been defined as ‘a collaborative effort consisting
of patients, patients’ families, friends, the doctors
and other health professionals. . . achieved through
a comprehensive system of health education where
patients and health professionals collaborate as a
team, share knowledge and work towards the com-
mon goals of health and recovery’.6 It has been
shown to contribute to improved disease outcomes
and quality of life,4 and identified as an indispens-
able component of a high-quality health care sys-
tem.5 As a result, there have been calls to place it at
the heart of medical education.4,5

Epstein et al.4 have synthesised the literature on
what ‘patient-centred care’ (PCC) means and how
it can be fostered, and advise that the core of the
concept of PCC is ‘healing relationships grounded
in strong communication and trust’. They, in con-
cordance with Grin’s definition above,6 assert that
PCC depends upon an ‘informed patient and fam-
ily; receptive and responsive health professionals
who can focus on disease as well as knowing the
patient; and a well-integrated health care environ-
ment that supports the efforts of patients, families
and clinicians’.4 How to achieve PCC is an issue
for the health care system and individual practi-
tioner, and both authors emphasise the need for
clinician teamwork to achieve the goals of PCC.
This led us to believe that authentic and early clini-
cal experiences, especially in teams where care is
centred on the patient (and not the clinician),
should allow students to communicate and develop
relationships with patients. These are seen as key
experiences for the formation of a professional
identity, defined as one’s professional self-concept
based on attributes, beliefs, values, motives and
experiences (Schein, 1978, as cited in Slay and
Smith).7

This approach is supported by Bleakley and Bligh’s
proposal that medical education should allow medi-
cal students to learn from, with and about the
patient.8 Their model for authentic patient-centred
medical education proposes that ‘the primary focus

for knowledge production should be the student’s
reading of the patient’s condition in collaboration
with the patient’. They recommend replacing the
conventional view that the patient supports the rela-
tionship between the teacher, as educator, and stu-
dent, as learner, with a new viewpoint that the
teacher supports the key relationship between the
patient, as educator, and student, as learner and
educator. The patient is described as text, and clini-
cal acumen as a close reading of that text. To read
the text closely, noting not just what is present but
also what is absent (e.g. silences and contradic-
tions),8 students must learn with and from patients.
For example, during an IPL placement a student
sees a patient undergoing cardiac rehabilitation and
the patient, who is making poor progress, says that
he is keeping to the exercise and dietary regime
(despite earlier advice from the family that his
adherence is poor). The student needs to interpret
this in the context of this patient’s clinical narrative,
rather than from the perspective of all patients in
cardiac rehabilitation. The text, a dialogue between
this patient and the student (‘author’ and ‘reader’
of the text, respectively), and how to respond to it,
will be learned by collaboration with the patient
rather than from a book or an instruction from a
teacher.

Although organisations and educators are urged to
help professionals acquire and maintain skills
related to IPL and patient-centred care, there is
still debate on when best to develop and foster pos-
itive student and clinician attitudes towards these
aspects of care. Should it be early in development
before attitudes to patients, professional stereotypes
and professional identity are formed, or should it
be for advanced learners with greater experience
of their potential roles and responsibility in health
care?

Questions about the timing of introducing IPL and
whether it should be immersion (continuous collabo-
rative interprofessional learning) or exposure (peri-
odic collaborative activities) usually arise once each
health professional discipline has adopted a practice-
based curriculum that includes interprofessional edu-
cation.9 Gilbert recommends exposure during the
early years and throughout a course, as an adjunct
to later immersion, adding that the best time to
immerse, rather than expose, students to IPL work
is in the year of graduation from their professional
programme. This allows students to develop a clear
sense of themselves within their own disciplines
before expecting them to work collaboratively with
learners from other disciplines. He argues that early
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full immersion in IPL can be potentially counterpro-
ductive for students who haven’t yet developed their
own professional identity.9 Gilbert9 explains that
senior students, with enough experience of complex
clinical cases, are able to recognise their own and
their profession’s limited ability to manage prob-
lems alone and appreciate the need to participate
in interprofessional problem-solving activities. Play-
ford and Hagues10 support the timing of IPL near
the end of a degree course when students have a
good understanding of their own discipline’s prac-
tice. However, they acknowledge that introducing
IPL can be challenging when senior students are
focused on profession-specific clinical practice in
dispersed locations.

Sequencing IPL experiences to follow establishment
of professional identity has been identified by
Duerst,11 McNair,12 Geller13 and their co-authors as
the ideal process and timing. Although it may be
best to introduce IPL when students have developed
a basic sense of their future professional identity,
others report that it shouldn’t be so late that they
have been immersed in vocation-specific stereotypes
or negative attitudes.12 The potential for collabora-
tion could then depend on a necessary change in
established attitudes towards professional stereo-
types and a shift in professional identity.14

Like most medical students, the participants in the
current study, enter their health professional pro-
gramme with an undeveloped professional identity
but are empathetic and humanistic towards
patients.15 Although some studies have recently dis-
puted the decline in medical students’ attitude or
deduced that it is an exaggerated issue,16 most of
the literature over the past 50 or so years has
reported erosion of students’ attitudes regarding
patient-centred care during their medical course.
Much of this decline has been reported to take
place during clinical clerkships in the later year(s)
of the medical programme.15,17–21 This prompted
consideration of the following: if patient-centred-
ness is a unifying force for collaboration and com-
munication, and collaboration and communication
are central to interprofessional learning and prac-
tice, can the positive attitudes to patient-centredness
that students express on course entry be harnessed
in an early IPL experience to achieve positive atti-
tudes to interprofessional learning?

Following reflection on the available evidence, the
logistics of the course structure and the desire for
early introduction of students to a range of health
care teams focused on patient-centred care, we

developed a 3-week immersion interdisciplinary clin-
ical experience (ICE). This was implemented mid-
way through the first year of the 4-year graduate-
entry medical course. Most students had previously
completed a biomedical or medical science degree,
or another undergraduate health professional
course such as nursing, physiotherapy or pharmacy.
The medical course was driven by case-based learn-
ing and included weekly clinical skills sessions and
early clinical experience comprising alternative fort-
nightly hospital or general practice placements.
These placements comprising one afternoon per
fortnight aimed to motivate students and give them
an opportunity to expand the learning associated
with each case (clinical presentation) to the real
world of medical practice. They shadowed a medical
practitioner, taking part in patient care as time,
student competence and the patient and preceptor
permitted.

As the students were motivated by learning with real
service users and we aimed to develop the student‒
patient relationship, a key feature of the ICE place-
ment was student immersion. This comprised three
continuous placement weeks in local health profes-
sional teams, uninterrupted by other learning activi-
ties. Students spent every day of a 3-week placement
attached to one of a range of clinical teams provid-
ing chronic care to patients. Under the supervision
of a non-medical health professional preceptor, in
most instances a nurse, allied health worker or com-
munity health worker, students took part in patient-
care activities, such as history taking, minor proce-
dures (e.g. injections), physical examinations, and
occupational health and physiotherapy health assess-
ments and treatments. Teams were chosen on the
basis that they provided continuity of care to clients,
expressed great interest in and enthusiasm for
including a medical student in their team, sup-
ported the aims of the placement, and welcomed
the opportunity to show junior medical students
how each profession contributed to patient care.
The following are some of the teams who partici-
pated: cardiac rehabilitation, post-injury muscu-
loskeletal rehabilitation, occupational health care
and rehabilitation, drug and alcohol service and
rehabilitation, palliative care, aged care and mental
health. Implementation involved relationship build-
ing and recruitment of a range of community and
hospital health care teams, as well as briefings and
electronic resources for students, preceptors and
supervisors.

The placement aimed to help students gain perspec-
tives on professional roles, teamwork and interpro-
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fessional communication, patient-centred care and
the impact of these on quality and safety in health
care. Students, with 6 months of communication
and clinical skills education, were encouraged to
grasp opportunities for caring relationships with
patients, and critique patient roles in their own
health care team. Social cognitive theory provided
the conceptual framework for the placement.22 It
was a setting where students had both experiential
and vicarious learning experiences as they inter-
acted, observed and modelled the behaviours of the
preceptor or other health care team members. The
learning outcomes for the National Australian
Patient Safety Education Framework guided imple-
mentation and evaluation.23 The ICE placement
and prior student briefing were linked to the first
principle underpinning the Framework, namely
Communicating Effectively. The Framework narratives
were used to give students an understanding of
patient-centred care (e.g. the section on involving
patients and carers as partners in health care).

Earlier data collection from the first two cohorts of
medical students had shown a decline in student
attitudes to IPL after the ICE.24 We wished to inves-
tigate this decline in attitudes with a study of greater
power, and explore the impact of the ICE on atti-
tudes to patient-centredness in the same sample of
students. Although we hypothesised that the place-
ment would improve students’ attitudes to patient-
centredness, the following research question was
generated for the study: What are the attitudes of
graduate-entry medical students regarding IPL and
patient-centred care, on entry to their medical
course and after a workplace interdisciplinary clini-
cal experience midway through their first year?

METHODS

Participants

An extended version of the Readiness for Interpro-
fessional Learning Scale (RIPLS) was administered
to four consecutive cohorts of graduate-entry medi-
cal students on entry to medical school and
7 months later after a 3-week ICE placement
undertaken midway through their first year. The
data from the four successive classes of first-year
students who completed both pre- and post-place-
ment surveys were included in the study (n = 279,
83% response rate). Although participation in the
study was voluntary, all students were required to
undertake an ICE placement as part of the MBBS
programme. A professional staff member,

independent of the placement or associated
research, administered the consent form and scale
to each consecutive cohort of first-year students
when they were gathered for large-group teaching
sessions. Non-participation was mostly explained by
student absence on one of the days of survey
administration. Typically a cohort of graduate-entry
students had completed the following degrees
prior to entering medicine: medical or biomedical
science, 29%; allied health (e.g. radiography, nutri-
tion, podiatry or physiology), 27%; general science,
29%; non-science (e.g. engineering, commerce or
music), 15%.

Scale

The scale comprised the 19 items of the original
RIPLS,25 with a further two items related to IPL
and five items that assessed patient-centredness
(Table 1). The 26 items comprised four subscales:
team work and collaboration; professional identity;
roles and responsibilities; and patient-centredness.
This extended version of the RIPLS arose from fur-
ther development of the 19-item RIPLS by the
original authors, with a view to strengthening the
third factor of roles and responsibility. The further
five items were added for a new factor of patient-
centredness. These five items (22–26) were vali-
dated by Reid et al.1 as the key statements con-
tributing to the factor of patient-centredness. Item
23 (establishing trust with my patients is important
to me) was the dominant statement in this group.
This was a valued statement, emphasising that rela-
tionships with patients that are grounded in trust
are core to PCC.4

We replaced the word ‘student’ with ‘health profes-
sional’ in the RIPLS statements to reflect the real-
world setting where students were learning with pro-
fessionals from other health disciplines, rather than
students. Reid et al.1 also replaced ‘student’ with
‘health professional’ in the statements and tested
the face, content and construct validity of the
extended RIPLS tool. They produced a three-factor
tool in the postgraduate context: team work and
collaboration; professional identity; and patient-
centredness. We validated our modified RIPLS with
the four successive cohorts of graduate-entry medi-
cal students (n = 279, 83%) on entry to medical
school.

Method of analysis

Confirmatory factor analysis was used to test several
models representing the factor structure of the
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RIPLS, whereas Cronbach alpha coefficients on the
factors were used to assess internal reliability of the
instrument. The models were evaluated by consider-
ing the following indices and if they met certain cri-
teria26: normed v2 < 2; root mean square residual
(RMR) close to zero; goodness of fit index
(GFI) ≥ 0.95; adjusted GFI ≥ 0.95; comparative fit
index (CFI) ≥ 0.95; and the root mean square error
of the approximation (RMSEA) < 0.06.

The impact of the ICE placement on student atti-
tudes was assessed using repeated measures analysis
of variance to compare RIPLS subscale scores on

entry to medical school and 7 months later after
the ICE placement. The study gained ethical
approval from the University Human Ethics
Research Committee.

RESULTS

Modified scale

Initially, a three-factor model, comprising teamwork
and collaboration, professional identity, and roles and
responsibility, was tested but the internal consistency

Table 1 Readiness for interprofessional learning and attitude to patient-centredness survey

Item no. Statement

1 Learning with other health care professionals will help me become a more effective member of a health care team

2 Patients would ultimately benefit if health care professionals worked together to solve patient problems

3 Shared learning with other health care professionals will increase my ability to understand clinical problems

4 Learning with health care professionals before qualification would improve relationships after qualification

5 Communication skills should be learned with other health care professionals

6 Shared learning will help me to think positively about other professionals

7 For small group learning to work, health care professionals need to trust and respect each other

8 Team working skills are essential for all health care professionals to learn

9 Shared learning will help me to understand my own limitations

10 I don’t want to waste my time learning with other health care professionals

11 It is not necessary for health care professionals to learn together

12 Clinical problem solving skills can only be learned with professionals from my own discipline

13 Shared learning with other health care professionals will help me to communicate better with patients and other

health professionals

14 I would welcome the opportunity to work on small group projects with other health care professionals

15 Shared learning will help to clarify the nature of patients’ problems

16 Shared learning before qualification will help me to become a better team worker

17 The function of nurses and therapists is mainly to provide support for doctors

18 I’m not sure what my professional role will be

19 I have to acquire much more knowledge and skills than other health care professionals

20 There is little overlap between the role of the doctor and that of other health care professionals

21 I would feel uncomfortable if another health care professional knew more about a topic than I did

22 It is important to understand the patient’s side of the problem

23 Establishing trust with patients is important to me

24 It is important to try to communicate compassion to patients

25 Thinking about the patient as a person is important in getting treatment right

26 In my profession one needs skills in interacting and cooperating with patients

Students rated their level of agreement with each statement in this survey on a five-point Likert scale: 1 = strongly disagree to
5 = strongly agree.
Adapted from Parsell and Bligh, 199925
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of the roles and responsibility factor was poor
(a = 0.322). The goodness of fit indices for the two-
factor model showed that it was feasible (normed
v2 = 1.49; RMR = 0.021; GFI = 0.931; adjusted
GFI = 0.90; CFI = 0.964; RMSEA = 0.046). An analy-
sis of the reliability of the subscales shows that team-
work and collaboration yielded a Cronbach’s alpha of
0.815 and professional identity yielded a Cronbach’s
alpha of 0.808. At a theoretical level, it made sense
to proceed with the two-factor model. The two-fac-
tor model structure, comprising teamwork and collabo-
ration and professional identity was used for assessing
students’ attitudes to IPL in this study.

The study

There were significant differences between the pre-
and post-ICE scores for teamwork and collaboration (F
[1, 277] = 27.07, p < 0.001), professional identity (F[1,
277] = 39.06, p < 0.001) and patient-centredness (F[1,
277] = 8.32, p < 0.01) scores, but not for roles and
responsibilities (F[1, 271] = 0.56, p = 0.46). In each
instance post-ICE scores were lower than pre-ICE
scores: teamwork and collaboration (mean
(M) = 40.64, standard error of the mean
(SEM) = 0.21 versus M = 39.45, SEM = 0.25); profes-
sional identity (M = 30.53, SEM = 0.21 versus
M = 29.18, SEM = 0.23); patient-centredness
(M = 23.42, SEM = 0.11 versus M = 23.07,
SEM = 0.13). Figure 1 shows the changes in the raw
scores post-ICE.

DISCUSSION

The finding that the first four cohorts of medical
students from our graduate-entry medical school
expressed more negative attitudes to teamwork and
collaboration and professional identity after an early

interdisciplinary clinical experience confirmed the
earlier findings from the smaller sample (two
cohorts) of participants. However, the associated
decline in students’ attitudes to patient-centredness
in the four-cohort sample, although small, was unex-
pected.

Feedback from students and preceptors had indi-
cated that many students achieved the aims of the
ICE and most were very positive about the place-
ment. However, some students expressed negative
sentiments because they weren’t supervised by doc-
tors or didn’t feel welcomed by some health profes-
sionals. Feeling useful in the health care team was
associated with a positive attitude to the experience.
It is difficult to establish roles with patients when
not feeling part of the patient’s care team.

Reflection on the earlier results had led to hypothe-
ses that the negative attitudes to IPL arose from
aspects of the experience itself, because it
reinforced negative beliefs about the value of learn-
ing from other health professionals who are not
doctors or because some teams had not been able
or motivated to involve the student in patient care.
However, the under-developed professional identity
of students may also have been influential. Many
students have an idealised professional identity
regarding ‘the role of a doctor’, even though under-
graduate medical education is situated in health
care systems undergoing a paradigm shift from a
‘paternalistic’ to a ‘patient-centred’ approach to
care.27 An authentic interdisciplinary experience,
with the patient and health care team members
engaging in interprofessional problem-solving activi-
ties, could have challenged this idealised view.

Patient-centredness is a central professional value5

and thought to be the impetus for collaboration3 so
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Figure 1 Means and standard error of the mean (SEM) pre- and post-ICE subscale scores
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perhaps it isn’t surprising that students with erosion
of attitudes to teamwork and collaboration and pro-
fessional identity, also revealed a decline in attitudes
to patient-centredness after the ICE.

Donetto27 highlighted the tension between the ide-
als and frameworks of medical education policy and
students’ conceptualisations of professional learning
and practice. She, like other authors, suggests adop-
tion of more critical, or different, approaches to
medical learning to foster the personal and profes-
sional development of practitioners. Research into
some factors that hinder or support students’ devel-
opment of patient-centred care has been translated
into innovative curricula such as longitudinal inte-
grated clerkships (LICs) (given that clerkships had
been seen as a critical time for attitude erosion).29

Gaufberg et al.29 showed that LIC graduates
emerged from their clerkship year with a higher
degree of patient-centredness and this endured over
time. In this setting, students had active and longi-
tudinal relationships with peers, patients and their
families, with clinicians and their practice settings,
and with the local community. Although ICE was
planned as an immersion experience, with continu-
ity of supervision by a health care team, this didn’t
occur for all students. In a 3-week placement it can
be challenging to develop valuable continuity rela-
tionships, especially those with patients.

Staging ICE early in the programme was likely to
have an impact on students’ ability to assume
responsibility for patient care, and whether they
felt useful or not. Depending on their prior experi-
ence, students had various levels of communica-
tion, examination and procedural skills. The
staging was deliberate so students could join inter-
professional teams without bringing a well-devel-
oped ‘doctor professional identity’ to the team.
However, this may have been challenging for stu-
dents who were highly motivated on entry to their
new profession of medicine. Scavenius et al.30

remind us that the fundamental principles of pro-
fessionalism include primacy of patient welfare and
patient autonomy, and that responsibility for the
patient’s well-being is the basis of the professional
identity that an undergraduate medical student
must develop. They assert that ‘it is only in exercis-
ing this responsibility that one may either breach
or respect, the autonomy of the patient’. This
introduces a frustrating dilemma: a student needs
prior experience to exercise responsibility but can
only gain experience by exercising responsibility.
In the ICE placement we aspired to have students
assume responsibility for caring as they didn’t have

the expertise and experience necessary for medical
decision-making (it wasn’t a medical placement).
Like Scavenius et al.30 we believe that if students
are given responsibility for caring for patients early
in the curriculum, they can develop insight into
the patient-centred approach. The placement
aimed to prepare medical students for working in
interprofessional teams centred on a patient’s care
pathway.7 Rather than focusing on doctor-led
education, and patient-centredness being role-mod-
elled by a doctor, ICE aimed to strengthen patient‒
student interactions early in the course in the
context of health teams. The small decline in stu-
dent attitude to patient-centredness in the current
study potentially arose due to the nature of the
ICE: students did not embrace the opportunity to
care for patients; preceptors were not willing or
confident to allow students to care for patients; or
the fragmented nature of the placement that some
services offered hindered students’ opportunity for
patient care.

Donetto27 and Bombeke et al.31 stress the impor-
tance of learning experiences that have an impact
on how medical students approach and internalise
the complex concept of patient-centredness.
Patient-centred, self-caring and self-aware role mod-
els are recommended for this important facet of
professionalism.31 To encourage an embodied and
sophisticated understanding of professionalism,
Monrouxe et al.32 recommend active sense-making
activities within the formal professional curriculum.
For students who experience early interactions with
patients, clinician-led small groups are proposed as
an appropriate sense-making activity. In such a
forum, the teacher plays a supportive role to the
relationship that has occurred between patient
(educator) and student (learner and educator). Stu-
dents can critically discuss patient and team interac-
tions and approaches to clinical practice in order to
‘become’ rather than act like professionals. Profes-
sionalism grounded in respect, understanding and
collaboration can arise from a critical approach to
professional practice.27

No ‘sense-making’ opportunity was available to stu-
dents post-ICE due to lack of resources. On reflec-
tion, we realise that this was an important omission
for students undergoing early clinical experiences.
Small groups, facilitated by appropriate role models,
allow students to share experiences, reflect on their
own personal and professional responsiveness to
patients, or formulate moral judgements of the
good and bad caring they may see in other health
workers’ interactions.29 For example, they may have
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learned from doctors with attitudes that are
grounded in medical power or from other health
professionals who transferred their resentment of
these attitudes to medical students.

The higher number of respondents was a strength of
the current study (n = 279; 83% response rate), as
well as the fact that the result was found in each of
the consecutive student cohorts of graduate-entry
medical learners. The extended questionnaire used
had been validated with graduate-entry medical stu-
dents and postgraduate health professionals.
Although our sample comprised undergraduate
learners in the discipline of medicine, all had com-
pleted higher education degrees in science, nursing
and a range of allied health professions, and many
had work experience in their first discipline. The
two-factor model of the modified RIPLS presented in
this paper is a possible representation of the underly-
ing observed variables in the cohort of participants in
this study and may not be transferable to another
context. Although the modification of the item word-
ing is minor, content validity was not undertaken and
so the items may not align with the original theoreti-
cal dimension as described by Parsell and Bligh.25

As there was no control group, we can’t definitively
conclude that the post-ICE changes were associated
with the ICE placement itself (e.g. it’s possible the
reduction in scores reflects some form of ‘response
bias’ due to the repeat administration; perhaps on
second administration students tended to be less
extreme in their scoring). However, repeat scoring
was separated by a period of at least 7 months, and
as the ICE was a curriculum requirement, there was
no opportunity for separating a control group of
students.

This current study had a cross-sectional design and
has only presented and interpreted the findings
after the interdisciplinary learning experience in
the context of course experiences to date. Critique
of the work on the erosion of student attitudes has
claimed that students’ perceptions of patient-cent-
redness change over time.21,31 The reduction in
scores might reflect the effects of time spent getting
to grips with being a doctor in training (i.e. that stu-
dents’ views of themselves and their role are chang-
ing over time irrespective of the ICE placement).
This might be expected, particularly early in the
course when identity formation or change may be
more prominent.

Further longitudinal quantitative and qualitative
data are under analysis to explore the attitudes of

the next cohort of students during the learning
trajectory of their 4-year medical programme, and
to understand the influence of the various educa-
tional climates on students’ attitudes to IPL and
patient-centredness. A purposeful sample of stu-
dents with low, medium and high scores in the
extended RIPLs survey on entry to the medical
school has been interviewed at key progression
points in the course. Perspectives from these semi-
structured interviews with a researcher who is
blinded to their survey scores should provide insight
into how and why students’ attitudes may change
over time. Perhaps if students enter medical school
with an ‘idealised professional identity for the role
of a doctor’ an interprofessional placement early in
the course that corrects unrealistic expectations of
the profession is a good thing. Outcomes of inter-
professional learning may well depend on what to
offer (exposure or immersion) and when to max-
imise its influence.

CONCLUSIONS

This study has aimed to contribute to the gap in the
literature on patient-centred approaches that illus-
trate productive or unproductive encounters
between medical students and patients in a variety
of workplace settings. Despite best intentions, the
attitudes of graduate-entry medical students to inter-
professional learning and patient-centredness
declined following a workplace-based interprofes-
sional clinical experience early in their course. More
evidence is needed on when to stage interprofes-
sional education and what outcomes can arise from
exposure or immersion. Although quantitative data
can indicate trends in students’ attitudes to inter-
professional learning and patient-centredness dur-
ing their medical programme, qualitative study of
the effects of students, preceptors, health care teams
and educational climates should inform understand-
ing of how each of these variables could be influen-
tial. This will assist planning of the most effective
way to foster positive attitudes to interprofessional
learning and working, with potential benefit for col-
laborative practice and patient-centred attitudes and
care.
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