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Abstract: Ongoing professional learning is essential for all health professionals. This need is
increased as community-based, multidisciplinary approaches to the delivery of health care and
to health promotion and disease prevention emerge. A pilot educational program was developed
10 test a model of multidisciplinary learning in heart health. A multidisciplinary professional
education committee jointly developed a case-based educational program to include Pphysicians,
nurses, dietitians, pharmacists, social workers, and recreation professionals or health educa-
tors. The program was developed in the context of primary health care; specific objectives were
developed using a health promotion framework. Problem-based learning was selected as the
educational approach, and the cases were developed to incorporate program objectives. Three
communities participated. Ten to 12 participants met for 2 hours weekly across 4 weeks to dis-
cuss problems concerning individuals at high and low risk for cardiovascular diseases and heart
health in their community. The project evaluation involved direct observation, review of docu-
mentation, pre- and postprogram questionnaires, and individual interviews. In each site, the
project met its goals; however, goal achievement varied across communities. The sessions pro-
vided an opportunity to learn about the roles and contributions of other health professionals;
they created the basis for future collaboration, and they stimulated extensive discussion about
heart health resources in each of the communities involved. We conclude that a multidiscipli-
nary approach to planning and development of such a project is feasible, and that multidisciplinary
case-based learning is an effective means of acquiring new understandings and promoting health
professionals’ collaboration in addressing heart health in their communities.
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A critical element of health promotion and, specif-
ically, heart health promotion is the education of
health professionals. These individuals have
significant influence at the community level by
sharing their respective expertise, providing
support and credibility to local initiatives, and
assisting in their development.

As health care initiatives increasingly empha-
size primary-care models of delivery and com-
munity-based health care, health professionals
must respond effectively. Improvements in the
health of communities will require both effective
team work among professionals and the acquisi-
tion of skills and unde{gtanding related to popu-
lation and community health: This is especially the
case where, as in the province of Nova Scotia, the
process of health care reform calls for the deliv-
ery of primary care based on interdisciplinary
teamwork and cooperation.!

Heart Health Nova Scotia has been a major
5-year initiative funded by the Canadian federal
and provincial governments.? The Professional
Education Subcommittee (PEC) of the program
was charged with educating health professionals
to assist in the reduction of high cardiovascular
disease (CVD) risk levels! and in the effective
promotion of heart health in the Nova Scotian
population.

The PEC undertook, jointly, to develop, imple-
ment, and evaluate a multidisciplinary continuing
professional education (CPE) project. The com-
mittee itself was multfdiéciplinary, including rep-
resentatives from medicine, nursing, pharmacy,
nutrition, recreation, education, and psychology.
Review of the literature on CPE in heart health
revealed that most initiatives had emphasized pre-
dominantly information dissemination, addressed
each group of health professionals independently,
and had not emphasized active learning or skill
acquisition. In short, programs to date had not
used principles of adult education?® nor consid-
ered how professional behavior might be
changed.*?

The aim of the project was to develop and
test multidisciplinary continuing education (CE)
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activity in heart health. The project goals were as
follows:

* To foster interdisciplinary collaboration
among professionals engaged in heart
health;

* To increase understanding among profes-
sionals of the roles and contributions of
various team members;

* To increase knowledge and awareness of
existing resources in the community rele-
vant to heart health;

* To enhance participants’ understanding of
the determinants of health;

* To provide current knowledge regarding
CVD risk factors; and

* To enhance participants’ skills in assisting
individuals and communities to make
changes in behavior to promote heart health,

Conceptual framework. The educational
intervention was set within a framework of primary
health care.® Accordingly, the program was devel-
oped to be community rather than hospital based
and to emphasize a wide array of determinants of
health and both the formal and informal delivery
of health care. Within that framework, two con-
ceptual approaches, the PRECEDE framework’#
and problem-based learning (PBL),° were incor-
porated to guide the development and implemen-
tation of the project.

The PRECEDE framework describes three
categories of factors that affect individuals’ abil-
ities to change behavior in response to education,
Predisposing factors are those that predispose an
individual to act in a certain way. These are gen-
erally personal factors and include such areas as
knowledge, attitudes, perceptions, and beliefs.
Enabling factors are those that enable a behavior
to occur. Even in the presence of appropriate
knowledge and attitudes, behavior may not change
in the absence of certain skills or of access to and
availability of resources. Reinforcing factors are
those that determine whether a behavior will con-
tinue and include such examples as the patient’s
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or client’s response and the attitudes of other
health professionals. It is through the interaction
of these factors that the ability to effect and main-
tain change is determined.

An educational method that has received much
attention in professional education is PBL!?. The
implementation of PBL may vary; however, the
essential ingredients are that learners acquire
knowledge and skills in the context of health
problems similar to those that they will encounter
throughout their professional careers. Learning
is active, learner directed, and offers opportunities
for learners of different backgrounds and ability
to learn together through the vehicle of a case or
problem. Problems can be developed to meet the
needs and objectives of different groups, stimu-
lating and building on the varied knowledge and
expertise existing in the group. PBL seemed a
most suitable means to create a context for learn-
ing about heart health promotion.

‘ Methods

Development of specific educational objec-
tives. Based on our review of the literature on
heart health and health promotion®'12and on the
results of an educational needs assessment for
health professionals working in heart health in
Nova Scotia,'* potential objectives were developed
in each of the areas of predisposing, enabling,
and reinforcing factors. Committee members inde-
pendently ranked the objectives by importance
from their discipline’s perspective and corrected
any omissions. Following discussion and clarifi-
cation, the committee accepted the program objec-
tives shown in Table 1.

Case or “problem” development. Four
cases were developed from the established objec-
tives. Based on the adult learning principle of
relating the learning to the learners’ past experi-
ence, the cases began with a problem involving an
individual at high risk for CVD, followed by an
individual with a problem of lower risk. Simi-
larly, the early cases concerned one individual’s
health problem; discussions of community health

problems occurred later in the program. The four
sessions were developed to incorporate all of the
stated learning objectives. The sessions included
(a) Mr. Smith, a person at high risk for CVD:;
(b) a counseling session for Mr. Smith to focus on
the reduction of risk factors; (c) Mrs. Johnson, a
person at lower risk for CVD; and (d) the com-
munity in which the project participants lived.

The cases were developed in an iterative fash-
ion, with review and feedback by the committee.
Each case was supplemented by guiding ques-
tions to stimulate discussion around case objec-
tives. The cases were developed to “unfold” at the
rate that the learners chose. The completed cases
were pilot tested by the PEC and revised accord-
ingly. In addition to the cases, which were to be
the “heart” of the sessions, there were also read-
ings and resources to accompany each session.

Program implementation. Four educa-
tional sessions were developed, each 2 hours in
length, to occur over 4 consecutive weeks. It was
agreed that a multidisciplinary group in each of
three communities would include physicians,
nurses, pharmacists, recreation professionals,
health educators, dietitians, and social workers. To
emphasize the community nature of the program,
we agreed to hold our meetings in nonhospital set-
tings in each pilot community.

Site and participant selection. Three com-
munities were selected, one urban (population
68,000) and two small towns (population <
10,000). In each community, two individuals in
each profession were invited to participate. An
introductory visit was made to each community to
establish dates, to introduce participants to the
project, and to invite their input regarding specific
needs and objectives.

Preparation of facilitators. As this was a
pilot project and we wished to evaluate its feasibility
and potential effectiveness, the committee decided

" that thd same facilitator should lead all 12 sessions.
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We had originally planned groups of not more than
eight participants; however, in each community,
there were about 12 interested participants. Also, we
believed that some professionals might be more

-
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Table 1 Educational Objectives Identified by the Professional Education Committee

Predisposing Factors
Participants should acquire greater understanding of and explore attitudes and perceptions in the following

areas:

. cardiovascular disease risk factors

. epidemiologic concepts and data

. current therapeutic approaches
determinants of health

. available community resources

. the role of health care team members
. behavioral change strategies

N WA W —

Enabling Factors
The participants should acquire the following to engage effectively in heart health promotion:

. skills to promote improved lifestyles

. behavioral change skills

. counseling skills

. skills to implement therapeutic regimes

. skills to assess individual and community needs
. effective communication skills

. skills to implement educational programs

~N O BN

Reinforcing Factors
Participants should:

1. understand the roles and contributions of other health care team members
2. have opportunities to make contact with other health care team members
3. understand their own contribution to community heart health promotion

comfortable contributing if another colleague from
their profession was present. Finally, we believed
that everyone should have the opportunity to par-
ticipate in the discussion fully. We therefore trained
three PEC members to allow small breakout groups
for part of each session if appropriate.
Implementation of the sessions. Each ses-
sion focused on one “case.” Both large and small
group work were involved in the first three sessions.
Each small group included members from each of
the participating professional groups. Time was
provided also for discussion and review of resources.
At each session, the groups would reconvene at the
end of the evening to share and summarize their dis-
“cussions. The sessions are briefly described below.
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1. Mr. Smith. This case was designed to facil-
itate discussion regarding risk factors,
determinants, and approaches to a person
at high risk for CVD. The groups discussed
Mr. Smith’s detailed medical and family
history, work and family situation, test
results, and current medications. Each
group addressed the “guiding questions.”

2. Counseling session for Mr. Smith. This
session focussed on bebavior change coun-
seling for Mr. Smith. Each group discussed
strategies for and barriers to behavior
change. Relevant resources in each local
community were also discussed. Finally,
all participants had an opportunity to
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Table 2 Sources of Data in Project Evaluation

Sources Dartmouth* Windsor New Glasgow PEC’
Observation (of the sessions) X X X

Documentation X X X X
Questionnaire X X X

Interview X X

*Dartmouth is the urban pilot site; Windsor and New Glasgow are small towns; * Professional Education Subcommittee.

practice behavioral counseling using a
summary sheet that outlined specific steps
and strategies that they had generated.

3. Mrs. Johnson. This case was designed to
focus on an individual with low to mod-
erate elevation of risk factors and to raise
the issues of women and heart disease. As
with Mr. Smith, local community resources
were discussed; the roles of exercise and
fitness were addressed in detail in this case.

4. Community health. During this session,
participants considered their own com-
munity. They addressed the community
strengths, areas for improvement, barriers
to change, and the responsibilities of
various community sectors for the com-
munity’s health.

Program evaluation. A detailed project
evaluation was planned. The evaluation involved
methodologic triangulation using interviews, ques-
tionnaires, observations, and documentation of
the process.!*!> Data were collected as shown in
Table 2.

Observation. Each session was observed
by the project assistant (PW) and the process was
documented, noting group dynamics, the facilita-
tor’s role, and responses to the cases and to the
guiding questions.

Documents. The minutes documenting the
process and planning of the project, the cases, the
learning tools to support the cases, and the
resources provided were examined for their con-
sistency with the objectives of the project. Also,
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the flip chart recordings of the groups’ work were
summarized to review the session content.

Questionnaires. Questionnaires were
administered to all participants prior to and at
the completion of the four sessions. The prepro-
gram questionnaire identified the present practices
of the participants regarding their interdisciplinary
interaction and their approaches to hearth health
issues with their clients. Specifically, respon-
dents indicated how frequently they referred
clients to other health professionals regarding
heart health, consulted with other professionals
about heart health, and discussed heart health
with their clients. For each of the above, partic-
ipants also indicated what they considered to be
optimal practice and described some of the bar-
riers that might explain the difference between
optimal and actual practice. The postprogram
questionnaire addressed participants’ perceptions
of both the process and the outcomes of the edu-
cational sessions.

Interviews. Thirteen interviews were con-
ducted by PW. One urban and one small town
were included; costs prohibited interviews at the
third site. One member of each discipline was
interviewed. An interview guide containing 23
open-ended questions was developed to explore the
process of the sessions (13 questions), as well as
the perceived effects of the project on the partici-
pant’s knowledge, attitudes, and behavior regard-
ing multidisciplinary learning in heart health (10
questions). Interview development addressed pre-
disposing, enabling, and reinforcing factors con-
sistent with the specific educational objectives
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Table 3 Educational Group Membership at Each Pilot Site

Dartmouth Windsor New Glasgow
Physicians ' 3 v 3 3
Nurses 2 2 2
Dietitians 2 2 2
Pharmacists 1 2 2
Social workers 2 - l
Health educators 2 2 2

developed for the project. The individual, tape-
recorded interviews lasted on average 30 to 45
minutes and were conducted at a time and location
convenient to the interviewees, usually within 1
week following the final session.

Results

Thirty-five health professionals participated, as
indicated in Table 3, including the disciplines of
nursing, social work, medicine, pharmacy, nutri-
tion, health education, and recreation. Participants
had an average of 14.5 years work experience.

Questionnaires

Thirty-one of 35 participants (89%) completed
the preprogram questionnaire. Responses indi-
cated that 67% of respondents believed that they
spent an inadequate amount of time discussing
heart health issues with their clients; however,
the majority of respondents rated their ability in
addressing heart health with clients as moderate
(38%) or above average (48%). All participants
noted that, optimally, heart health issues should
become a bigger priority in their professional
practice. Fifty-five percent thought that they should
refer clients to other health professionals regard-
ing heart health issues more often, 68% said that
they should consult with other professionals more
frequently, and 74% said that they should spend
more time discussing heart health issues with
clients. Time constraints, lack of resources, and

poreoA,
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long waiting lists were cited as barriers to con-
sulting other professionals and to discussing heart
health issues with clients.

The postprogram questionnaire and interview
responses addressed overlapping issues. Although
only 13 participants were interviewed, 29 of 35 par-
ticipants (83%) returned the post-test questionnaire;
consequently, the interviews served to validate
and to add depth to the information provided by
the written questionnaires. Because of their sim-
ilar content, they are reported together, in relation
to both the educational process and the project
objectives.

I. Process Evaluation

Participants were asked about their own and the
facilitators’ involvement in the sessions, their
response to PBL as a learning method, the length
and number of sessions, the resources, and the most
and least satisfying aspect of the sessions.

Individual and facilitator participation.
Participants unanimously reported that they felt
comfortable in the group and were pleased that
their respective disciplines were represented. All
rated the facilitator as effective. However, some
participants felt that the project objectives and
expectations of the group were not described
clearly, which they thought might be a deterrent
to participation.

Problem-based learning. Interviewees
unanimously enjoyed the case approach to learn-
ing about heart health, even those for whom it was
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anew experience. Some participants suggested that
the cases might be more detailed to enhance dis-
cussion. Others noted some difficulty adjusting to
the process because it differed markedly from the
way that they had learned traditionally.

Length and number of sessions. Generally,
participants felt that the 2-hour-long sessions were
necessary to understand and discuss the cases
fully, although the time commitment was signif-
icant. A few people also observed that four sessions
at weekly intervals were necessary for group mem-
bers to become comfortable with each other as well
as with the process.

Resources. All interviewees reported read-
ing some of the resource articles, and many indi-
cated that they read almost everything. Most said
the resources were excellent and would be useful
for future reference.

Most and least satisfying aspects of the pro-
gram. The majority of participants cited the
multidisciplinary nature of the project and hear-
ing others’ perspectives as the most satisfying
aspects of participating. One health professional’s
comment expressed the views of several: “It was
a rare opportunity to meet with other profession-
als over a common objective — something that is
widely promoted and we all basically believe in.”

All interviewees were asked the following
question: “Is multidisciplinary learning an effec-
tive method of changing your approaches to heart
health promotion?” Seventy-six percent responded
positively. One person remarked further that mul-
tidisciplinary learning is a “break in the disci-
pline-specific mode, that it’s not only a diet issue,
or a smoking issue, or a physical activity issue. It’s
another good way to remind yourself that all these
people in the room represent a potential improve-
ment of risk factors for this disease: you’re not the
only one.” A physician commented that she did not
think that multidisciplinary learning would change
her approaches and added, “I don’t know how
effective it is as a learning method, except for the
last session [where] I certainly learned a lot that
I wouldn’t have learned with a group of physi-
cians.” The last session addressed community
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approaches to health promotion and specifically
heart health.

I1. Predisposing, Enabling, and
Reinforcing Factors

We anticipated that, if multidisciplinary learn-
ing is a useful educational approach, this method
might also be effective in promoting change in
some of the participants’ knowledge, attitudes,
skills, and behaviors. We examined this by ask-
ing the health professionals for their percep-
tions of whether and how their approach to heart
health promotion had changed as a result of
their participation.

Predisposing factors: knowledge, attitudes,
and perceptions. The majority of participants
reported that they did not acquire new knowledge
about CVD risk factors as a resuit of their involve-
ment in the sessions; however, many noted that the
sessions caused them to consider CVD risk fac-
tors differently than they had done previously.

Participants unanimously perceived that their
appreciation of the role of other professionals and
their respective approaches to health issues with
their clients was enhanced. They also noted a
greater awareness of the broad range of determi-
nants of health that affect CVD risk.

Enabling factors: skills. Most respondents
stated that they would be more comfortable con-
sulting other health professionals about heart
health issues; however, they anticipated some dif-
ficulty in changing their rate of referrals to other
health professionals as the availability and acces-
sibility of referrals had not changed. The excep-
tions were referrals to recreation professionals
and facilities. All 13 interviewees said that par-
ticipation in the project had better prepared them
to discuss heart health issues with their clients.

Reinforcing factors: behavior. All respon-
dents expressed optimism that increased multi-
disciplinary collaboration on their part would be
supported by other health professionals. They also
thought that their clients would welcome more
attention to their heart health,
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Discussion

The project reported here had six goals, which
encompassed fostering interdisciplinary cooper-
ation and understanding, increasing participant
awareness of community resources and determi-
nants of health, and enhancing knowledge and
skills. This section examines the project imple-
mentation and evaluation in light of those goals.

The majority of the participants believed that
the sessions had provided an opportunity to learn
more about the roles, contributions, and perspec-
tives of other health care team members. For sev-
eral participants, this was the first structiired oppor-
tunity to discuss topics of mutuail‘iiﬁpdrténce with
other health professionals. The topic of heart
health invites the participation of a broad range of
professions, including both institution-based and
community-based practitioners. Participants also
suggested that future programs include town coun-
cillors, policemen, and teachers, particularly dur-
ing community development discussions.

We would anticipate that increased under-
standing of the roles of other professionals in
heart health, and an appreciation of their contri-
butions toward shared goals, would facilitate inter-
disciplinary collaboration. In two communities, this
was definitely achieved. In the first, an urban site,
a family resource centre that had been planned to
open in the community became a natural vehicle
for future collaboration. A few: group members also
met to discuss means of supporting each other. In
the second community, the group has continued
to meet and to work collaboratively to improve
community library resources in heart health. All
groups requested and received the names and
addresses of other participants. In the third com-
munity, no clear plans for increased collabora-
tion were made; this could reflect the relatively
widespread geographic distribution of the mem-
bers of that group over three relatively indepen-
dent smaller communities. It may be premature to
Judge this outcome, as some future activities may
emerge. It is worth noting that, in all sites, par-
ticipants usually stayed after the meetings to
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network and discuss issues. Also, training local
facilitators from the community to offer future
programs such as this might enhance further col-
laboration. :

In each site, all participants were engaged
actively in discussion of the existing community
resources. There was also open sharing of infor-
mation among participants. In addition to those
provided by the project, members frequently
brought their own resources to share with the
group. These were very well received. All group
members received a list that detailed the resources
identified. In addition to identified community
resources (e.g., the local recreation facilities or
smoking cessation programs), participants clearly
began to view each other as resources. As one
physician said regarding the pharmacist in the
group, “T'll have to consult [the pharmacist] and
put him in my office to answer these questions.”
The pharmacist replied, “All you have to do is pick
up the phone.”

We did not measure directly the extent to
which an increase in participants’ understanding
of the multiple, interacting determinants of health
was achieved. In all groups, notes recorded
revealed that discussion of each case prompted a
wide discussion, including social, psychological,
behavioral, and environmental factors. Resources
were provided that addressed these determinants,
and most participants reported reading them. The
consideration of a broad range of determinants
affecting health was a natural effect of the design
of this intervention, which brought together par-
ticipants with many different perspectives.

Participants’ level of knowledge of current
issues in heart health was varied within each group,
but it was generally high from the outset, proba-
bly reflecting the self-selection of persons with
interest in this area. Physicians were the most cur-
rent about diagnosis and management of cardio-
vascular risk factors; however, their knowledge
about the issues in changing lifestyles to lower
levels of CVD risk was variable. Nurses, pharma-
cists, dietitians, social workers, arid recreation pro-
fessionals were knowledgeable in their respective
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areas. Because of the varied bodies of knowledge
contributed, and the nature and goals of the pro-
ject, we decided not to test knowledge levels.
Many participants stated that they had learned new
approaches to heart health issues, and some spe-
cific topics provided new information for most
(e.g., the issues of women and heart disease).

It is unlikely that an educational program like
this one could, independently, effect significant
changes in skills. However, we attempted specif-
ically to address behavior change skills, and all par-
ticipants had the opportunity to practice these
skills through role play. Participants also gener-
ated, revised, and practiced a “behavior change
counseling sequence,” which enabled them to
consider ways to facilitate behavior change. With
regard to achieving change in the community, the
opportunity to participate in a brief community
development exercise increased awareness and
. "provided a short experience in this area. This ses-
sion was the most positively received of all four
by all groups, and several participants suggested
extending it. As skills in the area of community
development require development over time and
with practice, increased awareness may be a sat-
isfactory outcome of the pilot project.

Beyond these specific goals, our aim had been
to test a multidisciplinary educational activity in
heart health. The response to the project clearly
demonstrates the feasibility of multidisciplinary
educational activities. The success of the approach,
however, is probably dependent on the educa-
tional objectives and health issues concerned, as
these activities are probably most effective where
many different perspectives must be brought to the
solution of a problem and where expertise is com-
plementary but not totally overlapping. The par-
ticipants commented frequently that they had
learned from each other; physicians were the least
likely to perceive that they had learned anything,

except in the area of community development'and *

health promotion.

The specific learning method we adopted,
case or PBL, appeared quite effective in this
multidisciplinary group. All participants could
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contribute expertise to some aspects of the prob-
lem; the group could select the issues on which it
wished to focus, and a wide variety of issues were
raised. Debate was often lively, and combined
good interchange and effective listening. Partici-
pants described the method as “practical,”
“relaxed,” and “enjoyable.” On the other hand, the
relatively unstructured nature of the sessions was
not comfortable for all participants, who felt that
the approach was “too time consuming for what
we accomplished,” and that the discussions got “off
track.” These observations may be true. It is also
possible that, with this learning approach, partic-
ipants must adjust to less directive group leader-
ship and less didactic teaching, which may affect
perceptions of what is accomplished. Possibly,
some expressed perceptions of the discussion lag-
ging suggest a need to review the guiding ques-
tions to ensure that they reflect the way in which
experts approach a problem. However, that review
should be tempered so that professional participants
are not inclined to use their habitual problem-
solving approaches, which might reduce discus-
sion and sharing.

All of the 13 professionals interviewed said
that they would strongly recommend associates to
participate. A pharmacist’s brief response was
“Do it. You won’t regret it.”

Recommendations

If this project were to be replicated, the following
recommendations are offered for consideration.

1. Consideration should be given to placing
greater emphasis on community relative
to individual heart health. Several partic-
ipants suggested such a change in the
session content. Certainly, if change at the
community level is desired, this would be
alogical course. Cases might also be more
tailored to the community where sessions
are held.

2. In the planning of such a program, a
multidisciplinary planning committee is

*



recommended to decide on objectives and
content that are relevant to the community
in question and that fairly represent a broad
health perspective.

. As multidisciplinary, problem-based learn-
ing may be a new learning approach for
most health professionals, care should
be taken to discuss with the participants
the method apart from the content of
the learning sessions. Although case-
based learning objectives are not usually
provided at the outset, consideration might
be given to offering general, broad ob-
jectives to participants prior to the first
session,

. Consideration should be given to offering
the community development session first.
This would have all professionals interact
around an issue that is new; it might dimin-
ish the tendency to take habitual positions
and expected roles.

. The timing and length of the sessions
should be reviewed. Whether four 2-hour
sessions are appropriate and feasible
might require negotiation with each
community.

. Consideration should be given to training
group leaders in the community. To pre-
pare facilitators would be feasible, and it
would certainly enhance ownership of the
process by the community. The group
leader’s role is an important one; careful
selection and preparation would be im-
portant. It may be desirable to have two
cofacilitators, one of whom is an educa-
tor and the other a member of the local
community. It is also possible that, with
large group interactive teaching techniques,
only one facilitator is needed, irrespective
of group size.

. The project should be replicated involving
undergraduate student learners in profes-
sional programs. It is at this level that
attitudes toward multidisciplinary learn-
ing and cooperation are formed.

BRI U
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Implications for continuing education prac-
tice and research. Clearly, one educational

Jexperience is unlikely to accomplish long-lasting
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cﬁange in behavior. Nevertheless, this type of
learning is consistent with current understand-
ings of learning and change. First, providing for
learning about community heart health in the com-
munity rather than the hospital allows partici-
pants to learn in the context in which they will
apply the knowledge and skills gained. Second, the
participation and, therefore, “practice” of learning
in a multidisciplinary group can be applied to
other multidisciplinary team settings and to other
health problems. Through feedback received from
the group, participants may perceive themselves
to be more skilled in team approaches to problem
solving.

Further study would be useful to define and
measure the skills that are acquired in such a set-
ting and to examine how they are demonstrated
outside of the particular educational setting.

Conclusion

The project reported here describes an innova-
tive approach to continuing education involving
a multidisciplinary group of health professionals.
We believe that our experience demonstrates the
feasibility of such an educational approach, which
could be generalized to a wide variety of health
issues and that is grounded in the problems that
health professionals encounter in their profes-
sional practice.

As health care reform proceeds apace, pro-
fessional bodies are examining how education of
programs at undergraduate (i.e., medical and nurs-
ing schools), graduate, and continuing education
levels can prepare professionals for the roles that
await them in the community.'®!” Among those
roles, that of the collaborator will be increasingly
important to the effective meeting of health care
needs. Educational experiences such as these can
provide learning opportunities to acquire new
skills and knowledge, as well as experience in
effective collaboration.
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