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         Introduction 

 Preparing current and future health professions for collaborative practice 
requires innovation, vision, a commitment to interprofessional learning 
and an eff ective evaluative framework. Th ere are many examples of inter-
professional learning (IPL) and the pivotal role it plays in the develop-
ment of interprofessional collaborative practice. One such IPL activity, 
originating in Canada, which has gained international popularity in a 
variety of forms over the last 20 to 30 years, is the health care team chal-
lenge. It requires teams of current and future health professionals to work 
together to design a care plan for a client with complex needs. Th e aim 
is for participants to enhance role understanding, to gain an apprecia-
tion of how interprofessional practice contributes to patient care, and to 
develop attitudes and skills for eff ective teamwork. Th is chapter draws on 
international experiences of the team challenge and specifi cally discusses 
the development, implementation, and evaluation framework used from 
a New Zealand perspective.  
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    The Team Challenge 

 The team challenge provides opportunities for students to reflect on 
and work together to solve real-life problems presented in the case 
scenario (D’Avray & McCrorie,  2011 ; Newton et  al.,  2015 ). This 
type of case- based learning allows students to engage in dialogue and 
construct their own knowledge which enables them to make con-
nections and gain a more informed understanding of collaboration 
(D’Avray & McCrorie,  2011 ). It provides a fun and authentic IPL 
experience, which promotes teamwork and collaboration amongst 
current and future health care professionals. Learning which is cus-
tomised and reflects real service delivery is an important part of 
ensuring the experience is a positive one for the students involved 
(D’Avray & McCrorie,  2011 ; Hammick, Freeth, Koppel, Reeves, & 
Barr,  2005 ). The goal of the team challenge is to improve collabora-
tive practice (CP) by developing and strengthening the competencies 
required for effective CP. It provides a safe opportunity for students 
to develop their knowledge, skills, attitudes and behaviours specifi-
cally in relation to working in interprofessional health care teams. 
It enables them to have an increased understanding of the roles and 
contribution of other health professions, which along with an ability 
to work together, provides good preparation for future employment 
(D’Avray & McCrorie,  2011 ; Freeth, Hammick, Reeves, Koppel, & 
Barr,  2005 ). 

 Th ere have been many iterations of the health care team challenge 
globally, however the general aims and structure remain similar. Students 
from diff erent disciplines are allocated to interprofessional health teams, 
provided with a range of information based on a real client who may 
or may not be able to act as a resource for the teams, and are expected 
to communicate and work together in the development of a collabor-
ative, client-centred care plan. Th e teams are then required to present 
their team plans in engaging and creative ways to an audience and judg-
ing panel. Boyce, Moran, Nissen, Chenery, and Brooks ( 2009 ) suggest 
that the competitive element of the approach motivates and stimulates 
engagement in the process. 
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 An interprofessional health care team challenge was established within 
the Auckland University of Technologies (AUT) Faculty of Health and 
Environmental Sciences in 2009. Th e planning for IPL within the  faculty 
was initially led through a transformational leadership model with the 
development of the National Centre for Interprofessional Education and 
Collaborative Practice (NCIPECP) (Reid, Jones, & O’Brien,  2015 ). It 
was based on the model of Bass ( 1985 )) in which leaders provide role 
modelling, eff ective communication, vision and working with others 
to bring about change. Th e Team Challenge was developed within the 
NCIPECP in line with this model. 

 Th e team challenge was developed as an interprofessional, experien-
tial, extracurricular activity, initially consisting of AUT students from 
within the faculty. A local provider of secondary and tertiary health care 
expressed a keen interest in collaborating to run the event as a profes-
sional development activity for its staff , which led to student and health 
practitioner teams competing together. Th is added another dimension to 
the students’ learning experience, as they competed against teams made 
up of registered health practitioners. Th e registered practitioner teams 
included staff  working within community and inpatient practice envi-
ronments and a team mentor from within the identifi ed local district 
health service.  

    Case Study: New Zealand (NZ) Interprofessional 
Health Care Team Challenge Application 

 Th e preparation for the team challenge begins a number of months 
prior to the teams presenting at the fi nal team event. Th ere are three 
stages of planning: preparation for the event, commencing the chal-
lenge and presenting at the team challenge event. Each stage has a 
number of processes that need to be put in place and require commu-
nication between diff erent stakeholders. Stakeholders include staff  and 
students from within AUT and other universities represented as well 
as those staff  and students based within the participating local health 
services. 
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    Preparation for the Event 

    Case Study Development 

•     Draws on the real-life experiences of a person with complex needs.  
•   Working alongside a client to create a case study is not always possible.  
•   Requires input from many health care professionals, drawing on their 

knowledge and experiences.  
•   Consideration needs to be given to the diverse learning needs of the 

learners to ensure the case study incorporates a level of complexity, but 
remains true to real life.  

•   In addition to physical signs and symptoms it must also include detail 
related to the social, psychological, cultural and spiritual context of the 
person.  

•   It must be suffi  ciently detailed to ensure it is realistic and credible.     

    Additional Scenario 

•     At the event, and after the presentation of their care plans, each team 
is provided with a diff erent additional scenario. Th is adds a twist to the 
case to which they will need to respond collectively.     

    Identifi cation of Client Advocate 

•     Th is could be someone on whom the case study is based or who has 
experienced similar issues.  

•   Th is could be a person who has experience of working with someone 
represented in the case study.     

    Identifi cation of Team Mentors 

•     Each of the teams is assigned a team mentor.  
•   Th e mentor will facilitate good interprofessional practice amongst team 

members as well as support the interprofessional care plan development.     
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    Identifi cation of Professional Mentors 

•     Each of the participants within the teams will have access to an expert/
advisor from within their profession who they can consult regarding 
profession- specifi c information in relation to the case study.     

    Identifi cation of Judges 

•     Judges for the event are selected on the basis of their understanding 
and experiences of interprofessional practice.  

•   Judges can be selected on the basis of their knowledge of the clinical 
case, but this would need to be coupled with a sound underpinning in 
interprofessional practice.     

   Identifi cation of Team Members 

•     Th e team challenge is advertised across the university and health care 
practice environments in order to generate team participants.  

•   A wide range of health disciplines is sought.  
•   It is not essential that each team has the same number or type of health 

professions.  
•   Each team is made up of between four and six members from diff erent 

disciplines.  
•   Students who agree to participate are allocated into teams.  
•   Students make a commitment to their team and the event.      

    Commencement of the Challenge 

•     Th e student teams are provided with the case study approximately four 
weeks prior to the date of the event.  

•   Th e methods and regularity by which the teams choose to communi-
cate is up to each team. Some choose to meet face to face or virtually. 
Some communicate via blogs and Facebook pages.  

•   Th e role of the team mentor is to keep the team on track and facilitate 
interprofessional learning and working within the team.  
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•   Team members are encouraged to locate sources of information from 
outside of the team.  

•   In the four weeks prior to the event the teams are able to ask the ‘client’ 
(the client advocate) up to fi ve questions. Often these are in the form 
of the patient’s goals, concerns or interests.  

•   Th e client responds to these questions in lay language via an 
intermediary.     

    The Presentation of the Case Study Care Plan 

•     On completion of the four-week care-planning process all of the teams 
come together to present their interprofessional plan for the patient/
client at a live public event.  

•   Each team has fi ve minutes to present their care plan; teams can pres-
ent their plan in whatever manner they think is appropriate.  

•   Following the completion of the presentation each team receives an 
additional scenario. Th e teams are given a further fi ve minutes to dis-
cuss and identify how they might approach the situation and two min-
utes to present this to the judges.  

•   Teams are scored on their ability to work and communicate collabora-
tively, to demonstrate the central role of the patient, and their ability 
to plan and prioritise appropriate contributions from diff erent health 
professions.      

    The Evidence and Interprofessional Education 

 Interprofessional education (IPE) and CP are recognised nationally and 
internationally by policymakers as being able to address the increasing 
demands and complexity in health care, by improving both health sys-
tems and health outcomes (Reeves, Tassone, Parker, Wagner, & Simmons, 
 2012 ; WHO,  2010 ). Interprofessional learning has been described as 
a collective and social process, within and between professionals, and 
what sets it apart from other types of learning is its emphasis on learning 
through the experience of practice (Kemmis & Smith,  2008 ; O’Brien, 
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Swann, & Heap,  2015 ). Health care education, like health care services, 
requires constant evaluation (Attree,  2006 ) so that the knowledge, skills, 
attitudes and behaviours being taught adapt to the changing needs of 
health care employers and patients. However, studies have indicated that 
research into health care education is not extensive and is fraught with 
challenges (Attree,  2006 ). 

 Th ere is emerging evidence that well-planned and executed IPL experi-
ences with students from diff erent professions learning in groups from, 
with and about each other promotes the adoption of positive attitudes 
towards each other (Anderson, Th orpe, & Hammick,  2011 ). Eff ective 
interprofessional learner experiences have also been shown to result in 
greater collegiality, and the broadening of knowledge, experiences, atti-
tudes, perceptions and understandings of other professions and CP 
(Cooper, Spencer-Dawe, & McLean,  2005 ). Salvatori, Berry, and Eva 
( 2007 ) similarly report that IPL promotes role understanding, along with 
eff ective communication and teamwork. It prepares health professional 
students to think diff erently, so that they understand others’ perspectives, 
and can solve patient problems in new ways (Barr,  2009 ). 

 Others argue that further understandings of the eff ectiveness of IPL 
and practice are necessary to determine the benefi ts for patients and the 
health care system, with more longer-term evaluations of actual behav-
iour change resulting from IPE being called for (Cook,  2005 ; D’Amour, 
Ferrada-Videla, Rodriguez, & Beaulieu,  2005 ; Freeth et al.,  2005 ; Reeves 
et  al.,  2012 ; Reeves, Perrier, Goldman, Freeth, & Zwarenstein,  2013 ; 
Zwarenstein, Goldman, & Reeves,  2009 ). Paradis and Reeves ( 2013 ) also 
point toward the continuing need for robust evidence to underpin the 
IPL activities that are created and implemented. 

 Th e World Health Organization (WHO) ( 2013 ) has advocated that IPE 
should be implemented in all health care practitioner curricula. Despite 
this, there remains a gap in the research which links interprofessional edu-
cation and learning to actual behaviour change and changes in clinical 
practice which result in better health outcomes. It is evident that IPE is 
complex, therefore multiple and appropriate educational interventions are 
necessary in order to address the learning goals for interprofessional prac-
tice (Moore,  2009 ). Th e complexity of interprofessional educational inter-
ventions, such as the team challenge, has made it  particularly  challenging 
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to evaluate eff ectiveness and determine what aspects, in relation to the 
context and mechanisms of the learning, result in successful outcomes 
(Moore,  2009 ). Attree ( 2006 ) suggests that complex longitudinal evalua-
tion would assist in the identifi cation of a relationship between IPE, such 
as the team challenge, and student behaviours. 

 Th istlethwaite, Kumar, Moran, Saunders, and Carr ( 2015 ) argued 
that, in order to provide evidence of genuine change and benefi ts of IPE, 
there is a need to go beyond short-term outcome evaluation and consider 
more realist and longitudinal approaches. Newton et  al. ( 2015 ) noted 
that evaluations of the health care team challenge in Australia, Canada 
and the USA have included pre- and post-surveys to identify changes 
in interprofessional knowledge, skills and attitudes; surveys to measure 
changes in beliefs, behaviours and attitudes to interprofessional social-
isation; and measures of attitudes to teamwork, collaboration, profes-
sional identity and roles. Responding to feedback from team, educator 
and audience participants, along with critical evaluation of past successes 
and challenges, has also contributed to the evolution and maturing of 
team challenge (Newton et al.,  2015 ). Selecting an evaluative framework 
that would broaden the team challenge evaluation, from short-term and 
outcome-based, to consider more realist and longitudinal evaluation 
approaches was an important consideration.  

    Evaluative Framework 

 In order to identify and support change, improve practice, and extend the 
scope and reach of IPL, a robust approach to evaluation is required. In 
implementing the health care team challenge the need for evaluation was 
considered early and incorporated into the project plan. Th e manner in 
which we evaluated the team challenge was broadly based on realist evalu-
ation developed by Pawson and Tilley ( 1997 ). It acted as a framework for 
considering what aspects of the interprofessional health care team chal-
lenge worked, for whom, under what circumstances and how it would 
need to be refi ned (Ogrinc & Batalden,  2009 ; Pawson & Tilley,  1997 , 
 2004 ). Realist evaluation recognises that programmes such as the team 
challenge take place and are embedded within complex social systems, 
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involving both health and education. It is therefore necessary to consider 
the layers of complexity inherent within them (Pawson & Tilley,  2004 ). 
Th is understanding of the contextual conditions pertaining to health pro-
fessional clinical education is emphasised in order to monitor and make 
improvements. Realist evaluation provides an explanation for why a par-
ticular activity works. Th is can be achieved through coming to understand 
the mechanisms, processes or ways in which the activity brings about 
change and the conditions in which these mechanisms come into play 
(Pawson & Tilley,  1997 ). Being aware of what contexts support or do not 
support IPL is central to realist evaluation. Th e intended and unintended 
consequences of IPL are described in realist evaluation as outcomes, which 
come about because the mechanisms are acting within certain contexts 
(Pawson & Tilley,  1997 ). Employing multiple measures, allows for a 
more sensitive approach to the evaluation of complex activities such as the 
health care team challenge (Pawson & Tilley,  1997 ). Researchers suggest 
that realist evaluation requires the IPL activity to be developed and imple-
mented in a manner that allows data to be gathered, informing analysis 
of its mechanisms, contexts and outcomes (Th istlethwaite et al.,  2015 ). 

 Ogrinc and Batalden ( 2009 ) describe the basic steps used in realist 
evaluation. Th e fi rst is the selection of a working theory, which Pawson 
and Tilley ( 1997 ) state should be framed in terms of a proposition. Step 
two requires detailed consideration of the context in which the team 
challenge will be taking place, the diff erent mechanisms by which the 
challenge is operated and the outcomes (Ogrinc & Batalden,  2009 ). 
An example of context in relation to the AUT-based team challenge is 
that participants are placed into teams of up to six diff erent health dis-
ciplines. A possible mechanism is the collaboration that can take place 
during regular face-to-face team meetings. Th e context has a signifi cant 
infl uence on what mechanisms are ‘in play’, with both mechanism and 
context helping to explain outcomes and the patterns that may emerge. 
Outcomes of collaborative face-to-face encounters may include: a greater 
understanding of the roles and perspectives of the other disciplines; a 
wider appreciation of the client and their needs; the development and 
use of innovative approaches to care. An example of a theory, mechanism, 
context and outcome related to the health care team challenge is provided 
in Table  14.1 .
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   Step three involves the implementation of the team challenge, whilst 
at the same time observing and evaluating the context and mechanisms 
in play. Th is incorporates step four which comprises the collection of 
qualitative and/or quantitative data. Step fi ve is the refi nement of the 
intervention/theory to inform future team challenges.  

    Applying Realist Evaluation to the Team Challenge 

 Pawson and Tilley ( 1997 ) emphasise that ‘programme evaluation can only 
be as good as the theory which underpins it’ (p. 83). Drawing on theory 
to inform and guide interprofessional development is of critical impor-
tance in the advancement of eff ective, meaningful, and sustainable IPL 
(Suter et al.,  2013 ). Th eory is used to inform and shape IPE development: 
it guides thinking, understandings and its construction; it enables the clear 
articulation of the IPE practices employed; and helps us to understand and 
consider possible resistance and barriers to IPE development, fostering sus-
tainability (Hean, Craddock, Hammick, & Hammick,  2012 ). It is argued 
that those developing IPE need to take advantage of the range of theories 
available to articulate and defend best IPE practice (Hean et al.,  2012 ). 
In realist evaluation, the interprofessional theory base informs and allows 
for the identifi cation of specifi c propositions which can then be evaluated 
through observations and other methods (Pawson & Tilley,  1997 ). 

    Model of IPE 

 In the development of the team challenge within the New Zealand con-
text consideration was given to the available evidence and theory which 

   Table 14.1    Health care team challenge—example of theory, mechanism, context 
and outcome   

 Theory  Mechanism  Context  Outcome 

 Interprofessional 
experiential learning 
will facilitate better 
understanding of 
others’ roles 

 Opportunities to 
interact with others. 
Sharing own role 
and having others’ 
roles clarifi ed 

 Teams of 
students 
from 
different 
disciplines 

 Increased 
understanding 
of others’ roles 
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could inform its development, implementation and evaluation. Newton 
et al. ( 2015 ) considered that a major strength of the team challenge is its 
sound theory base. Th e interprofessional programme at AUT is under-
pinned by the University of British Columbia Model of IPE which rec-
ognises that learners are at diff erent stages of readiness for IPE and have 
specifi c learning needs at diff erent times in the learning process (Charles, 
Bainbridge, & Gilbert,  2010 ). Th is allows us to tailor the IPL activity 
to the particular stage of the learner. Th e stages inherent in this model 
are incremental and move the learner from exposure to interprofessional 
practice and concepts, and then through to immersion and mastery, 
which requires critical refl ection on and application of these experiences 
into practice. Th e team challenge is one IPL activity that necessitates a 
deeper understanding of complex issues and, as such, requires students 
with a strong sense of self and of their profession. Final year students 
are recruited because they are considered to be at an appropriate stage 
of readiness to immerse themselves in the team challenge, with a solid 
grounding in their professions. Realist evaluation of this theoretical per-
spective in this context might consider: ‘Th e proposition that fi nal year 
students are more able to understand and deal with complex clinical 
issues in an interprofessional context, is the working theory that will be 
tested’. Th e mechanism of change is that the students are interacting and 
learning together on an authentic clinical case. Th e context is that the 
fi nal year students from diff erent disciplines are all on clinical placement 
with a designated health provider. Some intended outcomes resulting 
from having all fi nal year students in teams could be that previous clini-
cal education experiences and knowledge of conditions increases their 
confi dence in their own role; enabling them to be open to other ways of 
approaching an issue.  

    Interprofessional Competencies 

 Th e knowledge, skills, attitudes and behaviours required for interpro-
fessional teamwork led us to consider an interprofessional competency 
framework and how this could support the team challenge learn-
ing content. Th e Canadian Interprofessional Health Collaborative 
describes six competency areas necessary for eff ective interprofessional 
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 collaboration: client-centred care, interprofessional communication, 
interprofessional teamwork, role clarifi cation, interprofessional leader-
ship and confl ict resolution (CIHC,  2010 ). Introducing the learners to 
the competency framework enabled them to recognise the knowledge, 
skills, attitudes and behaviours required for eff ective interprofessional 
practice. By engaging in the learning process they were able to expe-
rience each competency area, and apply it fi rst-hand. Realist evalua-
tion of this theoretical perspective in this context might include: ‘Th e 
proposition that role understanding is necessary for eff ective interpro-
fessional practice is the working theory that will be tested’. A possible 
mechanism of change is that each team member informs others of their 
role. Th is is implemented through the use of an IPL activity called the 
‘talking wall’, which is the context. Some intended outcomes resulting 
from opportunities to learn about the roles of other disciplines could 
be that they have more confi dence in approaching or referring to other 
health professions in practice, which allows them to identify when 
another health profession may be able to contribute to a person’s care.  

    Principles of IPE 

 Th e team challenge also draws on the principles of IPL identifi ed by 
Howkins and Bray ( 2008 ) and include: collaborative learning, in which 
collaborative work is underpinned by mutual respect and the valuing of 
others’ contributions; egalitarian learning, in which the aim is for every-
one to learn from a level playing fi eld, so that diff erences in status and 
power do not interfere with the learning process; group-directed learning, 
in which the group identifi es strategies that work for them when under-
taking their collective responsibilities; experiential learning, in which stu-
dents interact from, with and about one another, and draw directly from 
real life experiences; refl ective learning, in which they make sense of and 
share their experiences in a safe and secure environment; and lastly applied 
learning, in which the content specifi cally relates to practice. Th ese prin-
ciples underpin the team challenge and provide guidelines for how learn-
ers will work together and interact, enabling team mentors and learners 
to shape the learning interactions. Realist evaluation of this  theoretical 
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 perspective in this context might include: ‘Th e proposition that collabora-
tive learning will encourage team members to work together in practice 
is the working theory that will be tested’. Th e mechanism of change is 
that the team members develop a strategy collaboratively for how they 
are going to work together. Th e context is the development of a team care 
plan. Some intended outcomes resulting from collaborative learning are 
that team members are able to see the benefi t of a team approach to plan-
ning care and develop greater respect and valuing of others.   

    Learning from Evaluation 

 In order to evaluate the theories identifi ed in relation to the team chal-
lenge, mechanisms relating to the teaching structures and processes were 
identifi ed, along with systematic consideration of the contextual aspects 
related to the mechanism and possible outcomes (Ogrinc & Batalden, 
 2009 ). As part of an educative evaluation of the learning activity, a num-
ber of qualitative and quantitative tools were used to gather relevant data 
related to the context, mechanisms and outcomes. Feedback was gained 
from all stakeholders including the students, profession advisors, team 
mentors and audience following completion of each event, by way of 
focus groups and questionnaires. 

 Th is feedback process has contributed to the further development and 
refi nement of the New Zealand-based team challenge. Feedback on the 
contextual challenges such as physically getting together guided changes, 
including establishing teams on the basis of their locality within the clini-
cal environment. Th e outcome of this is that it has increased the number 
of teams able to participate. Similarly, feedback on unclear expectations 
and time commitments generated the development of an information 
pack which clearly documented these problems and resulted in reduced 
feedback on them. Th e possible mechanism in play with these examples 
is the removal of barriers to engagement. 

 Th ere is a need to look longitudinally at the team challenge’s impact on 
those who participated. Has the experience informed later clinical practice, 
has this led to better health outcomes and experiences for patients? While it 
can be argued that experiences such as the team challenge are essential for 
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shaping the health professionals of the future, these claims remain largely 
unsubstantiated. Th ere is a need to generate further evidence which dem-
onstrates the impact IPE has both on working interprofessionally and on its 
impact on the outcomes for clients. Th is is critical to ensuring the long-term 
sustainability of the New Zealand-based team challenge and IPE in general.  

    Conclusion 

 Th e team challenge provides a real-life interprofessional experience in a 
simulated context. It promotes teamwork and a more informed under-
standing of collaboration in preparation for practice. However IPE by its 
very nature is complex and because of this, it is challenging to evaluate. A 
realist approach to evaluation recognises and operates in complex social 
situations. It provides an explanatory framework for identifying why the 
IPL activity was successful or not for the purpose of refi ning, developing 
and sustaining it. It provides the direction of change for the IPL activity. 
Gathering further evidence of the impact of IPL and specifi cally the team 
challenge on interprofessional practice, and how it results in benefi ts for 
clients is required. Realist evaluation can provide a framework which will 
contribute to this evidence base and increase understandings of how, for 
whom and in what circumstances IPL brings about the desired outcomes. 
Th is framework will facilitate the ongoing refi nement and development 
of the team challenge, and indeed IPL in general, into the future.     
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