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Abstract	
The	past	30	years	have	seen	rapid	expansion	in	nursing	roles,	and	the	provision	
of	education	that	supports	them.	However,	the	nature	of	the	knowledge	that	
characterises	advanced	practice,	and	the	pedagogical	strategies	that	are	utilised	
in	catalysing	its	development	have	yet	to	be	extensively	evaluated.	Whilst	a	
number	of	frameworks	which	purport	to	conceptualise	this	knowledge	do	exist,	
such	structures	remain	somewhat	provisional.	Likewise,	the	pedagogical	
approaches	employed	in	the	development	of	knowledge	for	advanced	practice	
are	derived	as	much	from	teacher	preference,	organisational	expedience,	and	
external	policy	drivers	as	educational	efficacy.	The	study	presented	within	this	
thesis	addresses	these	challenges	by	examining	the	knowledge	conceptualisation	
process	in	relation	to	two	student	cohorts	undertaking	‘Advanced	Practice’	study	
at	Masters	level	within	the	author’s	employing	university.	A	programme	utilising	
a	conventional	pedagogical	approach	has	been	contrasted	with	one	employing	a	
more	collaborative	modality;	this	facilitates	an	evaluation	of	the	impact	of	the	
respective	learning	and	teaching	approaches	upon	the	dynamic	creation	and	
modification	of	the	practitioners’	knowledge	base.	
	
A	Constructivist	Grounded	Theory	methodology	was	selected	in	order	to	explore	
these	processes.	A	purposive	sample	of	24	participants	was	recruited	from	
across	both	programmes;	a	series	of	interviews	was	undertaken,	and	data	
analysis	resulted	in	both	the	induction	of	a	substantive	theory	of	Developing	A	
Personal	Knowing,	and	the	identification	of	a	range	of	pedagogical	strategies	that	
catalyse	its	growth.	The	findings	are	of	particular	utility	for	those	involved	in	the	
development	of	advanced	practice	curricula,	and	have	been	used	illustratively	to	
underpin	a	nascent	curriculum	framework	presented	in	the	latter	part	of	the	
thesis.	A	number	of	significant	findings	emerge;	a	need	to	maintain	the	primacy	
of	clinical	practice,	the	importance	of	a	collaborative	approach	to	learning	and	
teaching	in	which	individual	learner	agency	is	maintained,	and	the	key	role	of	
group	reflection	in	assimilating	the	plurality	of	knowledge	forms	that	ultimately	
constitute	an	individual’s	personal	theory	of	practice.		
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“Nothing	takes	root	in	the	mind	when	there	is	no	balance	between	doing	and	

receiving.	Some	decisive	action	is	needed	in	order	to	establish	contact	with	the	

realities	of	the	world,	and	in	order	that	impressions	may	be	so	related	to	facts	that	

their	value	is	tested	and	organised.”	

	
-	Dewey	(1934,	p.	47)	
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Chapter	1	–	The	Nature	of	the	Study	
My	Interest	

Throughout	my	clinical	career,	I	have	worked	within	a	number	of	roles	in	which	
one	is	required	to	assess	undifferentiated/undiagnosed	patients	-	so	called	‘first	
contact’	environments.	It	was	primarily	this	exposure	that	initiated	my	interest	
in	the	ways	in	which	practitioners	make	sense	of	the	often	complex	and	dynamic	
clinical	situations	they	face.	My	pre-nursing	background	involved	the	delivery	of	
medical	treatment	within	a	military	environment;	clinical	decision-making	here	
was	based	upon	the	use	of	rigid	protocols	and	algorithms	derived	from	decision	
analysis	theory	(Simmons	2010,	Standing	2010),	and	I	was	thus	initially	drawn	
to	the	ways	in	which	systems	such	as	triage	could	support	clinical	decision-
making.	Within	my	undergraduate/pre-registration	nurse	training,	this	interest	
crystallised	as	I	began	to	consider	the	processes	involved	in	decision-making	and	
knowledge	construction	by	advanced	practitioners	within	an	Emergency	
Medicine	environment;	an	area	I	wished	to	specialise	in	following	registration.	
Having	found	myself	working	within	an	advanced	practice	role	quite	rapidly	post	
qualification,	at	a	time	when	there	was	little	formal	educational	preparation	
available	for	such	functions,	my	interests	grew	to	encompass	the	broader	nature	
of	nursing	epistemology.		
	
During	the	early	part	of	my	career	(the	late	1990’s),	advanced	practice	roles	
were	very	much	at	a	nascent	stage	of	development,	and	the	educational	
strategies	that	supported	them	were	far	from	robust	(Swallow	and	Coates	2004).	
A	highly	didactic,	lecture-based	approach	was	often	favoured,	in	which	abstract	
propositions	were	transmitted	from	teacher	to	student	(Distler	2007).	Such	
methods	certainly	furnished	neophyte	practitioners	with	many	of	the	‘facts’	that	
are	required	for	one	to	practice	at	a	higher	level,	but	it	is	my	contention	that	
advanced	practice	is	more	than	the	possession	of	large	quantities	of	
propositional	data.		
	 	



	 2	

Contemporary	models	of	expertise	(Benner	1984,	Dreyfus	and	Dreyfus	1986,	
Rikers,	Schmidt	et	al.	2005)	view	‘expert’	knowledge	as	a	synergy	of	the	
propositional	and	experiential.	The	neophyte,	not	possessing	this	wealth	of	
experiential	knowledge,	will	merely	apply	the	previously	learned	propositions	
mechanistically	in	a	rule-governed	and	acontextual	manner	(Benner,	Tanner	et	
al.	2009,	Dreyfus	and	Dreyfus	2009).	To	achieve	the	fluidity	of	the	expert,	it	
would	seem	that	this	knowledge	for	advanced	practice	 	or	theory	of	practice,	
must	be	‘constructed’	through	the	assimilation	of	the	interplay	between	the	
propositional	and	experiential	(Dewey	1934,	Polanyi	1966,	Argyris	and	Schon	
1974,	Polanyi	1974,	Schon	1987,	Rolfe	1998).	The	amount	of	experience	that	
must	be	internalised	to	achieve	this	is	not	insignificant,	indeed	Benner	(1984)	
proposes	that	for	one	to	make	the	transition		from	novice	to	expert,		a	minimum	
of	five	years	would	be	required.	One	must	also	consider	the	fact	that	some	
individuals	given	this	exposure	take	far	longer	to	develop	a	level	of	function	that	
would	be	considered	expert,	and	others	still	never	move	beyond	a	more	basic	
mode	of	operation	(Ackerman	and	Cianciolo	2000,	Howard	2009).	This	suggests	
that	there	may	be	yet	further	catalysing	and	inhibiting	factors	to	be	identified	
and	clearly	elucidated.		
	
Within	my	own	practice,	I	was	aware	at	some	level	of	these	processes	taking	
place,	and	became	interested	in	the	way	other	individuals	within	a	similar	
situation	constructed	their	knowledge	for	practice.	I	had	some	superficial	
familiarity	with	the	work	of	Johns	(1995)	and	Carper	(1978),	but	whilst	studying	
for	my	MSc	in	Clinical	Practice,	fluency	with	the	material	increased.	The	Co-
operative	Inquiry	approach	(Reason	1992,	Heron	1996)	utilised	within	the	
programme	also	facilitated	a	deeper	understanding	of	the	cognitive	processes	
explored	by	theorists	such	as	Dewey	(1934,	1938),	Bruner	(1960),	Argyris	&	
Schon	(1974),	Schon	(1983,	1987)	,	Kolb	(1984),		Eraut	(1984),	Carper	(1978),	
and	I	became	fascinated	by	the	way	in	which	the	other	group	participants	
constructed	and	applied	their	knowledge	in	order	to	arrive	at	‘expert’	decisions.		
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A	move	from	clinical	practice	into	education	approximately	8	years	ago	further	
intensified	my	interest	both	within	this	area,	and	indeed	pedagogy	as	a	whole.	As	
I	began	to	work	as	a	teacher,	I	became	quite	absorbed	with	the	nature	of	
pedagogy,	and	the	rich	variety	of	ways	in	which	the	professional	educator	may	
facilitate	learning.	A	deeper	understanding	of	the	subject	also	led	me	further	
question	some	of	pedagogical	approaches	employed,	and	their	utility	in	terms	of	
developing	clinical	expertise.	This	ultimately	cemented	my	desire	to	support	
others	within	learning	and	teaching,	and	I	have	been	fortunate	in	recently	
securing	a	new	post	in	which	this	is	the	primary	focus.		
	
Over	the	past	few	years	I	have	developed	and	refined	my	ideas	regarding	a	
research	project	that	encapsulates	these	interests	i.e.		dimensionalising	the	
sources	of	knowledge	that	constitute	clinical	expertise,	and	exploring	the	
pedagogical	strategies	that	may	effectively	facilitate	its	development.	I	believe	
that	my	research	will	help	practitioners	to	make	some	sense	of	the	ways	in	which	
they	conceptualise	knowledge,	as	well	as	allowing	professional	educators	to	
design	curricula	that,	in	addition	to	transmitting	key	propositions,	facilitate	the	
fusion	of	the	propositional	and	experiential,	thus	accelerating	the	development	
of	a	theory	of	practice	that	working	effectively	at	an	advanced	level	is	contingent	
upon.		
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Introduction	to	the	Study	

The	swampy	lowland	of	professional	practice	(Schon	1983,	p.	42)	is	an	inherently	
complex	environment,	in	which	nurses	are	continually	called	upon	to	process	
information	and	make	rapid	decisions	in	ambiguous	circumstances	(Lamond	and	
Thompson	2000,	Ruth-Sahd	and	Hendy	2005,	Tanner	2006).	The	situation	is	
further	obfuscated	by	the	emergence	of	new	and	innovative	nursing	roles,	which	
may	have	traditionally	been	within	the	domain	of	other	professionals,	and	for	
which	the	levels	of	formal	education	and	training	are	variable	(Offredy	2002,	
Longley,	Magill	et	al.	2004,	McKenna,	Richey	et	al.	2006).	Yet	the	subject	of	
clinical	decision-making,	a	core	function	of	nursing,	appears	to	be	rife	with	
controversy	and	debate	(Benner	and	Tanner	1987,	Easen	and	Wilcockson	1996,	
Paley	1996,	King	and	Appleton	1997,	Walsh	1997,	Thompson	1999,	Lamond	and	
Thompson	2000,	McCutcheon	and	Pincombe	2001,	Elstein	and	Schwarz	2002),	
resulting	in	a	morass	of	different	decision-making	theories	and	confusing	
terminology.	The	fact	that	expert	nursing	practice	is	often	linked	to	the	use	of	
intuitive	decision-making	strategies	further	compounds	the	situation;	the	
intuitive-phenomenological	paradigm	dictating	that	the	practitioner	draws	upon	
eclectic	forms	of	knowledge	-	an	epistemology	derived	from	a	number	of	sources.	
	
The	study	presented	here	focuses	upon	the	development	of	this	knowledge	base,	
and	the	impact	of	the	chosen	pedagogical	approach	upon	it.	This	introductory	
chapter	will	first	begin	with	an	overview	of	what	constitutes	quality	learning	and	
teaching	within	Higher	Education.	It	will	then	outline	the	framework	through	
which	knowledge	will	be	viewed,	before	moving	on	to	explore	the	concept	of	
professional	knowledge,	briefly	touching	upon	a	number	of	strategies	that	have	
been	utilised	to	develop	it	at	an	enhanced	level	in	nursing	practice.	As	the	thesis	
deals	with	those	engaged	in	‘Advanced	Practice’,	the	chapter	will	conclude	with	
some	examination	of	this	concept	before	outlining	the	specific	area	of	research	
inquiry.	
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Quality	Learning	and	Teaching	in	Higher	Education	

As	the	primary	goal	of	this	study	involves	a	critical	exploration	of	the	way	in	
which	selected	pedagogical	approaches	impact	upon	the	knowledge	construction	
process,	it	would	seem	germane	to	first	begin	with	an	examination	of	what	
constitutes	quality	learning	and	teaching	within	Higher	Education,	and	the	
quality	assurance	(QA)	processes	that	are	employed	in	maintaining	it.	A	number	
of	systems	exist	to	ensure	quality	learning	and	teaching	within	the	United	
Kingdom	Higher	Education	environment,	primarily	developed	as	a	consequence	
of	events	that	took	place	within	the	late	1990’s.	The	Dearing	Report	-	Higher	
Education	in	a	Learning	Society	(1997)	constituted	the	largest	review	of	UK	
Higher	Education	since	the	Robbins	Report	-	Higher	Education	(1963),	and	has	
had	significant	impact	on	the	sector.	A	number	of	key	issues	were	identified	
including	the	establishment	of	a	professional	body	for	university	lecturers	-	
ultimately	leading	to	the	creation	of	the	Higher	Education	Academy	(Brooks,	
Baird	et	al.	2014),	the	importance	of	widening	participation	and	diversity,	an	
increased	focus	upon	learning	skills	that	may	be	directly	transferred	into	
employment,	greater	use	of	information	technology,	and	more	controversially,	
the	introduction	of	fees	for	students	(Shattock	2001).		
	
At	the	same	time,	the	creation	of	the	European	Higher	Education	Area	(EHEA)	
was	also	taking	place,	and	this	resulted	in	the	inception	of	the	Bologna	Process,	a	
series	of	standards,	frameworks,	and	conventions	that	facilitate	the	free	
movement	of	students	and	academic	staff	across	European	universities	(Biggs	
and	Tang	2011).	Both	Dearing	and	the	Bologna	Process	also	resulted	in	the	newly	
founded	Quality	Assurance	Agency	for	Higher	Education	(QAA)	being	given	the	
remit	for	quality	and	standards	within	Higher	Education	,	a	function	
operationalised	through	the	UK	Quality	Code	for	Higher	Education	(2014).	Quality	
assurance	continues	to	evolve	within	the	Higher	Education	arena,	and	
consultation	regarding	the	Teaching	Excellence	Framework	(Department	for	
Business	Innovation	and	Skills	2016),	a	new	system	for	monitoring	teaching	
excellence	within	English	universities	is	now	taking	place.	
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These	overarching	systems	would	seem	to	be	efficacious	in	terms	of	supporting	
high	quality	learning	and	teaching,	but	they	are	not	without	limitations.	
Documents	such	as	the	such	as	the	QAA	Master’s	Degree	Characteristics	(Quality	
Assurance	Agency	2015)	and	Benchmark	Statement		-	Nursing	(Quality	Assurance	
Agency	2001)	stipulate	a	series	of	attributes	that	constitute	good	practice,	yet	
they	may	fail	to	recognise	the	needs	of	individual	learners,	potentially	resulting	
in	the	development	of	homogenised	programmes	confined	by	extant	tariffs	
specifying	course	structure	and	academic	credit	(Kelly	2009).	Likewise,	the	
monitoring	of	quality	within	these	frameworks	through	the	use	of	outcome	
focused	metrics	(Havergal	2015),	whilst	having	significant	utility	in	terms	of	
generating	data,	may	as	a	negative	corollary	result	in	the	eschewing	of	formative	
learning	strategies	(Jessop,	McNab	et	al.	2012)	in	favour	of	product	driven	
approaches	that	limit	engagement,	and	instead	encourage	a	surface	approach	
(Marton	and	Saljo	1976,	Biggs	and	Tang	2011)	to	learning	within	the	student	
group.		
	
At	a	more	intimate	level,	a	number	of	authors	make	reference	to	the	relationship	
between	quality	within	learning	and	teaching,	student	engagement,	and	the	
discerning	application	of	pedagogy.	Chickering	and	Gamson	(1989),	Ramsden	
(2004),	Biggs	and	Tang	(2011),	and	Hattie	(2012)	all	identify	a	range	of	key	
characteristics	that		exemplify	effective	learning	and	teaching,	encouraging	their	
adoption	in	those	who	wish	to	elevate	learning	beyond	the	mere	retention	of	
proposition.	Whilst	there	is	some	variance,	a	number	of	universal	elements	may	
be	perceived,	including	the	need	to	develop	effective	reciprocal	relationships	
with	students,	encourage	learner	agency	and	independence,	provide	effective	
formative	and	summative	feedback,	utilise	metacognitive	and	reflective	
strategies	(for	both	teachers	and	students),	and	harness	social	and	co-operative	
learning	approaches.	Whilst	any	programme	of	study	delivered	within	an	
approved	UK	Higher	Education	Institution	(HEI)	is	subject	to	the	macro	level	QA	
systems	I	previously	introduced,	these	latter	aspects	fall	to	a	much	greater	
degree,	within	the	purview	of	individual	course	teams.		
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Within	the	study	presented	here,	it	will	be	of	value	to	establish	whether	the	
programmes	under	investigation	embrace	these	espoused	indicators	of	quality	
learning	and	teaching,	the	reasons	for	any	deficit,	and	the	subsequent	impact	
upon	the	knowledge	construction	process.		
	

Carper’s	Ways	of	Knowing	
The	literature	is	replete	with	models	of	knowledge	conceptualisation,	drawn	
from	a	diverse	range	of	philosophical	perspectives	spanning	classical	philosophy,	
logical	positivism,	postmodernism,	and	contemporary	educational	theory.	
Carper	(1978)	advances	a	typology	that	identifies	four	categories	of	knowledge	
that	may	offer	a	starting	point	in	an	examination	of	nursing	knowledge.	
Empirical	knowledge	refers	to	the	abstract,	context-free	information	that	is	
contained	within	textbooks	or	classical	theory,	and	often	transmitted	didactically	
from	teacher	to	student.	Other	authors	refer	to	this	form	of	knowledge	as	a	priori	
(Kant	1781),	know	that	(Ryle	1949),	declarative	(Anderson	1996),	and	
propositional	(Heron	and	Reason	2008).	Carper’s	second	category	-	ethical	
knowing,	relates	to	the	moral	and	ethical	components	of	any	practice	decisions	
(Schaefer	2002).		
	

Personal	knowing,	the	third	category,	centres	on	the	ability	to	be	self-aware,	but	
also	to	recognise	the	self	in	others	(Chinn	and	Kramer	2011).	This	knowing	the	
patient	i.e.	as	a	person	with	their	own	unique	pattern	of	responses,	has	been	seen	
by	some	(Tanner	2006),	to	be	central	to	nurses’	clinical	judgement.	Experiential	
knowledge	(which	will	be	further	expanded	upon)	is	also	encompassed	within	
this	category.	Carper’s	final	Way	of	Knowing	 	aesthetics,	or	the	artistry	of	
nursing,	is,	possibly	because	of	its	nature,	the	most	difficult	to	quantify.	The	exact	
nature	of	the	aesthetic	response	(Berragan	1998,	Benner	2000,	Ryan	2004,	
Cobban,	Edgington	et	al.	2009),	and	indeed	the	status	of	nursing	as	an	art	
(Wainwright	2000,	Newman	2002,	Finfgeld-Connett	2008)	have	all	been	
extensively	debated,	with	clear	elucidation	yet	to	be	achieved.	
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Professional	Knowledge	

In	attempting	to	explicate	any	theory	of	professional	action,	one	must	also	
consider	the	divide	between	espoused	theory	and	theory-in-use	(Argyris	and	
Schon	1974).	Within	the	classical	model	of	Technical	Rationality	(Schon	1983,	
Schon	1987),	knowledge	is	created	from	an	underlying	discipline/basic	science	
in	an	environment	divorced	from	clinical	practice;	this	knowledge	is	then	applied	
to	clinical	situations.	This	hierarchical	view	of	knowledge	generation	fits	most	
expediently	with	the	didactic	or	objectivist	conceptualisation	of	learning	-	such	an	
approach	stipulating	that	infallible	‘truths’,	derived	from	rigorous	scientific	
processes,	be	transmitted	from	those	in	authority	to	neophyte	practitioners,	in	
order	to	equip	them	with	the	necessary	skills	to	function	within	the	vocational	
environment	(Schon	1983,	Schon	1987,	Brouse,	Basch	et	al.	2005,	Nie	and	Lau	
2010).		
	
However,	there	is	often	a	void	between	this	received	wisdom,	and	the	theory-in-
use	of	practitioners	at	the	clinical	interface;	the	so-called	theory-practice	
dichotomy	(Schon	1983,	Rolfe	1993,	Ferguson	and	Jinks	1994,	Johns	1995,	Rolfe	
1996,	Heath	1998,	Glibkowski,	McGinnis	et	al.	2013).	In	contrast	to	the	didactic	
approach,	a	constructivist	conceptualisation	(as	its	name	suggests)	proposes	that	
learning	is	an	active	process	in	which	knowledge	is	dynamically	constructed	
through	experience	(Piaget	1954,	Piaget	1970,	Phillips	1995,	Proulx	2006).		
	
Although	not	highly	valued	within	the	model	of	Technical	Rationality,	this	
experiential	knowledge	is	of	particular	utility	to	the	practitioner,	and	has	been	a	
significant	focus	of	study	for	many	theorists	within	the	20th	century	(Dewey	
1938,	Ryle	1949,	Bruner	1960,	Argyris	and	Schon	1974,	Schon	1983,	Kolb	1984,	
Schon	1987).	Indeed,	the	tacit	knowledge	of	the	expert	(Polanyi	1966,	Polanyi	
1974,	Eraut	1994)	 	their	informal	or	personal	theory	(Usher	and	Bryant	1989,	
Rolfe	1998)	or	knowing	in	action	(Argyris	and	Schon	1974)	as	explicated	within	
the	Dreyfus	&	Dreyfus	(1986)	Model	of	Skill	Acquisition,	and	utilised	by	Benner	in	
her	seminal	work	Novice	to	Expert	(1984),	draws	significantly	upon	experiential	
learning	in	addition	to	other	knowledge	sources.		 	
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The	context	or	‘situativity’	(Sawyer	and	Greeno	2009)	of	professional	knowledge	
is	another	factor	for	consideration.	The	concept	of	Situated	Cognition	(Brown,	
Collins	et	al.	1989)	draws	upon	Vygotsky’s	(1978)	Social	Development	Theory,	
and	suggests	that	learning	must	be	situated	in	a	specific	environment;	in	relation	
this	study,	each	individual’s	theory	of	practice	would	be	‘situated’	or	context-
specific	to	the	clinical	environment	in	which	it	was	internalised.	Lave	&	Wenger	
(1991)	built	upon	this	concept	to	develop	a	view	of	learning	as	a	social	activity	
situated	within	a	particular	environment	or	Community	of	Practice.	Communities	
of	practice	are	viewed	as	groups	of	people	who	work	together,	and	through	this	
work,	learn,	and	collaboratively	create	new	knowledge	(Sargeant	2009).			
	
Situated	learning	has	a	number	of	implications	for	advanced	practice	education;	
the	situated	nature	of	a	theory	of	practice	is	congruent	with	the	Benner	(1984)	
and	Dreyfus	&	Dreyfus	(1986)	notion	of	expert	knowledge	being	domain	specific.	
Indeed,	in	his	critical	appraisal	of	Situated	Cognition,	Bereiter	(1997)	cites	this	as	
a	major	weakness,	drawing	attention	to	the	fact	that	humans	are	poor	at	
knowledge	transfer,	and	that	an	advanced	stage	of	situated	learning	may	in	fact	
yield	negative	transfer	i.e.	habits	that	need	to	be	unlearned	within	the	new	
practice	situation.	In	their	seminal	paper	on	situated	cognition,	Brown	et	al	
(1989)	conceived	of	‘cognitive	apprenticeships’	in	which	neophytes	modelled	the	
behaviour	of	experts	in	the	field.	Although	this	may	be	practicable	for	activities	
that	are	primarily	skills	based,	the	observation	and	modelling	of	internal	
cognitive	processes	may	prove	somewhat	more	challenging.		
	
More	recent	work	in	the	field	(Sawyer	and	Greeno	2009)	acknowledges	this	
difficulty,	and		strategies	such	as	Legitimate	Peripheral	Participation	(Lave	and	
Wenger	1991)	 	in	which	newcomers	engage	in	organised	participation	in	a	
scaled	manner	(in	addition	to	other	learning	activities)	in	order	to	expand	their	
knowledge	and	skills,	is	suggested.	Other	authors	examining	active	and	
experiential	learning	have	also	now	begun	to	consider	the	situative	perspective	
(Monahan	2002,	Dugdale	2009,	Lockwood	2013),	and	Kolb	in	particular	has	
integrated	the	concept	of	Learning	Spaces	(Kolb	and	Kolb	2005)	into	his	
experiential	learning	theory.	
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Developing	Experiential	Knowledge	–	Educational	Approaches	

Although	the	value	of	experiential	knowledge	within	professional	education	has	
been	acknowledged,	both	historically	and	contemporarily,	there	still	appears	to	
be	some	reluctance	with	respect	to	eschewing	pedagogies	that	are	not	
supportive	of	its	development.	Whilst	didactic	approaches	such	as	the	
omnipresent	lecture	certainly	have	their	utility	in	terms	of	propositional	
transmission	(Copeland,	Hewson	et	al.	1998,	Badger	and	Sutherland	2004,	
Brouse,	Basch	et	al.	2005,	Di	Leonardi	2007,	Richardson	2008),	their	enduring	
presence	may	be	as	much	to	do	with	expediency	as	congruence.		
	
A	rapid	increase	in	both	the	volume	and	diversity	of	students	entering	higher	
education	has	taken	place	over	the	past	two	decades	(Parry,	Mathers	et	al.	2008,	
Biggs	and	Tang	2011,	UCAS	2015),	with	a	similar	rise	in	staff-student	ratios	
(Association	of	University	Teachers	2005),	an	issue	that	may	be	further	
compounded	in	the	health	sector	by	the	decision	to	remove	the	recruitment	cap	
from	undergraduate	nursing	places	in	England	(Glasper	2016).	Within	such	a	
climate,	the	didactic	‘lead	lecture’	may	be	perceived	as	an	efficacious	means	of	
meeting	these	challenges.	Brown,	Kirkpatrick	et	al.	(2009)	found	in	their	
international	study	that	although	there	was	little	overall	agreement	regarding	
educational	approaches,	didactic	strategies,	although	not	particularly	well	
evaluated,	remained	the	pre-eminent	teaching	approach	utilised	in	nurse	
education,	a	sentiment	also	reflected	in	more	recent	work	(Lancaster,	Wong	et	al.	
2012).		
	
Nevertheless,	the	literature	indicates	that	a	number	of	other	more	interactive	
approaches	are	also	being	employed	with	some	degree	of	success	in	both	
undergraduate	and	postgraduate	health	professional	education,	including	
Simulation	(Berragan	2014),	Problem/Enquiry-Based	Learning	(Schmidt,	Van	
Der	Molen	et	al.	2009,	Snow	and	Torney	2015),	the	use	of	Action	Learning	Sets	
(Machin	and	Pearson	2014),	Co-operative	Inquiry	groups	(Jenkins	2007),	and	
blended	approaches	encompassing	an	eclectic	mix	of	methods	(Currie,	Biggam	et	
al.	2012).		
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Indeed,	one	must	remain	mindful	of	the	fact	that	a	variety	of	approaches	to	
learning	have	their	place	in	any	well-designed	curriculum;	Matheson	(2008)	
found	that	in	some	constructivist	orientated	medical	programmes,	lectures	and	
other	didactic	strategies	had	actually	been	reintroduced	as	a	consequence	of	
student	demand.	
	
Simulation-based	strategies	involving	mannequins	and	standardised	patients	
have	been	used	for	a	number	of	years	in	medical	education	to	teach	activities	
such	as	physical	assessment,	history	taking,	and	other	psychomotor	skills	
(Vessey	and	Huss	2002,	Rosen	2008,	Mathai,	Miloslavsky	et	al.	2014).	Although	
this	has	been	less	so	within	advanced	nursing	practice	(Tiffen,	Graf	et	al.	2009,	
Beauchesne	and	Douglas	2011),	their	value	is	also	now	being	recognised	here	
(Tiffen,	Corbridge	et	al.	2011,	Johnson,	Hickey	et	al.	2014)	.	Simulation-based	
approaches	are	particularly	congruent	with	experiential	learning	theory,	
developing	higher	level	critical	thinking	skills,	and	providing	students	with	an	
amplification	or	replacement	of	real	experience	with	a	guided	experience	that	
can	replicate	key	elements	from	clinical	practice	(Grant,	Moss	et	al.	2010).		
	
However,	in	order	for	simulated	activities	to	be	effectively	internalised	and	
therefore	form	the	basis	for	new	cognitive	schemata,	appropriate	time	must	be	
allocated	to	a	post-simulation	guided	debrief	and	reflection	(Barratt	2010,	Cant	
and	Cooper	2010,	Parker	and	Myrick	2010,	Crider	and	McNiesh	2011)	 	it	could	
even	be	argued	that	the	feedback	component	is	as	important	as	the	simulated	
experience	itself	(Grant,	Moss	et	al.	2010).	In	terms	of	Kolb’s	Learning	Cycle	
(Kolb	1984),	it	is	only	through	the	articulation	of	clinical	reasoning	processes	
within	a	concrete	experience	that	reflective	observation,	abstract	
conceptualisation,	and	active	experimentation	may	take	place.	Thus,	a	debrief	
provides	the	means	through	which	an	active	shared	learning	experience	may	be	
integrated	into	the	developing	clinical	knowledge	(theory	of	practice)	of	the	
students. 	
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One	might	further	suggest	that	simulation-based	learning	contains	a	high	degree	
of	situativity,	as	the	new	knowledge	is	embedded	within	specific	simulated	
clinical	contexts.	Yet	the	degree	to	which	simulated	environments	effectively	
replicate	an	individual’s	particular	Community	of	Practice	(certainly	at	more	
advanced	levels)	is	questionable.	Schon	(1987)	suggests	that	a	practicum	
environment	may	prove	an	effective	means	of	developing	professional	
knowledge	through	the	processes	of	reflection-on-action	and	reflection-in-action,	
but	also	draws	attention	to	the	need	for	a	clear	understanding	of	the	purposes	of	
the		practica,	and	important	facilitative	role	of	the	‘coach’	in	these	processes	 	
lest	the	simulation	merely	become	a	medium	for	the	transmission	of	the	‘rules	of	
inquiry’	(Schon	1987,	p.	39). 
	
Learning	processes	that	involve	groups	of	individuals	coming	together	to	solve	
problems	are	also	recognised	in	the	literature	as	an	efficacious	method	of	both	
creating	experiential	knowledge	and	developing	higher	level	critical	thinking	and	
problem	solving	skills	(Distler	2007,	Johnson	and	Johnson	2009,	Schmidt,	Van	
Der	Molen	et	al.	2009,	Currie,	Biggam	et	al.	2012,	Davidson	and	Howell-Major	
2014).	Problem	or	Inquiry	based	Learning	(PBL/IBL)	is	utilised	through	
curricula	at	a	number	of	levels	 	within	the	approach,	‘problems’	are	generally	
identified	within	the	curriculum,	and	the	student	group	will	work	through	the	
process	of	solving	it,	with	faculty	members	acting	in	a	facilitative	capacity	
(Johnson	and	Johnson	2009).		
	
The	strength	in	the	approach	lies	in	the	fact	that	a	strong	sense	of	agency	is	
placed	with	the	students,	who	derive	their	own,	often-innovative	solution	to	the	
problem	or	topic	presented.	The	approach	may	be	thought	of	as	a	narrative	
pedagogy	(Diekelmann	2001,	Schaefer	2002,	Ironside	2006,	McAllister,	John	et	
al.	2009,	Walsh	2011)	in	which	students	may	bring	past	experience	to	bear	on	
the	issue,	and	by	‘talking	aloud’	through	the	issues,	problem	solving	mechanisms	
are	articulated	by	group	members,	thereby	making	individual	tacit	knowledge	
more	explicit,	and	bridging	the	gap	between	education	and	clinical	practice	
(Ferguson	and	Jinks	1994,	Leinhardt,	Young	et	al.	1995,	Distler	2007,	Ousey	and	
Gallagher	2007)	-	the	eponymous	theory-practice	gap.		
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Glen	(1995)	suggests	that	as	part	of	the	professionalization	process	that	many	
practice-based	disciplines	undergo,	nursing	has	become	subject	to	Academic	
Drift,	that	is	to	say	the	ethos	of	Technical	Rationality	(Schon	1983)	that	pervades	
many	Higher	Education	Institutions	(HEI’s),	has	resulted	in	theory	and	abstract	
proposition	gaining	precedence	over	the	more	situated	knowledge	and	skills	
required	for	contemporary	clinical	practice.	Such	processes	may	ultimately	
result	in	a	loss	of	praxis	(Freire	1970,	Habermas	1974,	Rolfe	1993,	Newman	
2002,	Rolfe	2006),	or	skilled	know	how	(Dewey	1934,	Ryle	1949,	Polanyi	1974,	
Schon	1987)	if	an	appreciation	of	the	vital	synergy	between	theory	and	practice	
is	lost.	A	number	of	authors	(Glen	1995,	Edwards	and	Miller	2008,	Harwood	
2010)	contend	that	the	use	of	active	and	learner-centred	approaches	such	as	
PBL/IBL	can	begin	to	address	this	academic	drift,	developing	higher	level	
cognitive	skills	within	the	group,	and	facilitating	the	fusion	of	the	what	with	the	
how.		
	
The	approach	taken	with	Action	Learning	(AL)	sets	and	Co-operative	Inquiry	
groups	is	less	prescriptive	than	that	of	PBL,	although	there	are	parallels.	AL	sets	
involve	a	group	of	individuals	or	‘set’	who	come	together	and	critically	examine	
and	reflect	upon	issues	that	are	generally	identified	by	the	group	(as	opposed	to	
an	external	agent)	(McGill	and	Brockbank	2004).	Reason’s	(1992)	definition	of	a	
Co-operative	Inquiry	group	follows	a	similar	theme,	but	the	parameters	of	the	
definition	are	somewhat	broader		i.e.	a	group	of	individuals	working	together	as	
co-researchers	in	exploring	and	changing	their	world.	Thus,	through	this	
modality,	the	set/group	collaboratively	solves	problems	through	the	reflective	
process	as	well	as	sharing	experience	and	generating	insight	into	respective	
roles	(Currie,	Biggam	et	al.	2012).		
	
Within	an	educational	context,	successful	examples	of	application	include	the	
development	of	strategic	skills	in	nurse	consultants	(Young,	Nixon	et	al.	2010),	
the	interpersonal	components	of	project	management	(Hicks	1996),	and	as	a	
means	of	providing	continuous	professional	development	in	both	district	nurses	
(Jenkins,	Mabbett	et	al.	2009),	and	neophyte	nurse	prescribers	(Jones,	Brown	et	
al.	2005).		
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There	is	however	little	evidence	of	such	approaches	being	utilised	in	advanced	
practice	education	(Gardner,	Gardner	et	al.	2004).	This	may	be	because	of	issues	
such	as	the	fact	that	graduates	of	these	programmes	are	required	to	demonstrate	
competency	in	highly	specific	tasks	(an	issue	that	will	be	touched	upon	later	in	
this	chapter),	and	the	identification	and	delineation	of	such	competencies	by	an	
external	facilitator	may	not	be	wholly	congruent	with	the	ethos	of	these	
approaches.	Likewise,	in	order	for	an	AL	set	or	Co-operative	Inquiry	group	to	
function	effectively,	a	strong	sense	of	group	cohesion	must	be	present	(McGill	
and	Brockbank	2004,	Currie,	Biggam	et	al.	2012).	One	cannot	simply	set	up	a	Co-
operative	Inquiry	group	or	AL	set;	individual	group	processes	must	be	
negotiated	and	internalised	by	all	group	members	(Reason	1992).	In	educational	
programmes	that	are	highly	product-driven,	the	time	that	would	need	to	be	
invested	in	developing	such	groups	might	not	be	available.		

	
Advanced	Nursing	Practice	

Having	briefly	investigated	the	sources	of	knowledge	that	underpin	clinical	
practice	at	an	advanced	level,	it	may	also	be	of	value	to	examine	in	more	detail	
the	exact	nature	of	advanced	nursing	practice,	and	the	roles	that	purport	to	
embody	it.	Turning	to	the	literature	provides	little	clarification	in	this	respect;	
various	components	of	the	advanced	practitioner	function	can	be	readily	
identified	e.g.	decision-maker,	change	agent,	researcher,	and	educator	(Ormond-
Walshe	and	Newham	2001,	Bryant-Lukosius,	DiCenso	et	al.	2004,	National	
Leadership	and	Innovation	Agency	for	Health	2010,	Royal	College	of	Nursing	
2012,	Dalton	2013),	but	these	functions	could	be	apply	equally	to	any	post-
registration	nursing	role.		
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The	level	of	educational	preparation	required	to	undertake	such	a	role	appears	
equally	nebulous;	recommendations	range	from	‘5	years	post	basic	experience’	
to	the	possession	of	Masters	or	Doctoral	degrees	(United	Kingdom	Central	
Council	for	Nursing	Midwifery	and	Health	Visiting	1984,	Carnwell	and	Daly	2003,	
Marsden,	Dolan	et	al.	2003,	Bryant-Lukosius,	DiCenso	et	al.	2004,	Furlong	and	
Smith	2005,	Pulcini,	Jelic	et	al.	2010),	although	more	concrete	guidance	now	
exists	in	both	Wales	and	Scotland	(The	Scottish	Government	2008,	National	
Leadership	and	Innovation	Agency	for	Health	2010)	-	stipulating	that	
practitioners	must	be	prepared	academically	at	level	7.	Likewise,	the	emphasis	
upon	advanced	nursing	roles	as	a	form	of	physician	replacement	or	support	
continues	to	pervade	(Roberts-Davis	and	Read	2001,	Bryant-Lukosius,	DiCenso	
et	al.	2004,	Griffin	and	Melby	2006,	Lowe,	Plummer	et	al.	2012,	Dalton	2013),	
compounded	by	the	adoption	of	‘competencies’	that	seek	to	encompass	the	full	
range	of	advanced	level	activity.	There	is	however	some	indication	that	the	
advanced	nurse	practitioner	is	evolving	a	more	distinct	professional	identity,	
with	a	concomitant	tangible	impact	upon	clinical	services	(Begley,	Elliott	et	al.	
2013,	McDonnell,	Goodwin	et	al.	2015).	
	
This	notion	of	competency	is	a	recurring	theme	in	relation	to	advanced	nurse	
practitioner	preparation,	and	much	work	has	been	completed	in	relation	to	
identifying	and	judging	the	specific	competencies	(essentially	behaviours)	that	
are	the	hallmark	of	advanced	practice	(Cheetham	and	Chivers	1998,	Watson,	
Stimpson	et	al.	2002,	Furlong	and	Smith	2005,	Gardner,	Hase	et	al.	2008,	Royal	
College	of	Nursing	2012).		This	already	challenging	task	has	been	further	
compounded	by	the	fact	that	there	exists	some	ambiguity	regarding	the	
conceptual	basis	of	competency	i.e.	whether	the	term	refers	to	merely	an	
observable	behaviour	or	rather	a	series	of	more	general	cognitive	attributes	
(Eraut	1994).		
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Approaches	utilising	specifically	behavioural	or	functional	methodologies	have	
been	prevalent	(Delamere	Le	Diest	and	Winterton	2005),	although	increasingly	
models	are	being	developed	that	focus	upon	a	broader	conceptualisation	of	
competence	e.g.	the	Revised	Model	of	Professional	Competence	(Cheetham	and	
Chivers	1998)	-	Cognitive,	Functional,	Personal	&	Ethical,	and	the	Holistic	Model	
of	Competence	(Delamere	Le	Diest	and	Winterton	2005)	 	Cognitive,	Social	&	
Functional.	One	must	also	consider	the	degree	to	which	such	reductionist	
approaches	offer	an	appropriate	solution;	when	evaluating	the	ability	of	an	
individual	to	function	in	a	highly	complex	situation,	observing	the	interaction	of	
a	multiplicity	of	factors	may	be	of	far	greater	value	than	applying	a	series	of	
separate	assessments	of	task	specific	competencies	(Watson,	Stimpson	et	al.	
2002).	The	limitations	of	a	‘competency-based’	model	are	nevertheless	
acknowledged	in	the	literature,	with	more	holistic	capability	frameworks	that	
encompass	a	synergy	of	knowledge,	skills,	and	values	systems	now	undergoing	
exploration	(Gardner,	Hase	et	al.	2008,	O'Connell,	Gardner	et	al.	2014).	
 

Regarding	the	educational	preparation	of	those	for	advanced	practice	roles,	
there	remains	a	significant	focus	upon	the	transmission	and	testing	of	domain	
specific	propositional	knowledge	in	isolation	(Swallow	and	Coates	2004,	Brown,	
Kirkpatrick	et	al.	2009,	Lancaster,	Wong	et	al.	2012),	and	although	reference	has	
been	made	to	the	challenge	of	integrating	propositional	knowledge	with	practice	
(Royal	College	of	Nursing	2012)	,	the	methods	by	which	this	should	take	place	
are	not	clearly	articulated.	Many	of	the	approaches	outlined	within	the	preceding	
section	i.e.	simulation,	narrative,	Action	Learning	sets,	and	Co-operative	Inquiry	
have	all	been	utilised	with	varying	degrees	of	success,	but	the	challenge	of	
developing	and	assessing	advanced	practice	persists.	Within	this	study,	
participants	will	be	drawn	from	two	distinctly	contrasting	advanced	practitioner	
programmes	 	one	following	a	conventional	format	(containing	some	simulation-
based	components),	with	the	other	adopting	a	Co-operative	Inquiry	approach.	
Thus,	it	may	be	possible	to	ascertain	the	degree	to	which	a	particular	pedagogical	
strategy	may	catalyse	or	inhibit	the	construction	of	knowledge	required	for	
practice	at	an	advanced	level.	
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The	concepts	of	‘role	extension’	and	‘role	expansion’,	which	are	often	used	
interchangeably,	further	add	to	the	difficulties	in	defining	the	exact	nature	of	
advanced	practice.	Prior	to	the	publication	of	The	Scope	of	Professional	Practice	
(United	Kingdom	Central	Council	for	Nursing	Midwifery	and	Health	Visiting	
1992),	nurses	who	had	completed	post-basic	training	would	’extend’	their	
repertoire	of	(generally	technical)	skills	through	a	process	of	local	certification	
(Read	2003).	The	publication	of	this	highly	significant	document	saw	the	nursing	
profession	reject	the	concept	of	‘role	extension’	and	instead	move	towards	‘role	
expansion	and	development’	in	which	the	core	elements	of	nursing	practice	still	
apply,	but	encompassing	additional	skills	and	area	of	practice	with	their	
concomitant	degree	of	specialist	knowledge,	autonomy,	and	accountability	(Daly	
and	Carnwell	2003).	The	National	Leadership	and	Innovation	Agency	for	Health		
echoes	this	ethos	within	their	Framework	for	Advanced	Nursing,	Midwifery,	and	
Allied	Health	Professional	Practice	in	Wales	(National	Leadership	and	Innovation	
Agency	for	Health	2010)	-		recognising	the	scope	and	diversity	of	advanced	
nursing	practice,	and	viewing	it	as	a	level	as	opposed	to	a	role.	It	is	the	author’s	
contention	that	it	is	this	very	synergy	of	core	nursing	values,	and	an	expanded	
repertoire	of	knowledge	and	skills	that	delineates	advanced	practice	-	a	goal	of	
this	study	being	to	identify	the	knowledge	sources	that	underpin	it.	
	
Within	the	United	Kingdom,	the	nascent	‘Nurse	Practitioner’	roles	of	the	1980’s	
were	developed	within	the	primary	care	environment	(Stilwell	and	Bowling	
1989),	in	response	to	a	number	of	service	demands	at	that	time	including	The	
Patient’s	Charter	(Department	of	Health	1996),	a	reduction	in	junior	doctors	
hours	(Department	of	Health	1991),	and	drives	to	increase	accessibility	to	
treatment	(Ketefian,	Redman	et	al.	2001,	Griffin	and	Melby	2006,	McKenna,	
Richey	et	al.	2006).	The	publication	of	The	Scope	of	Professional	Practice	(United	
Kingdom	Central	Council	for	Nursing	Midwifery	and	Health	Visiting	1992)	
provided	further	impetus	for	proliferation	of	these	types	of	role	into	secondary	
and	tertiary	care	settings	such	as	Accident	and	Emergency	and	Medical	
Assessment	Units,	as	well	as	specialties	including	Ophthalmology	and	
Orthopaedics	(Ketefian,	Redman	et	al.	2001,	Daly	and	Carnwell	2003,	Marsden,	
Dolan	et	al.	2003,	Royal	College	of	Nursing	2012).		
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In	the	past	decade,	a	number	of	additional	political	drivers	such	as	The	NHS	Plan	
(Department	of	Health	2000),	Securing	Good	Health	for	the	Whole	Population	
(Wanless	2004),	High	Quality	Care	for	All	(Department	of	Health	2008)	and	more	
locally	Designed	for	Life	(Welsh	Assembly	Government	2005)		and	Simply	
Prudent	Healthcare	(The	Bevan	Commission	2013)	indicate	the	necessity	to	
more	effectively	deploy	scarce	resources	within	a	socioeconomic	landscape	that	
differs	vastly	from	that	foreseen	at	the	inception	of	the	National	Health	Service.	
Other	catalysing	forces	such	as	the	European	Working	time	Directive	(Cameron	
and	Masterson	2000)	and	Hospital	at	Night	(Department	of	Health	2005)	
programme	have	further	affected	frontline	skill	mix.	
	
However,	as	advanced	practice	posts	have	often	emerged	in	a	somewhat	ad	hoc	
fashion	as	a	consequence	of	local	workforce	needs	and	changes	in	service	
provision,	there	has	been	a	concomitant	high	degree	of	role	variability,	and	lack	
of	consistency	regarding	the	core	characteristics	and	goals	of	such	posts.	
(Ketefian,	Redman	et	al.	2001,	Daly	and	Carnwell	2003,	Marsden,	Dolan	et	al.	
2003,	Bryant-Lukosius	and	DiCenso	2004,	Bryant-Lukosius,	DiCenso	et	al.	2004,	
Elsom,	Happell	et	al.	2005,	Lowe,	Plummer	et	al.	2012).	This	lack	of	clarity	
regarding	the	nature	of	new	roles	and	their	boundaries	has	resulted	in	post	
holders	experiencing	difficulties	such	as	role	conflict,	overload,	and	acceptance	
amongst	other	professional	groups,	and	indeed	the	patients	whom	they	care	for	
(Bryant-Lukosius,	DiCenso	et	al.	2004,	Jones	2005,	Ruel	and	Motyka	2009).		
	
One	particular	issue	widely	identified	within	the	literature	is	that	of	titling;	a	
plethora	of	new	nursing	roles	are	now	extant,	and	multiple	titles	are	used	
synonymously	-	many	of	which	are	meaningless	to	stakeholders	(Roberts-Davis	
and	Read	2001,	Daly	and	Carnwell	2003,	Marsden,	Dolan	et	al.	2003,	Bryant-
Lukosius,	DiCenso	et	al.	2004,	Longley,	Magill	et	al.	2004,	Griffin	and	Melby	2006,	
Pulcini,	Jelic	et	al.	2010,	Begley,	Elliott	et	al.	2013,	Dalton	2013,	McDonnell,	
Goodwin	et	al.	2015).		
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The	‘Advanced	Nurse	Practitioner’	title	is	now	controlled	in	many	countries	
including	the	United	States	(Bryant-Lukosius,	DiCenso	et	al.	2004,	O'Connell,	
Gardner	et	al.	2014),	New	Zealand	(Griffin	and	Melby	2006,	Gardner,	Hase	et	al.	
2008),	and	a	number	of	territories	within	Australia	(Elsom,	Happell	et	al.	2005),	
but	despite	the	increasing	focus	upon	the	statutory	regulation	of	so-called	
‘advanced‘	roles	within	the	United	Kingdom	e.g.	The	Regulation	of	the	Non-
Medical	Healthcare	Professions:	A	Review	by	the	DoH	(Foster	2006),		Front	Line	
Care	(Department	of	Health	2010),	such	roles	remain	unregulated	by	the	Nursing	
&	Midwifery	Council.	The	number	of	advanced	roles	has	increased	exponentially	
over	the	past	20	years	(Jones	2005,	Begley,	Elliott	et	al.	2013,	Dalton	2013,	
McDonnell,	Goodwin	et	al.	2015).	The	efficacy	of	role	substitution	and	the	value	
added	to	patient	outcome	and	experience	by	advanced	practitioners	
demonstrated	(Buchan	and	Calman	2004,	Furlong	and	Smith	2005,	Fairley	and	
Closs	2006,	McKenna,	Richey	et	al.	2006,	National	Leadership	and	Innovation	
Agency	for	Health	2010,	Royal	College	of	Nursing	2012)	suggests	this	is	set	to	
continue.	Therefore,	clear	elucidation	regarding	the	nature	of	advanced	practice	
roles	is	imperative	if	further	role	obfuscation	is	to	be	avoided	(Griffin	and	Melby	
2006,	Lowe,	Plummer	et	al.	2012).	

	
	 	



	 20	

The	Area	of	Research	Inquiry	

There	is	some	evidence	that	the	innate	complexity	of	the	contemporary	clinical	
environment	represents	a	significant	challenge	to	nursing	and	paramedical	staff	
working	at	the	edge	of	the	practice	envelope.	New	and	innovative	approaches	to	
professional	education	are	being	developed	to	meet	the	needs	of	such	
practitioners	-	yet	the	expertise	embedded	within	advanced	practice	remains	
elusive	in	terms	of	quantification,	and	is	particularly	difficult	to	develop	within	
the	neophyte.	Within	this	thesis,	I	will	therefore	employ	a	Constructivist	
Grounded	Theory	methodology	to	examine	the	types	of	knowledge	used	by	
advanced	practitioners,	the	processes	by	which	knowledge	construction	
takes	place,	and	the	impact	of	selected	pedagogical	approaches	upon	this.	
This	study	will	explore	in	detail	the	manner	in	which	those	in	advanced	practice	
roles	utilise	knowledge	from	the	identified	sources	in	order	to	construct	their	
own	unique	epistemology	or	theory	of	practice.	Practitioners	who	have	been	
educationally	prepared	for	an	advanced	practice	role	at	Masters	level	through	
two	distinct	pedagogical	modes	will	form	the	sample	for	the	study.	A	series	of	
‘salient	events’	will	provide	the	thematic	substrate	from	which	Critical	Incident	
Analysis	(Flanagan	1954)	will	draw	forth	and	clarify	the	sources	of	knowledge	
that	practitioners	utilise	in	order	to	resolve	complex	clinical	problems.	
	
Emerging	concepts	&	categories	will	be	mapped	against	an	existing	conceptual	
framework	i.e.	Carper’s	(1978)	Ways	of	Knowing.	The	four	components	outlined	
within	this	seminal	work	will	thus	be	treated	as	sensitizing	concepts	(Blumer	
1954)	-	background	ideas	that	inform	the	overall	research	problem	(Charmaz	
2003).	Although	theoretical/conceptual	frameworks	may	be	seen	as	inconsistent	
with	the	basic	principles	of	Grounded	Theory	i.e.	the	induction	of	new	theories	
and	concepts	(Birks	and	Mills	2011),	Corbin	and	Strauss	(2008)	suggest	that	,	as	
in	this	case,	they	may	have	some	practical	utility	in	terms	of	framing	and	
interpreting	findings.	Thus,	adopting	such	an	approach	will	both	provide	a	
clearer	view	of	the	cognitive	architecture	of	the	advanced	practitioner,	as	well	as	
demonstrating	the	way	in	which	the	proposed	study	refines,	challenges,	or	
supersedes	current	extant	concepts	(Charmaz	2006).	
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Having	delineated	this	theory	of	practice,	the	study	will	then	evaluate	the	
pedagogical	approaches	to	which	the	practitioners	within	the	study	have	been	
exposed	in	terms	of	their	utility	in	facilitating	knowledge	construction.	By	
examining	the	processes	by	which	knowledge	is	both	developed	and	integrated,	
educationalists	will	be	better	prepared	to	design	curricula	that	facilitate	the	
assimilation	of	new	knowledge	into	existing	cognitive	structures	(Ausubel	2000).	
A	clearer	understanding	of	the	nature	of	this	knowledge	will	also	aid	in	the	
further	design	of	competency	or	capability	frameworks	that	encompass	the	
complex	multidimensional	nature	of	advanced	clinical	practice	(Cheetham	and	
Chivers	1998,	Watson,	Stimpson	et	al.	2002,	Gardner,	Hase	et	al.	2008,	O'Connell,	
Gardner	et	al.	2014).	Ultimately	the	study	will	generate	new	knowledge	that	
contributes	to	the	preparation	and	development	of	practitioners	equipped	to	
function	within	the	dynamic	and	complex	milieu	of	contemporary	nursing	
practice.	Political	and	socioeconomic	pressures	can	only	lead	to	greater	demands	
upon	the	scope	of	professional	practice,	and	it	is	imperative	that	the	future	
exponents	are	equipped	to	meet	its	unique	and	complex	challenge.	
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Chapter	2	–	Research	Design	
On	Paradigms	

In	order	to	effectively	address	a	research	question,	one	must	carefully	select	the	
methodology	that	has	greatest	utility	within	the	chosen	field	of	enquiry	
(McPherson	and	Leydon	2002,	Topping	2006).	The	first	stage	of	such	a	process	
often	involves	deciding	between	quantitative	or	qualitative	approaches,	but	prior	
to	this,	there	is	also	some	value	in	critically	exploring	methodology	at	a	
philosophical	level	i.e.	that	of	the	paradigm	in	which	the	research	is	located.	The	
term,	although	Greek	in	origin,	was	first	used	by	Kuhn	(1970)	to	identify	the	
heuristic	framework	employed	for	examining	natural	sciences.	It	may	more	be	
more	readily	understood	as	a	‘worldview’	(Kikuchi	2003)	or	series	of		frames	
that	hold	the	vocabulary,	theories,	and	principles	of	a	specific	enquiry	(Weaver	
and	Olson	2006).	Thus,	the	selected	paradigm	dictates	the	epistemological	and	
ontological	assumptions	that	underpin	one’s	chosen	methodology,	and	it	is	this	
decision	that	should	determine	the	data	collection	and	analysis	methods	that	will	
be	most	appropriate	to	the	research	question	(Mackenzie	and	Knipe	2006).		
	
The	purpose	of	this	study	is	to	explore	the	construction	of	an	individual	
practitioner’s	knowledge	base	 	their	theory	of	practice.	Rather	than	attempting	
to	test	hypotheses	or	generate	universal	laws	or	axioms,	the	underpinning	
paradigm	must	acknowledge	the	unique	nature	of	the	processes	and	contexts	
that	ultimately	result	in	the	creation	of	an	exclusive	repository	of	highly	specific	
and	individualised	knowledge.	An	interpretivist/	constructivist	philosophy	would	
effectively	meet	these	aims.	Although	acknowledging	the	existence	of	an	
‘objective	reality’,	interpretivism	advances	a	relativist	ontology	(Doucet,	
Letourneau	et	al.	2010),	in	which	multiple	specific	realities	are	socially	
constructed	and	subjectively	perceived	(Mackenzie	and	Knipe	2006,	Weaver	and	
Olson	2006).	There	is	no	single	truth	or	meaning,	and	instead	the	focus	is	upon	
subjective	experience,	perception,	and	language	in	order	to	understand	intention	
and	motivation	that	can	explain	behaviour	(Parahoo	2006).		
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The	inherently	unpredictable	nature	of	human	interactions	is	recognised	and	
accepted,	and	consequently	interpretivist	methods	are	interactive	and	flexible	 	
with	qualitative	tools	predominating	(Topping	2006).	A	number	of	the	more	
prevalent	sociological	research	methodologies	are	firmly	based	within	the	
interpretivist	paradigm-	notably	Husserl’s	Phenomenology	(Spiegelberg	1994),	
Dilthey	and	Heidegger’s	Interpretive	Hermeneutics	(Mackenzie	and	Knipe	2006),	
and	Blumer’s	(1969)	Symbolic	Interactionism,	from	which	the	constructivist	and	
postmodernist	iterations	of	Grounded	Theory	are	drawn.	
	

The	Quantitative/Qualitative	Debate	

Having	established	the	philosophical	paradigm	in	which	to	situate	the	study,	one	
must	decide	more	specifically	upon	the	methodological	approach.	The	terms	
methodology	and	method	are	however	subject	to	some	degree	of	confusion,	and	it	
seems	often	used	in	a	synonymous	manner	within	the	literature	(Mackenzie	and	
Knipe	2006,	Parahoo	2006);	a	problem	further	compounded	by	the	porous	
nature	of	the	boundaries	between	paradigm,	methodology	and	method	(Nicholls	
2009).			Thus,	for	the	purposes	of	clarification,	a	methodology	may	be	considered	
the	conceptual	space	(Curtis	and	Curtis	2011)	in	which	specific	principles,	
theories	and	values	are	brought	to	bear	upon	a	research	question,	whereas		the	
method	refers	to	the	set	of	procedures	that	will	be	employed	to	obtain	and	
analyse	data	within	a	research	question	.	
	
Within	the	social	sciences,	there	has	been	a	great	deal	of	debate	regarding	the	
relative	virtues	of	quantitative	and/or	qualitative	methodologies	(Wakefield	
1995,	Burnard	and	Hannigan	2000,	Benzies	and	Allen	2001,	Risjord,	Moloney	et	
al.	2001,	McPherson	and	Leydon	2002,	Cheek,	Onslow	et	al.	2004).	Certainly,	
research	questions	that	seek	to	explore	process	rather	than	verify	existing	
theory	or	test	new	hypotheses	are	not	easily	dealt	with	using	quantitative	
approaches	(Jeon	2004).	If	one	is	attempting	to	gain	insight	into	meaning,	
experience,	or	behaviour,	such	approaches	do	not	effectively	capture	the	
nuances	of	human	interaction,	and	may	easily	strip	data	of	its	context	(Parahoo	
2006).		
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Nonetheless,	some	enquiries	may	benefit	from	the	application	of	both	
quantitative	and	qualitative	approaches	 	a	so	called	‘mixed	methodology’.	Yet	it	
seems	that	such	a	strategy	is	also	contentious	(Creswell	2011);	Burnard	and	
Hannigan	(2000)	suggest	a	synergy	of	approaches,	but	it	might	prove	
problematic	to	develop	a	study	with	a	fusion	of	methodologies	with	
fundamentally	divergent	epistemological	and	ontological	assumptions.	Rather	
than	a	combination	of	methodologies,	qualitative	or	quantitative	approaches	
could	be	employed	in	isolation	within	a	study,	addressing	specific	components	of	
the	research	question.	Weaver	and	Olson	(2006)	use	the	term	paradigmatic	
plurality	for	this	process,	and	suggest	that	providing	one	takes	care	to	avoid	
crossing	paradigmatic	boundaries,	clearly	clarifying	the	contribution	of	each	
paradigm,	the	application	of	both	methodologies	within	a	single	study	may	be	
highly	efficacious.	Similar	techniques	such	as	methodological	triangulation	have	
also	proven	effective	in	overcoming	this	philosophical	hurdle	(Risjord,	Moloney	
et	al.	2001).	
	
	The	polarization	of	qualitative/quantitative	methodologies	does	now	seem	to	
have	lessened	(Risjord,	Moloney	et	al.	2001,	McPherson	and	Leydon	2002,	
Mackenzie	and	Knipe	2006,	Parahoo	2006,	Topping	2006),	and	there	is	an	
acknowledgement	that	such	discussions	(and	the	dichotomy	they	create)	are	
ultimately	futile;	both	approaches	have	their	utility,	with	methodology	selected	
according	to	the	nature	of	the	proposed	enquiry.	Indeed,	Clarke	(2005)	suggests	
that	there	has	in	fact	been	a	renaissance	of	qualitative	approaches	in	the	social	
sciences;	such	a	situation	only	serves	to	increase	the	challenge	in	terms	of	
selecting	a	methodology	that	is	appropriate	for	one’s	scheme	of	research.		
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A	Consideration	of	Selected	Qualitative	Methodologies	

An	array	of	methodologies	are	available	to	the	embarking	qualitative	researcher	
(Denzin	and	Lincoln	2000),	and	these	may	be	subdivided	according	to	the	
paradigms	from	which	they	emerge	i.e.	positivist/post	positivist,	transformative,	
pragmatic,	and	interpretive/constructivist	(Mackenzie	and	Knipe	2006,	Weaver	
and	Olson	2006,	Nicholls	2009).	As	this	latter	worldview	underpins	the	study,	
three	of	the	more	prevalent	methodologies	within	the	interpretivist	paradigm	
will	now	be	considered	in	terms	of	their	efficacy	and	congruence	with	this	study	
i.e.	Phenomenology,	Ethnography,	and	Grounded	Theory.	
	

Phenomenology	

Phenomenology	was	developed	by	Edmund	Husserl	(Spiegelberg	1994),	and	
may	be	seen	as	a	response	to	the	hegemony	of	the	positivistic	paradigm	at	the	
time.	Although	Husserl	himself	came	from	this	tradition	(Koch	1995,	Earle	2010,	
Flood	2010)	 	this	is	echoed	within	some	of	the	tenets	of	descriptive	
phenomenology,	he	believed	the	empirical	experimental	method	to	be	an	
inadequate	means	of	studying	human	phenomena;	the	approach	having	become	
so	detached	from	human	experience	as	to	actually	impede	any	true	
understanding	of	ourselves	(Crotty	1996).	Rather	than	employing	external	
analysis	and	explanation,	Husserl	sought	an	understanding	of	humans	from	
within	their	unique	subjective	experiences	(Todres	and	Holloway	2006,	Nicholls	
2009)	-	this	‘lived	experience’	or	lifeworld	as	he	termed	it,	replaces	the	data	that	
is	collected	within	other	approaches.	Husserl’s	Descriptive	Phenomenology	
involves	suspending	preconceptions	-	a	process	known	as	bracketing,	in	order	to	
describe	the	manner	in	which	the	world	is	constituted	and	experienced.	Through	
focusing	upon	these	phenomena,	the	researcher	searches	for	insights	or	themes	
(termed	essences	or	essential	structures)	that	may	be	more	generally	applied	
beyond	that	which	is	being	studied	(Koch	1995,	Crotty	1996,	Todres	and	
Holloway	2006,	Earle	2010).		
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The	phenomenological	approach	has	been	further	augmented	most	notably	by	
the	work	of	Heidegger	(a	student	of	Husserl),	Gadamer,	Ricoeur	and	Van	Manen,	
resulting	in	a	schism	within	the	tradition	(Koch	1995,	Van	Manen	1997,	Gadamer	
2004).	For	Heidegger,	it	was	neither	possible	nor	desirable	for	the	individual	to	
bracket	their	preconceptions;	instead,	they	should	be	used	positively,	and	made	
explicit	within	the	work,	sensitizing	the	researcher	to	emerging	themes	and	
patterns	(Todres	and	Holloway	2006).	Gadamer,	a	prominent	thinker	in	the	field	
of	hermeneutic	philosophy	further	rejected	the	Husserlian	concept	of	bracketing,	
proposing	that	all	understanding	must	arise	from	one’s	own	prejudices	(in	this	
case	referring	to	a	pre-understanding	of	the	lifeworld	derived	from	subjective	
experience);	with	insight	ultimately	being	generated	as	a	consequence	of	co-
constitutionality	between	researcher	and	participants,	the	so	called	fusion	of	
horizons	(Gadamer	2004).	Within	Heidegger’s	Interpretive	Phenomenology,	the	
epistemological	focus	of	Husserl	is	eschewed	in	favour	of	an	ontological	stance,	
and	through	the	process	of	Dasein	or	being-in-the-world	(Koch	1995,	Earle	2010,	
Flood	2010),	hermeneutic	processes	are	employed	to	interpret	the	experience	
through	text	or	some	other	symbolic	form	(Van	Manen	1997).		
	
Descriptive	and	Interpretive	phenomenological	approaches	are	highly	prevalent	
within	sociological	and	nursing	research;	their	ability	generate	rich	contextual	
data,	as	well	as	facilitate	access	to	the	internal	lived	experience	of	a	phenomenon	
make	them	highly	congruent	with	studies	that	seek	to	make	sense	of	human	
experience.	However,	the	term	‘Phenomenology’	may	appear	confusing	to	the	
neophytes	(Dowling	2007),	being	equally	employed	to	describe	both	a	
philosophy	and	a	research	method	(Earle	2010).	This	seems	to	have	been	a	
particular	issue	within	nursing	research,	and	alleged	confusion	regarding	the	
paradigmatic	underpinning	of	both	the	descriptive	and	interpretive	approaches	
has	led	to	some	questioning	the	rigour	of	studies	employing	it	(Koch	1995,	Crotty	
1996,	Paley	1998).			
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Although	Benner	employed	Interpretive	Phenomenology	in	her	seminal	work	
examining	the	performance	of	qualified	nurses	(Benner	1984),	the	primary	foci	
within	this	particular	study	are	the	exploration	of	cognitive	process,	impact	of	
pedagogical	strategies,	and	induction	of	substantive	theory.	Whilst	Interpretive	
Phenomenology	may	be	able	to	support	such	aims,	the	methodology	focuses	
upon	revealing	meaning	rather	than	developing	theory;	investigating	experience	
as	one	lives	it	rather	than	as	one	conceptualises	it	(Van	Manen	1997).	Viewing	
the	participants’	data	through	a	phenomenological	lens	would	doubtless	provide	
a	great	deal	of	rich	and	meaningful	material	regarding	their	particular	lived	
experience	of	advanced	practice	education,	but	I	wish	to	understand	knowledge	
construction	(and	impact	of	pedagogy	upon	this)	at	a	more	conceptual	level	 	
inducting	a	substantive	theory	that	will	account	for	the	processes	identified,	and	
further	acting	as	a	substrate	for	the	development	of	future	curriculum	models.	I	
therefore	feel	that	an	alternative	methodological	framework	would	be	more	
congruent	with	such	aims.		
	

Ethnography	

Although	the	ethnographic	approach	may,	in	some	form,	trace	its	roots	back	to	
the	storytelling	heritage	of	antiquity,	it	was	more	systematically	developed	and	
employed	by	cultural	anthropologists	(Malinowski	1922,	Mead	1930),	and	
sociologists	of	the	Chicago	School	within	the	late	19th	and	early	20th	century	
(Savage	2000,	Atkinson	and	Pugsley	2005,	Oliffe	2005,	Holloway	and	Todres	
2006,	Parahoo	2006,	Erickson	2011).	An	ethnographic	study	focuses	specifically	
upon	culture,	and	the	behaviours,	interactions,	experiences	and	feelings	of	the	
members	within	the	chosen	cultural	group.	In	common	with	other	
methodologies	drawn	from	the	interpretivist	tradition,	ethnography	does	not	
begin	with	any	extant	hypotheses	or	preconception;	instead	meaning	is	inducted	
through	a	synergy	of	the	emic	(insider)	and	etic	(external)	perspectives	(Oliffe	
2005,	Holloway	and	Todres	2006).		
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The	traditional	descriptive	or	realist	approach	to	ethnography	focuses	upon	
describing	cultures	or	groups,	but	further	iterations	have	also	developed.	Critical	
Ethnography	(Manias	and	Street	2001,	Baumbusch	2011,	Thomson	2011)	seeks	
to	appropriate	and	reconstruct	the	descriptive	approach	in	order	to	challenge	
and	transform	the	existing	macrosocial	constructs	of	power	and	control	 	what	
Foucault	(1980)	would	term	the	dominant	discourse.	
	

Practitioner	Ethnography	(Barton	2008)	involves	members	of	the	specific	
cultural	group	actually	conducting	the	research	themselves.	Such	a	strategy	may	
well	lead	to	a	much	deeper	understanding	of	cultural	processes,	but	also	
presents	a	significant	challenge	in	terms	of	balancing	the	emic/etic	perspectives.	
Although	this	study	will	focus	upon	a	specific	cultural	group	i.e.	advanced	
practitioners,	the	purpose	is	not	to	describe	the	behaviours	and	interactions	of	
group	members,	or	indeed	facilitate	any	form	of	social	transformation	or	
emancipation;	consequently,	it	would	seem	that	ethnography	would	be	of	limited	
utility.	However,	ethnographic	approaches	have	been	successfully	employed	to	
uncover	socially	constructed	patterns	of	behaviour	(Holloway	and	Todres	2006),	
revealing	situational	learning	processes	and	surfacing	tacit	knowledge	or	theory-
in-use	(Argyris	and	Schon	1974).	Examples	include	the	examination	of	work-
based	education	in	medical	students	(Atkinson	1997),	and	the	use	of	tacit	and	
explicit	knowledge	within	anaesthetic	practice	(Smith,	Goodwin	et	al.	2003).		
	
Yet	there	are	issues	of	clarity;	Hammersley	(1998)	notes	that	there	are	often	
ambiguities	associated	with	ethnography,	the	term	almost	being	used	
synonymously	with	qualitative	research.	Savage	(2000)	further	acknowledges	
this	difficulty,	likening	ethnography	to	both	process	and	product.	As	in	the	work	
of	Smith,	Goodwin	et	al.	(2003),	an	ethnographic	approach	may	have	been	
employed	within	the	initial	data	collection,	but	analysis	may	take	place	according	
to	the	preferred	tradition	of	the	researcher	e.g.	Grounded	Theory,	
Phenomenology	(Thomson	2011).		
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Thus,	it	may	be	that	in	studies	where	individual	processes	are	concerned,	a	
mixed	methods	approach	is	actually	being	utilised.		Although	an	ethnographic	
approach	may	be	utilised	within	studies	examining	knowledge	
conceptualisation,	I	feel	it	may	not	be	the	most	efficacious	strategy	in	this	
instance.	One	must	of	course	acknowledge	the	‘situativity’	(Sawyer	and	Greeno	
2009)	of	any	learning	culture	within	the	experiential	learning	and	knowledge	
conceptualising	processes,	but	within	this	work	the	advanced	practitioner	
culture	per	se	is	not	the	main	field	of	study.	Instead,	the	emphasis	is	upon	the	
individual	as	knowledge	generator	(with	their	incumbent	cognitive	processes).	
Consequently,	I	have	chosen	to	eschew	ethnography	in	favour	of	an	approach	in	
which	the	focus	upon	individual	and	group	processes	is	more	extant.	
	

The	Chosen	Methodology:	Grounded	Theory	
Having	briefly	explored	and	critically	appraised	the	specific	utility	of	selected	
methodologies	in	relation	to	this	study,	I	will	now	explore	the	chosen	approach	
(Grounded	Theory)	in	more	detail.	
	

Background	

The	Grounded	Theory	Method	(GTM)	is	one	of	the	most	widely	used	approaches	
in	contemporary	qualitative	research	(Holloway	and	Todres	2006,	Bryant	and	
Charmaz	2007,	Birks	and	Mills	2011),	its	ostensibly	clear	and	logical	approach	
having	a	particular	attraction	for	neophyte	researchers.	GTM	emerged	as	a	
reaction	to	the	increasing	hegemony	of	sophisticated	quantitative	methods	
emerging	within	the	1960’s	(Charmaz	2006).	Although	GTM	set	itself	against	the	
quantitative	orthodoxy	of	the	time,	through	the	systematic	approaches	utilised	in	
order	to	render	qualitative	data	more	‘visible’,	GTM	was,	to	a	degree,	mimicking	
the	positivistic	approach.	Indeed,	the	title	of	Glaser	&	Strauss’s	seminal	work	The	
Discovery	of	Grounded	Theory	(1967),	indicates	some	belief	in	the	concept	of	an	
extant	‘objective	reality’	in	which	data	is	waiting	to	be	unearthed.		
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Within	the	subsequent	40	years	GTM	has	passed	through	a	number	of	
epistemological	and	ontological	iterations,	and	up	to	seven	forms	may	now	be	
identified	(Denzin	2007).	The	seeds	of	this	divergence	may	be	perceived	from	
the	very	beginning	(Charmaz	2011),	as	the	somewhat	disparate	backgrounds	of	
its	progenitors	led	to	a	number	of	traditions	influencing	the	‘first	generation’	of	
GTM.	Strauss	brought	with	him	early	20th	century	pragmatists	such	as	Dewey	&	
Mead,	and	Blumer’s	(1969)	Symbolic	Interactionism	(SI),	whereas	Glaser	came	
with	a	perspective	developed	from	engagement	with	quantitative	methodology	
and	middle-range	theory	(Duchscher	and	Morgan	2004,	Bryant	and	Charmaz	
2007).		
	
The	relationship	between	GTM	and	SI	in	particular	seems	to	have	been	an	area	of	
contention;	certainly,	the	focus	upon	the	social	processes	upon	which	agentic	
actors	are	engaged	has	clear	congruence	with	SI,	and	a	number	of	authors	make	
this	connection,	identifying	a	clear	fit	between	GTM	&	SI	as	a	theory/methods	
package	(Jeon	2004,	Holloway	and	Todres	2006,	Bryant	and	Charmaz	2007,	
Corbin	and	Strauss	2008).	It	is	however	more	questionable	as	to	whether	they	
function	together	as	a	unitary	theory;	Glaser	himself	eschewed	any	specific	
philosophical	or	disciplinary	position,	stating	that	they	could	only	reduce	the	
broader	potential	of	GTM	(Birks	and	Mills	2011).	Nevertheless,	one	of	the	
strengths	of	the	Grounded	Theory	is	the	ability	to	fuse	its	tools	with	a	wider	
variety	of	methodological	approaches,	regardless	of	one’s	epistemological	and	
ontological	perspective	(Bryant	and	Charmaz	2007).	
	

Schools	of	Grounded	Theory	

Notwithstanding	Denzin’s	(2007)	more	elaborate	typology,	contemporary	GTM	
may	be	categorised	into	three	schools	i.e.	Objectivist	(Glaserian),	Postpositivist	
(Corbin	&	Strauss),	and	Constructivist	(Charmaz)	(Bryant	and	Charmaz	2007,	
Charmaz	2011).	Although	a	common	heritage	is	shared,	these	approaches	reflect	
the	distinct	directions	GTM	has	taken	since	Glaser	&	Strauss	made	their	classic	
statement	in	1967.		
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The	Glaserian	form	of	GTM	is	situated	firmly	within	a	positivist	paradigm;	
acknowledging	the	existence	of	a	unitary	external	world	in	which	data	resides,	
awaiting	discovery	(Charmaz	2011).	Glaserian	Grounded	Theorists	stipulate	the	
rigid	application	of	GTM	‘rules’	within	a	set	sequence	in	order	to	induct	new	
substantive	and	formal	theory.	According	to	Glaser,	failure	to	adhere	strictly	to	
this	process	may	result	in	researchers	merely	conducting	a	descriptive	
‘Qualitative	Data	Analysis’	as	opposed	to	true	Grounded	Theory	(Glaser	1992).		
	
The	schism	between	objectivist	and	postpositivist	GTM	has	been	further	
compounded	by	the	fact	that	within	earlier	versions	of	their	work,	Corbin	&	
Strauss	failed	to	make	clear	reference	to	the	underpinning	epistemological	and	
ontological	frameworks,	instead	advancing	GTM	as	a	series	of	‘methods’	that	
could	be	used	(Birks	and	Mills	2011,	Charmaz	2011).	However,	this	has	now	
been	addressed,	and	in	the	more	recent	versions	of	the	classic	text	Basics	of	
Qualitative	Research	(Corbin	and	Strauss	2008,	Corbin	and	Strauss	2015),	the	
philosophical	orientation	and	relationships	between	their	approach	and	the	
underpinning	Pragmatist	and	Symbolic	Interactionist	foundations	is	
acknowledged.		
	
Constructivist	GTM	adopts	the	methodological	strategies	of	Glaser	&	Strauss’s	
classic	work,	but	in	loosening	its	positivist	roots,	integrates	concepts	such	as	
relativity	and	reflexivity	throughout	the	process	(Charmaz	2011).	Multiple	
realities	are	recognised,	and	rather	than	merely	being	‘collected’,	data	is	co-
constructed	by	researcher	and	participant.	There	is	also	an	acknowledgement	of	
the	interpretive	nature	of	any	emerging	theory,	and	an	understanding	that	both	
data	and	analysis	are	social	constructions,	with	any	corollary	generalizations	
remaining	partial,	conditional,	and	situated	(Charmaz	2006,	Bryant	and	Charmaz	
2007,	Charmaz	2011).		
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Which	Approach?	

Given	that	the	primary	foci	of	enquiry	in	this	study	specifically	relate	to	the	
induction	of	new	theory	based	upon	individual	cognitive	and	social	processes,	a	
Grounded	Theory	approach	seems	particularly	compatible.	Corbin	and	Strauss	
(2008)	state	that	a	primary	consideration	of	Grounded	Theory	is	the	influence	of	
such	structures	and	processes;	the	approach	having	the	potential	to	provide	
insight	into	these	complex	phenomena	(Glaser	and	Strauss	1967).	This	sentiment	
has	been	more	recently	echoed	by	Birks	and	Mills	(2011),	who	suggest	that	
research	situations	in	which	an	inherent	process	is	embedded	may	be	
particularly	amenable	to	GTM.		
	
The	intrinsically	individualised	nature	of	knowledge	construction	and	personal	
theory	generation	clearly	directs	one	towards	a	form	of	GTM	situated	within	the	
interpretivist	paradigm.	The	use	of	a	constructivist	approach	will	therefore	
ensure	overall	epistemological	and	ontological	congruence	within	the	study.	
There	are	no	hypotheses	extant	within	the	study	aims	and	objectives;	instead	the	
inductive	nature	of	constructivist	GTM	will	facilitate	the	simultaneous	collection	
and	analysis	of	emerging	themes	i.e.	the	manner	in	which	one’s	theory	of	practice	
is	constructed,	the	means	through	which	knowledge	is	assimilated	into	new	and	
existing	cognitive	schemata,	and	the	impact	of	one’s	chosen	pedagogical	strategy	
upon	this	process.		
	
The	arbitrary	relationship	between	theory	and	research	challenged	within	
Grounded	Theory	(Glaser	and	Strauss	1967)	also	clearly	correlates	with	much	of	
the	underpinning	interpretivist	literature	regarding	tacit	and	experiential	
knowledge,	challenging	the	primacy	of	large	scale,	positivist	studies	over	the	
generation	of	more	localised	and	specific	knowledge	(Fawcett,	Watson	et	al.	
2001,	Stevenson	and	Beech	2001,	Haynes	2006,	Rolfe	and	Gardner	2006,	Rolfe,	
Segrott	et	al.	2008),	such	as	the	synergistic	fusion	of	the	experiential	and		
propositional	 	the	theory	of	practice	generated	by	individual	clinicians.	For	
these	reasons,	a	broadly	constructivist	GTM	has	been	selected,	utilising	
qualitative	tools	within	a	postmodernist/constructivist	framework	(Clarke	2005,	
Charmaz	2006).	
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Constructing	a	Grounded	Theory	of	‘Advanced	Practitioner	Knowledge’	

Although	significant	variations	exist	regarding	underlying	philosophical	
positions	and	methods	employed	in	theory	development,	the	three	prevalent	
schools	of	GTM	nevertheless	agree	on	the	ultimate	purpose	of	the	approach	i.e.	
the	induction	of	theory	from	interpreting	data	generated	by	a	study	of	the	
phenomena	that	the	theory	represents		-	although	existing	theory	may	also	be	
modified	or	extended	(Glaser	and	Strauss	1967,	Corbin	and	Strauss	2008).	In	this	
way,	the	theory	can	be	seen	as	being	‘grounded’	within	the	data.		
	
Most	Grounded	Theory	generated	is	substantive	i.e.	related	directly	to	a	specific	
phenomenon	within	a	clearly	defined	context	(Birks	and	Mills	2011).	Conversely,	
formal	Grounded	Theory	is	developed	to	a	higher	conceptual	level,	and	may	be	
generalised	across	a	number	of	substantive	areas	(Charmaz	2006,	Lempert	
2007).	This	study	generates	substantive	theory	within	the	parameters	of	the	
area	of	research	inquiry,	which,	in	order	to	encompass	the	flexible	and	dynamic	
nature	of	the	Grounded	Theory	research	method,	is	broad,	problem-centred,	and	
situated	within	the	perspective	of	the	group	being	studied	(Birks	and	Mills	
2011).	
	
Unlike	many	quantitative	research	methodologies,	GTM	synergistically	employs	
three	analytical	approaches	i.e.	induction,	deduction,	and	abduction.		Categories	
and	concepts	are	generated	through	inductive	means,	and	concepts	or	constructs	
that	have	particular	significance	for	developing	theory	are	deductively	followed	
up	 	so	called	theoretical	sampling.	The	importance	of	induction	and	deduction	
are	clearly	explicated	within	the	literature	(Glaser	and	Strauss	1967,	Corbin	and	
Strauss	2008,	Birks	and	Mills	2011);	the	role	of	abduction	is	however	somewhat	
more	nebulous.	Abductive	reasoning	was	first	advanced	by	Peirce	(1974)	as	a	
category	distinct	from	conventional	forms	of	logical	inference.	He	further	
proposed	that	it	was	only	through	such	a	process	that	new	knowledge	could	be	
created.	Abduction	is	seen	to	be	at	the	analytical	heart	of	GTM	(Bryant	and	
Charmaz	2007),	acting	as	a	nexus	between	induction	and	deduction,	a	means	by	
which	nascent	theory	is	first	surfaced	before	being	tested	and	substantiated	by	
the	inductive	and	deductive	processes.		
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Although	Peirce	himself	likened	abductive	inference	to	a	profound	insight,	
Charmaz	(2006,	2011)	provides	a	somewhat	more	concrete	explication.	Within	
the	abductive	process,	one	considers	all	theoretical	explanations	for	the	data,	
forms	hypotheses	for	each	explanation,	and	then	pursues	the	most	plausible	
explanation,	tempering	it	through	further	induction	and	deduction.	Thus,	
abductive	inference	is	a	key	analytical	mechanism	within	GTM	for	advancing	
theory	construction.	Within	GTM,	the	tripartite	processes	of	induction,	
deduction,	and	abduction	function	through	the	execution	of	the	core	components	
of	the	Grounded	Theory	method.	This	method	has	been	outlined	exhaustively	
within	the	literature	(Glaser	and	Strauss	1967,	Glaser	1992,	Charmaz	2006,	
Holloway	and	Todres	2006,	Bryant	and	Charmaz	2007,	Corbin	and	Strauss	2008,	
Birks	and	Mills	2011),	and	its	application	to	the	study	will	form	the	primary	
element	of	Chapter	4.	
	

A	Note	on	the	Literature	

The	role	of	the	literature	has	been	a	particular	area	of	contention	within	GTM.	
Glaser	(1998)	makes	his	position	very	clear	regarding	this,	asserting	that	no	a	
priori	literature	review	should	be	conducted	within	the	substantive	area	and	
related	areas	where	the	research	is	to	be	done,	lest	it	contaminate	the	
researchers	mind	with	extant	concepts,	and	blind	them	to	emerging	
interpretations	from	the	data.	Holton	(2007)	goes	further,	recommending	that	
one	should	enter	the	field	with	no	‘problem	statement’	interview	protocols,	or	
extensive	review	of	the	literature.	It	is	of	course	somewhat	unrealistic	to	expect	
researchers	to	have	no	familiarity	with	the	subject	area	they	plan	to	explore,	and	
Stern	(2007)	suggests	that	some	conversance	with	the	literature	facilitates	one’s	
understanding	of	the	current	parameters	of	knowledge	within	the	chosen	field	of	
study.		
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A	number	of	authors	also	indicate	that	an	overview	of	the	literature	within	the	
area	may	heighten	one’s	theoretical	sensitivity	(Gibson	2007,	Birks	and	Mills	
2011).	Urquhart	(2007)	simply	advises	researchers	to	remain	self-aware	
regarding	the	potential	influence	of	the	literature,	suggesting	that	it	may	provide	
an	extremely	effective	means	of	orientating	Grounded	Theorists	to	the	field	of	
study,	without	prejudicing	them	toward	existing	theoretical	concepts.	A	similar	
cautionary	standpoint	is	advocated	by	Henwood	and	Pidgeon	(2003),	who	
advocate	a	position	of		theoretical	agnosticism.		Corbin	and	Strauss	(2008)	
acknowledge	that	the	literature	may	serve	a	number	of	purposes	within	a	
Grounded	Theory	study;	within	the	initial	phases,	technical	literature	may	help	to	
orientate	one	to	the	field,	whereas	during	the	intermediate	and	later	phases,	it	
can	be	utilised	as	data	within	the	constant	comparison,	and	theoretical	sampling	
processes	following	the	emergence	of	initial	codes	categories,	and	concepts.	
	
A	key	requirement	of	any	PhD	programme	is	the	generation	of	material	that	
advances	current	knowledge	within	the	chosen	field,	and	consequently	I	needed	
to	appraise	myself	of	this	 	some	deficit	regarding	the	impact	of	pedagogy	upon	
knowledge	conceptualisation	processes	resulted	in	my	decision	to	pursue	this	
particular	research	avenue.	Within	this	thesis,	there	is	no	overt	‘literature	
review’	chapter;	instead,	extant	material	is	revisited	iteratively	at	a	number	of	
stages	within	the	research	process.	Chapter	3	introduces	the	technical	literature	
	exploring	classical	and	contemporary	educational	theory	and	its	application.	
Within	Chapter	5,	the	literature	is	treated	as	data	(Corbin	and	Strauss	2008,	
Birks	and	Mills	2011),	and	I	explore	its	relationship	with	my	emerging	codes	and	
categories.	The	literature	is	once	more	revisited	in	light	of	my	substantive	theory	
and	key	issues	emerging	from	the	study	(chapter	6),	as	the	process	of	theoretical	
integration	(Birks	and	Mills	2011)	takes	place.	Ultimately,	this	strategy	will	allow	
me	to	demonstrate	the	way	in	which	the	study	has	moved	knowledge	beyond	
current	boundaries	(Charmaz	2006),	whilst	concurrently	mitigating	against	the	
risk	of	extant	literature	influencing	the	induction	of	theory.	
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Maintaining	Rigour	

When	conducting	any	form	of	structured	enquiry,	one	must	also	build	in	
strategies	to	safeguard	quality;	in	order	for	a	study	to	be	deemed	credible	-	
ultimately	contributing	to	the	expansion	of	the	epistemological	horizon,	the	
reader	must	be	satisfied	that	a	congruent	methodology	has	been	selected,	and	its	
methods	appropriately	and	consistently	applied.	Mechanisms	and	processes	that	
exist	for	this	purpose	may	be	categorized	as	maintaining	rigour	(Ezzy	2002,	
Birks	and	Mills	2011).	Although	the	concept	of	rigour	is	well	understood	within	
the	positivist	and	postpositivist	paradigms,	researchers	continue	to	grapple	with	
its	meaning	in	relation	to	qualitative	methodologies	(Parahoo	2006).	Indeed,	the	
challenge	of	ensuring	quality	in	qualitative	research	has	remained	vexing	for	
over	a	quarter	of	a	century	(Rolfe	2006,	Nelson	2008),	and	we	appear	to	be	still	
no	closer	to	achieving	consensus	(Sandelowski	and	Barroso	2002,	Chiovitti	and	
Piran	2003).		
	
Terms	such	as	validity	and	reliability	have	all	been	appropriated	from	
quantitative	research,	but	may	not	be	as	efficacious	within	interpretive	studies	
involving	highly	complex	and	dynamic	situations	in	which	elements	such	as	bias,	
or	the	objective	administration	of	tools	and	instruments	may	not	be	so	readily	
controlled	(Sandelowski	1993,	Leininger	1994).	Maintaining	this	objectivity	is	
particularly	challenging,	and	one	might	even	argue	inappropriate	within	the	
interpretivist	paradigm;	by	their	very	nature,	such	studies	will	require	the	
researcher	to	function	as	an	instrument	of	both	data	collection	and	analysis	
(Parahoo	2006).	Corbin	and	Strauss	(2008)	go	as	far	as	to	contend	that	
objectivity	in	qualitative	research	is	a	myth;	the	researcher	bringing	with	them	
their	own	chosen	paradigm,	bias,	perspectives	and	beliefs.	Clarke	(2005)	
indicates	that	this	has	been	particularly	problematic	within	GTM,	the	pretence	
being	that	the	researcher	is	invisible	 	a	contention	that	denies	the	fact	that	
through	the	research	act,	one	is	a	part	of	the	situation	being	studied.	Indeed,	in	
utilising	an	approach	in	which	the	researcher	constructs	their	Grounded	
Theories	through	their	present	involvements	and	interactions	with	people,	
perspectives,	and	research	practices	(Charmaz	2006),	one	would	not	be	able	
(nor	wish)	to	maintain	a	significant	degree	of	objectivity.	
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Nevertheless,	studies	must	contain	methodological	coherence,	consistency	and	
clarity	of	purpose	if	they	are	to	be	of	any	utility.	A	number	of	authors	have	
therefore	suggested	alternative	means	of	maintaining	rigour	within	a	qualitative	
study.	Glaser	and	Strauss	(1967)	eschew	validity	and	reliability	in	favour	of	
credibility	i.e.	are	the	findings	of	the	study	trustworthy	and	believable?	Do	they	
reflect	the	experiences	of	both	researchers	and	participants?	In	their	later	
seminal	work,	Lincoln	and	Guba	(1985)	advance	the	concept	of	trustworthiness,	
itself	encompassing	the	four	sub-concepts	of	truth	value,	applicability,	
consistency,	and	neutrality.	However,	although	the	purpose	of	such	endeavours	is	
to	develop	more	appropriate	criteria	for	the	qualitative	researcher,	these	
parallel,	‘paradigm	specific’	terms	may	equally	obfuscate	one’s	ability	to	discern	
rigour	(Morse,	Barrett	et	al.	2002).	
	
The	challenges	of	maintaining	rigour	with	specific	reference	to	GTM	are	also	
recognised	within	the	literature	(Elliott	and	Lazenbatt	2005,	Cooney	2011);	
Birks	and	Mills	(2011)	identify	three	factors	influencing	quality	within	the	
execution	of	a	GTM	study,	Chiovitti	and	Piran	(2003)	list	eight	methods	of	
research	practice	that	address	quality,	whilst	Corbin	and	Strauss	(2008)	outline	
ten	categories/criteria.	The	fact	that	many	of	these	frameworks	seek	to	ensure	
rigour	in	both	the	application	and	outcome	of	a	Grounded	Theory	study	only	add	
to	the	sense	of	confusion.	Cooney	(2011),	makes	a	similar	observation		in	her	
literature	review	on	the	topic,	ultimately	delineating	two	categories	in	which	
rigour	and	quality	assurance	tools	could	be	placed;	those	covering	
methodological	and	interpretive	rigour	i.e.	the	product	and	process	of	a	GTM	
study.		
	
Beck’s	(1993)	criteria	for	demonstrating	rigour	within	qualitative	research	
studies	i.e.	credibility,	auditability	and	fittingness,	have	proven	efficacious	within	
a	number	of	GTM	studies	(Chiovitti	and	Piran	2003,	Cooney	2011)	and	I	have	
therefore	also	elected	to	utilise	this	framework	as	a	means	of	demonstrating	
rigour	within	the	work	presented	here.	As	I	have	adopted	a	constructivist	GTM,	I	
also	draw	parallels	with	the	criteria	suggested	by	Charmaz	(2006)	for	evaluating	
a	Grounded	Theory	study	i.e.	credibility,	originality,	resonance,	and	usefulness.		
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Credibility	

Beck	(1993)	states	that	credibility	relates	to	the	degree	to	which	the	phenomena	
within	the	study	is	vividly	and	faithfully	described.		The	challenges,	and	indeed	
appropriateness	of	maintaining	objectivity	within	the	interpretivist	paradigm	
have	already	been	discussed,	but	one	must	nevertheless	take	steps	to	ensure	the	
voices	heard	are	not	merely	the	researchers	own.	Within	a	GTM	study,	the	reader	
should	almost	literally	hear	and	see	the	people	(Glaser	and	Strauss	1967)	-	
Charmaz	(2006)	suggests	that	there	should	be	a	sense	of	resonance	between	the	
substantive	theory	and	participants	experiences.		
	
Member	validation	is	one	approach	that	has	been	advanced	as	a	means	of	
addressing	this	issue.	Here,	study	participants	(members)	are	presented	with	
findings	and	asked	if	they	are	congruent	with	their	individual	experience	
(Lincoln	and	Guba	1985).	Unfortunately,	such	a	strategy	is	not	without	its	
weaknesses;	if	the	underpinning	assumption	is	that	reality	is	multiple	and	
constructed,	the	classification	of	repeatability	as	an	essential	property	is	
questionable	(Rolfe	2006).	Likewise,	the	ability	to	identify	one’s	own	story	in	an	
abstracted	form	also	limits	the	utility	of	member	checks	(Sandelowski	1993).		
	
However,	GTM	provides	the	researcher	with	mechanisms	that	can	significantly	
increase	credibility;	the	inductive	processes	of	constant	comparison,	in	which	
emerging	codes	are	checked	against	the	data,	and	theoretical	sampling,	where	
new	data	drives	further	investigative	iterations,	both	help	to	ensure	any	nascent	
codes,	concepts,	categories,	and	substantive	theory	is	credibly	grounded	within	
the	experiences	of	the	study	participants	(Glaser	and	Strauss	1967,	Charmaz	
2006,	Corbin	and	Strauss	2008,	Birks	and	Mills	2011).	The	application	of	this	
process	will	be	discussed	in	further	detail	within	Chapter	4.	
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Auditability	

Auditability	refers	to	the	process	of	making	extant	all	methodological	and	
analytical	processes	within	a	study.		The	creation	of	such	a	record,	or	audit	trail	
is	well	recognised	within	the	literature	(Lincoln	and	Guba	1985,	Sandelowski	
1993,	Parahoo	2006),	and	although	they	may	be	of	limited	value	to	expert	
researchers	(Cutcliffe	and	McKenna	2004),	providing	some	form	of	decision-
making	trail	can	nonetheless	increase	transparency,	reveal	cognitive	processes,	
and	prevent	backtracking	and	confusion	during	the	later	stages	of	a	project.	
	
The	reflexive	diary,	in	which	one	documents	one’s	thoughts,	feelings	and	insights	
in	relation	to	the	research	study,	has	also	been	identified	as	an	effective	audit	
tool	(Lincoln	and	Guba	1985,	Cutcliffe	2003),	surfacing	the	reciprocal	effects	of	
the	researcher	on	participants	and	vice	versa	(Parahoo	2006).	However,	for	
those	working	within	the	GTM,	the	use	of	memos	may	more	expediently	fulfil	this	
reflexive	function	(Corbin	and	Strauss	2008,	Cooney	2011).	The	memo	is	a	
fundamental	analytical	tool	within	GTM,	recording	and	detailing	the	researcher’s	
analytical	processes	(Charmaz	2006);	thoughts,	flashes	of	ideas,	and	insights	are	
captured	as	they	manifest	within	the	author’s	consciousness	(Glaser	and	Strauss	
1967,	Glaser	1998).	Thus,	for	the	Grounded	Theorist,	the	memo	fulfils	the	
tripartite	functions	of	reflexive	lens,	analytical	tool,	and	quality	assurance	
mechanism.	
	
	Strauss	and	Corbin	(1998)	also	advise	researchers	to	bring	into	the	open	their	
personal	assumptions,	values,	and	biases,	and	in	doing	so	consider	the	manner	in	
which	they	may	affect	nascent	theory	development	within	the	study.	Corbin	and	
Strauss	(2008)	suggest	that	in	sharing	common	culture	with	one’s	research	
participants,	one	may	draw	upon	those	experiences	to	obtain	insight	into	what	
those	participants	are	describing.	It	is	for	these	reasons	the	introductory	section	
of	this	thesis	outlines	the	author’s	background,	and	rationale	for	embarking	upon	
the	study.		
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Although	GTM	is	inherently	reflexive	in	nature,	Hall	and	Callery	(2001)	
recommend	incorporating	explicit	reflexive	strategies	in	order	to	substantially	
enhance	rigour.	I	had	thus	initially	intended	to	create	a	series	of	reflexive	
accounts	in	addition	to	my	bank	of	memos	as	a	means	of	exploring	my	evolving	
relationship	with	the	emerging	data.	However,	as	the	study	progressed,	I	found	
that	my	reflexive	accounts	were	little	more	than	reworded	versions	of	the	
memos	that	I	had	created	 	serving	little	purpose	in	terms	of	enhancing	
reflexivity.	I	therefore	elected	to	focus	only	upon	memoing,	but	subdivided	these	
into	reflexive	and	analytical	categories	(appendix	5).	I	do	however	knowledge	
that	this	divide	is	somewhat	artificial,	as	the	reflexive	memos	invariably	also	
refer	to	theoretical	aspects,	and	vice	versa.	
	

Fittingness	

Rather	than	viewing	fittingness	in	the	same	strict	terms	as	generalizability	
(Parahoo	2006),	Beck	(1993)	conceptualises	it	more	fluidly	as	the	ability	to	
demonstrate	that	the	findings	of	a	study	have	meaning	to	others	in	a	similar	
situation.	Strauss	and	Corbin	(1998)	go	further,	suggesting	that	the	determining	
of	generalizability	per	se	be	eschewed;	the	explanatory	and	predictive	nature	of	
any	developed	substantive	or	formal	Grounded	Theory	instead	becoming	the	
focus	of	critique.	In	employing	a	Constructivist	GTM,	I	have	sought	to	generate	
substantive	theory	that,	by	its	very	nature,	will	be	highly	specific	and	
contextualised.	Yet	this	substantive	theory	should	nonetheless	be	of	value	to	
anyone	developing	pedagogical	strategies	within	advanced	practitioner	
education.		In	this	way,	the	study	presented	fulfils	Charmaz’	(2006)	criteria	for	
usefulness	-	explicating	context-specific	processes	whilst	also	acting	as	a	catalyst	
for	future	research	in	other	substantive	areas.			
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Cooney	(2011)	suggests	that	ensuring	clear	articulation	of	context	and	
demographic	data	may	help	the	reader	to	identify	how	the	findings	of	a	study	
may	fit	their	own	situation.	However,	Morse	and	Singleton	(2001)	make	the	
point	that	fittingness	relates	to	more	than	merely	the	details	of	the	setting.	
Although	contextual	information	may	be	helpful	in	terms	of	‘situating’	a	study,	its	
utility	in	terms	of	ascertaining	the	fittingness	of	substantive	theory	is	less	clear.		
Nevertheless,	anonymised	biographical	data	regarding	the	study	participants	has	
been	included	within	the	thesis	in	order	to	assist	the	reader	in	making	links	
between	the	substantive	theory	presented	here,	and	their	own	avenues	of	
investigation.			
	

Ethical	Considerations	

As	the	study	participants	were	alumni	from	courses	run	within	the	Faculty	of	
Health,	Sport	&	Science,	ethical	approval	for	this	study	was	sought	from	both	
here,	and	the	parent	faculty	(Faculty	of	Business	and	Society)	ethics	committees.	
Recruitment	and	data	collection	activity	commenced	following	the	receipt	of	
approval	to	access	participants.	The	study	was	explained	to	participants’	in	
‘Plain	English’	via	an	information	sheet	(appendix	2),	and	my	contact	details	
were	provided	to	enable	participants	to	access	further	information	if	required.	
Written	informed	consent	(appendix	2)	was	also	obtained	from	participants	
prior	to	the	commencement	of	any	data	collection	activities.	Verbal	consent	was	
obtained	from	each	participant	at	the	commencement	of	the	interview;	this	being	
recorded	on	the	digital	audio.	Participants	were	informed	that	they	could	
withdraw	from	the	study	at	any	time	without	prejudice.	
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In	order	to	maintain	anonymity	and	confidentiality	in	line	with	the	Data	
Protection	Act	(1998),	participants	within	each	pedagogical	group	(Co-operative	
Inquiry/conventional	approach)	were	assigned	a	letter	and	number	combination	
in	order	to	identify	them	e.g.	M1	C1	 	participant	one/main	study	(Co-operative	
Inquiry),	M1	ACP5	 	participant	5/main	study	(conventional	approach),	and	all	
audio	recorded	interviews	were	transcribed	by	myself.		All	data	obtained	during	
the	course	of	the	study	was	securely	stored	on	selected	IT	devices,	and	access	
was	strictly	controlled.	All	participants	were	assured	of	anonymity	in	the	
presentation	of	the	study	findings	and	any	resultant	publications.	
	
The	possibility	of	emotive	material	being	unearthed	either	through	the	process	
of	Critical	Incident	Analysis	(Flanagan	1954),	or	at	the	subsequent	semi	
structured	interview	was	also	acknowledged.	Although	the	likelihood	of	
participants	suffering	psychological	harm	as	a	consequence	of	interviewing	
associated	with	qualitative	research	is	minimal	(Corbin	and	Morse	2003),	a	
number	of	supportive	strategies	where	nevertheless	adopted.	Prior	to	the	
commencement	of	the	initial	interview,	a	briefing	was	provided	in	which	the	
written	material	regarding	the	nature	of	the	study,	confidentiality	issues,	and	
withdrawal	option	were	all	reiterated.	A	further	de-brief	at	the	cessation	of	each	
interview	was	also	facilitated.			
	
Kvale	and	Brinkmann	(2009)	suggest	that	increasingly,	ethical	review	boards	are	
applying	the	same	stringent	rules	to	qualitative	studies	as	those	for	biomedical	
research	 	including	a	requirement	for	interview	schedules	or	topics.	An	initial	
question	bank/semi-structured	interview	schedule	was	made	available,	but	as	
further	iterations	would	be	shaped	by	theoretical	sampling,	it	was	made	clear	
that	this	document	was	far	from	exhaustive.	
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Conclusions	

Within	this	chapter,	the	relationship	between	paradigm	and	methodology	was	
first	explored	in	order	to	demonstrate	congruence	between	my	ontological	and	
epistemology	position,	and	the	selected	mode	of	enquiry.	I	then	moved	on	to	
touch	briefly	upon	the	quantitative/qualitative	debate	before	providing	an	
overview	of	selected	qualitative	methodologies.	Grounded	Theory	Methodology	
(GTM)	was	introduced	and	explicated;	my	reasons	for	wishing	to	construct	a	
Grounded	Theory	of	advanced	practitioner	knowledge	being	made	extant.	
Finally,	the	challenges	of	maintaining	rigour	and	ethics	within	a	study	of	this	
nature	were	explored.	The	following	chapter	expands	upon	the	research	process,	
and	includes	an	overview	of	the	setting	and	participants,	data	collection	and	
actual	application	of	analysis	methods.	
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Chapter	3	–	Advanced	Practice:	The	Pedagogical	

Approaches	

Introduction	

The	study	presented	here	examines	knowledge	construction	amongst	those	
working	in	advanced	practice	roles	-	the	manner	in	which	knowledge	from	a	
heterogeneous	range	of	sources	is	utilised	in	the	development	of	a	highly	
personalised	database	of	professional	knowledge,	or	personal	theory	of	practice.	
The	individuals	within	the	sample	have	all	undertaken	preparation	for	such	a	
role	within	one	of	two	pedagogically	distinct	Masters	level	programmes,	and	a	
primary	goal	of	the	thesis	is	to	evaluate	the	efficacy	of	these	courses	in	terms	of	
facilitating	the	creation	of	knowledge	structures	that	support	the	development	of	
a	theory	of	practice,	and	thus	expertise	in	roles	at	the	outer	limit	of	the	
contemporary	clinical	setting.		
	
This	chapter	will	explore	the	approaches	in	some	detail,	identifying	the	
psychological	paradigms	that	form	their	theoretical	substrate,	and	outlining	the	
range	of	teaching	and	learning	activities	that	take	place	within	them.	Although	
the	material	relating	to	the	course	philosophy,	and	learning/teaching	approaches	
is	drawn	primarily	from	the	validation	documentation,	I	also	interviewed	the	
respective	award	leaders	in	order	to	gain	further	insight	into	the	ethos	of	the	
MSc	Clinical	Practice	and	MSc	Advanced	Clinical	Practitioner	(appendix	8).	The	
analysis	of	these	interviews	also	therefore	informs	the	material	presented	here.	
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Co-operative	Inquiry	

The	MSc	Clinical	Practice	(CP)	course	is	underpinned	by	the	Co-operative	Inquiry	
approach.	Thus,	before	examining	the	course	structure	in	detail,	there	may	be	
some	benefit	in	providing	some	detail	regarding	the	evolution	of	Co-operative	
Inquiry,	its	ontological	&	epistemological	orientation,	and	its	application	here	as	
a	pedagogical	strategy.		
	

Overview	

Based	within	the	tradition	of	humanistic	psychology	in	which	the	value	of	self-
directed	learning	(Rogers	1969),	and	self-actualisation	(Rogers	1961,	Maslow	
1962)	are	affirmed,	Co-operative	Inquiry	(CI)	emerged	within	the	United	
Kingdom	during	the	1970’s;	a	time	at	which	there	was	a	rapid	influx	of	
experiential	groups	(Heron	1996).	The	exploration	of	these	groups	proved	to	be	
a	catalysing	force	for	John	Heron,	who	was	at	this	point	director	of	the	Human	
Potential	Research	Project	at	the	University	of	Surrey,	convincing	him	that	only	
shared	experience	and	reflection	could	yield	a	social	science	that	truly	gave	voice	
to	the	human	condition.	Heron’s	(1971)	Experience	and	Method	was	the	first	
formal	account	of	CI,	and	explored	the	relationship	between	personal	
development	and	inquiry.		
	
At	the	time,	CI	as	a	discreet	term	had	yet	to	emerge,	and	Heron	advanced	
Experiential	Inquiry	as	an	investigative	tool	that	reflected	the	fundamental	role	of	
personal	experience	within	social	science	research.	The	methodology	further	
evolved	following	collaboration	upon	the	approach	between	Heron	and	Peter	
Reason,	and	the	more	fully	developed	form	of	Co-operative	Inquiry	explored	
within	this	thesis	was	first		introduced	within	the	seminal	Human	Inquiry:	A	
Sourcebook	for	New	Paradigm	Research	(Reason	and	Rowan	1981)	
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At	its	most	fundamental	level,	the	CI	process	involves	two	or	more	people	
researching	a	topic	through	their	own	experiences	(Heron	1996).	In	a	somewhat	
unique	manner,	group	participants	are	cast	as	both	co-subject	and	co-researcher,	
moving	between	the	actual	experience,	and	reflection	upon	it	together.		
The	cyclical	nature	of	this	process	is	analogous	to	other	experiential	learning	
approaches	such	as	Kolb’s	(1984)	Learning	Cycle,	similarly	containing	four	stages	
that	must	be	passed	through	i.e.	reflection,	planning,	action,	and	finally	a	return	
to	the	experience.	Parallels	may	also	be	drawn	between	CI	and	Revans’	(2011)			
work	on	Action	Learning,	although	there	are	distinct	differences;	within	Action	
Learning,	practitioners	seek	to	examine	current	or	on-going	practice	with	the	
ultimate	goal	of	problems	solving	in	existing	professional	performance	or	
organisational	structures.	Unlike	CI,	theory	building	is	eschewed,	and	the	focus	is	
upon	addressing	the	specific	issues	identified	(Cooperider	and	Srivastava	1987).		
	

Ontological	and	Epistemological	Basis	

Although	CI	might	at	first	glance	seem	to	be	clearly	located	within	the	
interpretivist	tradition,	Heron	(1996)	suggests	that	it	in	fact	lies	within	a	fifth	
‘participative’	paradigm.	The	use	of	multiple	subjectivities	allows	the	approach	
to	avoid	the	relativism	of	radical	interpretivism	and	postmodernist	perspectives,	
without	committing	to	a	concrete	positivist	or	postpositivist	ontology.	The	
approach	is	intrinsically	phenomenological	in	nature;	indeed	Heron	(1996)	
contends	that	a	researcher	cannot	‘do’	research	upon	a	subject	without	some	
degree	of	reciprocity	and	immersion;	a	failure	to	take	this	into	account	resulting	
in	misinterpretation	of	data	at	the	very	least.	At	its	core,	CI	is	built	upon	an	
epistemology	involving	four	kinds	of	knowledge	(figure	1),	represented	in	a	
supportive	hierarchy	in	which	each	source	of	knowledge	is	grounded	upon,	and	
empowered	by	all	other	forms	of	knowing.	
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Co-operative	Inquiry	as	a	Pedagogical	Approach	

Before	examining	the	efficacy	of	CI	as	a	pedagogical	strategy,	it	may	be	of	some	
value	to	first	broadly	explore	the	evolution	of	Co-operative	processes	within	
education.	During	the	early	part	of	the	20th	century,	two	distinct	streams	of	
inquiry	emerged	in	relation	to	adult	education	 	the	scientific,	and	the	
intuitive/reflective	(Knowles,	Holton	et	al.	2015).	The	scientific	stream	sought	to	
explore	learning	ability	through	the	rigorous	application	of	positivist	
experimental	methodology.	Conversely,	theorists	working	within	the	
intuitive/reflective	stream	were	more	concerned	with	how	adults	learned,	and	
examined	the	manner	in	which	intuitive	and	experiential	processes	could	
facilitate	this.		
	
In	his	seminal	work	The	Meaning	of	Adult	Education,	Lindeman	(1926)	conceived	
of	education	by	means	of	situations	as	opposed	to	subjects,	contending	that	the	
resource	of	highest	value	within	adult	education	is	not	the	text	or	teacher,	but	
the	learner’s	experience.	Dewey’s	(1938)	later	work	on	experiential	learning	
demonstrated	further	development	within	this	theme,	indicating	that	experience	
should	be	the	starting	point	within	education,	as	opposed	to	the	result.	The	
concepts	of	active	participation	and	learner	agency	within	the	educational	
experience	also	begin	to	emerge	within	Dewey’s	writing	(Dewey	1934,	Dewey	
1938).		
	
Bruner	is	perhaps	one	of	the	most	notable	proponents	of	experiential	and	
collaborative	learning,	his	Discovery	Learning	model	being	predicated	upon	a	
willingness	in	the	learner	to	actively	seek	out	learning	opportunities	(Bruner	
1960,	Bruner	1966).	Bruner	identifies	two	modes	of	learning	 	the	expositional,	
and	hypothetical	(Bruner	1960).	As	its	nomenclature	suggests,	the	former	mode	
is	didactic	and	teacher-centric,	involving	the	transmission	of	concrete,	
acontextual	propositions.		
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However,	within	the	hypothetical	mode	a	learning	space	is	created	in	which	the	
agency	of	the	learner	is	placed	at	the	forefront	of	the	educational	experience.	The	
learner	is	no	mere	bedbound	listener	(Bruner	1960)	but	instead	takes	an	active	
role	in	the	creation	of	their	own	learning:	
	

“In	the	hypothetical	mode	the	teacher	and	student	are	in	a	more	co-

operative	position”		
(Bruner	1960,	p.	126)	

	
Indeed,	a	number	of	learning	theorists	(Piaget	1950,	Bruner	1960,	Vygotsky	
1978)	have	embraced	the	premise	of	the	individual	as	an	agent	actively	engaged	
in	the	construction	of	their	own	knowledge	from	experience	 	unsurprisingly,	
this	perspective	is	termed	the	constructivist	view	of	learning.	
	
Humanistic	psychology,	the	paradigm	in	which	Heron	himself	locates	the	CI	
approach,	carries	forth	the	baton	of	these	earlier	theorists,	explicating	a	lifelong	
process	of	growth	and	self-actualisation	(Rogers	1961,	Maslow	1962),	in	which	
the	individual	identifies	their	learning	needs	and	mobilises	their	psychological	
resources	in	order	to	address	them.	Indeed,	learning	as	a	collaborative	process	in	
which	the	teacher	facilitates	educational	experiences,	helping	the	individual	
learners	to	deconstruct	and	make	sense	of	experiences	in	order	to	move	forward	
in	the	self-actualisation	process,	is	a	key	theme	for	a	number	of	writers	in	the	
fields	of	humanistic	psychology,	professional	education,	and	experiential	
learning	theory	(Rogers	1969,	Knowles	1980,	Kolb	1984,	Schon	1987,	Eraut	
1994).		
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The	concept	of	Andragogy,	first	proposed	by	Malcolm	Knowles	(1980),	has	at	its	
core	a	need	for	the	learners	to	accept	a	share	of	the	responsibility	for	planning	
and	operating	a	learning	experience.	Likewise,	the	reflective	and	experiential	
learning	cycles	advanced	by	Kolb	(1984)	and	Schon	(1983,	1987)	are	
intrinsically	co-operative	in	nature,	requiring	the	collaboration	of	the	learner	to	
identify	a	salient	event	that	may	be	reflected	upon	and	internalised.		
One	might	even	argue	that,	although	important	in	terms	of	clarification	and	
facilitation,	the	role	of	the	‘teacher’	is	nevertheless	ancillary	within	such	
approaches.		
	
Although	the	use	of	co-operative	processes	per	se	may	be	considered	as	having	a	
strong	lineage	within	educational	theory,	the	utilisation	of	CI	as	a	formal	
educational	strategy	is	less	prevalent.	Reason	(1992)	provides	an	example	of	CI	
being	used	in	the	development	of	‘Whole	Person	Medical	Practice’	amongst	a	
group	of	General	Practitioners.	More	recent	examples	include	using	CI	a	means	of	
developing	an	information	pack	in	conjunction	with	carers	(Lloyd	and	Carson	
2005),	and	in	the	exploration	of	tacit	and	experiential	knowledge	amongst	
District	Nurses	(Jenkins	2007).	Yet	the	use	of	CI	within	Higher	Education	
specifically	as	an	extant	learning	approach	remains	sporadic,	its	utility	seemingly	
lying	within	research	projects,	goal	clarification	exercises,	and	the	experiential	
component	of	short	vocational	courses.		
	
One	potential	reason	for	this	may	relate	to	a	perceived	lack	of	validity	and	
reliability	of	CI	as	a	learning	and	assessment	strategy.	The	risk	of	a	CI	group	
simply	agreeing	to	reciprocally	validate	each	other’s	performance	may	seem	an	
entirely	legitimate	risk	to	those	externally	scrutinizing	such	an	approach.	
Nevertheless,	the	risk	of	Consensus	Collusion	(Heron	1996)	may	be	significantly	
reduced	by	firstly	acknowledging	the	phenomena,	and	secondly	placing	specific	
mechanisms	within	the	programme	to	counteract	it.	Heron	(1996)	states	that	
inauthentic	collaboration	of	this	manner	is	often	as	a	consequence	of	an	aberrant	
group	dynamic.	A	CI	group	cannot	be	merely	set	up,	and	members	co-opted	in	
order	to	participate	(Reason	1992).		
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In	order	for	a	CI	to	function	at	the	optimal	level,	group	processes	must	be	
negotiated	and	internalised	by	individual	members.	One	must	also	remain	
cognizant	of	power	and	status	derived	from	organisational	or	social	power	e.g.	
lecturers	working	in	a	facilitative	capacity,	as	this	may	adversely	affect	group	
dynamics,	significantly	impeding	the	negotiation	of	open	and	equal	contract	
(Reason	1992).	Creating	a	functioning	CI	group	may	seem	a	challenging	
endeavour	in	the	face	of	clearly	understood	and	well-defined	problems,	but	
when	one	considers	the	additional	pressure	of	satisfying	externally	created	
learning	outcomes	and	award	validation	criteria,	the	limited	use	of	CI	as	a	
pedagogical	strategy	is	perhaps	more	understandable.		

	

The	MSc	Clinical	Practice	

Award	Background	

The	MSc	Clinical	Practice	was	first	validated	in	1998.	It	was	created	at	a	time	
when	there	was	a	great	deal	of	flux	both	within	practice	and	Higher	Education	 	
its	fundamental	ethos	being	that	in	order	to	be	able	to	function	effectively	and	
responsively	within	such	an	environment,	practitioners	should	be	flexible,	
innovative,	and	responsive,	satisfying	the	changing	demands	made	upon	them	
(Pugh	2009).		
	
Rather	than	simply	utilising	theoretical	knowledge,	or	a	simulacrum	of	practice,	
the	award	offers	a	comprehensive	means	by	which	participants	may	explore,	
develop,	and	refine	their	own	practice,	and	the	practice	of	others	in	a	diverse	
range	of	clinical	contexts.	The	award	was	developed	from	the	outset	in	
conjunction	with	senior	staff	from	all	partner	NHS	trusts,	and	there	was	
acknowledgement	that	this	input	would	be	on-going	in	nature.	Pugh	(2009)	
suggests	that	such	relationships	continue	to	inform	curriculum	development,	
and	the	influence	of	past	students	working	in	senior	roles	have	an	important	
voice	in	influencing	current	and	future	iterations	of	the	award.	
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View	of	Advanced	Practice	

Many	traditional	clinical	Masters	programmes	conceptualise	advanced	practice	
as	a	function	of	role	and	academic	attainment	of	the	individual	practitioner.		The	
MSc	Clinical	Practice	eschews	this	approach,	focusing	instead	upon	the	embodied	
practice	of	the	individual	 	the	contention	being	that	any	practitioner	working	
with	patients	may	potentially	be	functioning	at	Masters	level.	This	is	an	
alternative	viewpoint	to	that	of	advanced	practice	being	solely	based	within	
roles	encompassing	clinical	assessment	and	diagnostic	responsibilities	(although	
working	in	a	role	of	this	nature	would	not	preclude	one	from	enrolling	upon	the	
award).			
	
Pugh	(2009)	states	that	a	variety	of	models	of	specialist/advanced/Masters	level	
practice	were	reviewed	in	order	to	identify	its	characteristics,	and	these	form	the	
basis	of	the	nine	clinical	learning	outcomes	(termed	competencies)	the	award	is	
built	around.	The	ubiquitous	theory-practice	dichotomy	(Schon	1983,	Rolfe	1993,	
Ferguson	and	Jinks	1994,	Rolfe	1996,	King	and	Clark	2002)	is	also	directly	
acknowledged	within	the	award	literature;	the	course	seeking	to	facilitate	the	
practitioners	understanding	of	the	relationship	between	theory	and	practice	in	a	
very	direct	way.	The	competencies	identified	(and	indeed	the	CI	process	itself)	
require	the	practitioners	-	through	the	iterative	process	of	investigating	
experience,	testing	theory,	and	integrating	this	changed	knowledge	into	their	
practice,	to	develop	a	deeper	understanding	of	the	relationship	between	the	
many	facets	of	professional	knowledge.	
	

Award	Structure	

The	programme	runs	over	two	years,	and	consists	of	three	phases	(30	weeks/15	
weeks/15	weeks),	each	with	three	clinical	learning	outcomes,	or	competencies.	
Year	1	is	assigned	60	credits	at	level	7,	whilst	year	2	carries	120	credits.	Due	to	
the	novel	nature	of	the	pedagogical	approach,	more	time	is	given	to	accruing	the	
first	60	credits	(phase	1)	than	the	other	120	credits	(phases	2	and	3).	The	
programme	contains	nine	modules	reflecting	the	specific	competencies.		
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The	term	competency	is	itself	not	without	conceptual	difficulties;	the	literature	
indicating	that	the	term	may	reflect	both	a	capacity	to	perform	a	series	of	
functions,	and	actual	performance	within	a	given	situation	(Eraut	1994,	
McConnell	2001,	Delamere	Le	Diest	and	Winterton	2005).	This	potential	
difficulty	is	acknowledged	within	the	validation	document,	and	Pugh	(2009)	
overcomes	any	misapprehension	by	clearly	defining	the	term	in	the	following	
manner:	
	

“The	complex	structuring	of	attributes	needed	for	intelligent	performance	

within	specific	situations”	

(Gonczi	1994,	p.	29)	
	

Such	a	definition	addresses	to	some	degree	what	Eraut	(1994)	terms	the	
competence-performance	gap,	a	phenomena	in	which	there	is	a	marked	
difference	between	one’s	competence	under	ideal	conditions,	and	performance	in	
existing	circumstances.		Thus,	within	the	MSc	Clinical	Practice	programme,	
students	are	required	to	provide	evidence	of	‘instances	of	performance’	-	specific	
situations	in	which	activities	have	taken	place	in	where	the	particular	
competency	is	embodied.		
	
In	keeping	with	the	intention	that	the	focus	of	the	award	should	be	clinical	
practice,	prominence	is	given	to	the	attainment	of	these	competencies;	they	
provide	the	focus	for	each	module,	and	the	award	of	academic	credit	is	
contingent	upon	their	attainment.	However,	each	module	competency	also	
contains	theoretical	learning	outcomes;	these	are	cognitive	in	nature,	and	
provide	guidance	to	the	participants	regarding	the	propositional	knowledge	
required	to	demonstrate	the	associated	competencies	at	Masters	level.		
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The	Learning	&	Teaching	Approach	

In	utilising	Co-operative	Inquiry,	the	approach	to	learning	and	teaching	is	very	
much	founded	upon	the	previously	explicated	broader	paradigmatic	principles.	
Methods	of	learning	are	guided	by	CI	group	members,	and	may	be	eclectic	in	
nature.	Pugh	(2009)	acknowledges	the	place	of	didactic	teaching	within	the	
programme	 	new	topic	areas	are	sometimes	introduced	using	a	didactic	
strategy,	but	further	critical	discussion	by	the	group	is	always	encouraged.		
	
The	course	is	also	notable	in	terms	of	the	manner	in	which	the	physical	
classroom	space	is	utilised.	Research	over	the	past	fifteen	years	has	drawn	
attention	to	the	tacit	impact	of	learning	space	configuration	upon	the	overall	
pedagogical	experience	(JISC	2006,	Oblinger	2006,	Dugdale	2009,	Beery,	Shell	et	
al.	2013)	 	the	suggestion	being	that	conventional	layouts	may	subtly	reinforce	
the	authoritative	position	of	the	teacher	and	the	subservient	relationship	of	the	
learners	in	relation	to	them	(Monahan	2002,	Jessop,	Gubby	et	al.	2012,	UCISA	
2016).	Thus,	within	this	programme,	the	seating	is	configured	in	a	large	
rectangle	 	this	strategy	is	employed	as	a	means	of	flattening	hierarchies,	and	
increasing	the	potential	for	a	more	dialectic	learning	experience.		
	
The	award	is	delivered	through	scheduled	sessions	on	one	day	per	week,	and	
learning	activities	taking	place	within	these	sessions	are	negotiated	and	agreed	
by	group	consensus.	Some	examples	of	activities	include	student-led	seminars	
for	the	sharing	of	expertise,	and	the	attendance	of	luminaries	(Heron	1996)	who	
have	been	identified	as	having	knowledge	or	skills	of	which	the	group	wish	to	be	
appraised.	Reflection-on-Action	(Schon	1983)	also	forms	a	significant	part	of	
classroom	activity	 	allowing	participants	to	learn	from	each	other	whilst	
simultaneously	facilitating	the	extraction	of	tacit/embedded	knowledge	from	
practice.		
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Pugh	(2009)	suggests	that	the	use	of	this	post	hoc	reflective	process	may	
encourage	CI	participants	to	select	and	adopt	experimental	approaches	to	
familiar	aspects	of	their	work	in	order	to	integrate	new	knowledge	and	skills.	
Although	not	expressly	stated	within	the	validation	document,	such	a	strategy	
has	a	further	useful	corollary	i.e.	highlighting	and	ameliorating	habituation	
(Polanyi	1974,	Paley	1996,	Rolfe	1997,	Heath	1998)or	functional	fixedness	(Klein	
2012)	within	routine	practice.	
	

Operationalization	of	the	Co-operative	Inquiry	Process	

Students	within	the	programme	explore	and	develop	their	professional	
competence	(and	that	of	other	group	members)	through	the	CI	process.	This	
takes	place	iteratively,	and	has	some	parallels	with	Kolb’s	(1984)	experiential	
learning	cycle:	
	

§ Action	(clinical	experience).	
§ Theoretical	input.	
§ Reflection-on-action	within	the	CI	group.	
§ Action.	
§ Mixed	facilitated	reflection	and	theoretical	input.	

	
A	stepwise	process	is	followed	through	each	phase	of	the	programme.	The	first	
step	involves	the	group	analysing	the	three	competencies	(clinical	learning	
outcomes)	associated	with	the	particular	phase	of	learning	 	this	will	also	
include	exploration	of	the	associated	theoretical	learning	outcomes	that	
underpin	these	competencies.	Although	it	is	the	competencies	that	are	assessed,	
evidence	of	the	supporting	theoretical	learning	outcomes	must	also	be	present.	
At	this	point,	there	may	be	some	requirement	for	teaching	input	on	relevant	
theoretical	perspectives	as	identified	within	the	module	descriptor	(Pugh	2009),	
but	this	will	be	shaped	by	the	learning	needs	of	each	CI	group.	The	analysis	of	the	
competencies	allows	each	group	member	to	identify	activities	within	their	own	
practice	that	exemplify	their	application,	thus	evidencing	achievement.	The	
discussion	and	exploration	of	each	competency	within	the	CI	group	also	helps	to	
clarify	and	refine	the	manner	by	which	each	competency	may	be	demonstrated.	



	 56	

Within	step	2,	each	group	participant	prepares	a	contract	in	which	they	provide	
evidence	to	the	group	of	their	application	of	each	of	the	three	competencies.	This	
evidence	may	be	presented	through	a	diversity	of	forms	including	reflective	
accounts,	recorded	observations	of	practice,	patient	feedback,	or	performance	of	
an	activity	to	the	group	(either	in	a	simulated	format,	or	as	an	integral	part	of	the	
group	process).	There	is	however	a	stipulation	that	each	phase	of	the	contract	
must	contain	a	minimum	of	5000	words	to	be	assessed	as	academic	writing	
(Pugh	2009).	The	CI	group	may	elect	to	examine	this	material	themselves	or	
devolve	the	task	to	one	of	the	group	facilitators	(a	member	of	academic	staff).	
The	finalised	contract	is	presented	to	a	‘contract	panel’	comprising	of	award	staff	
	this	panel	acts	for	the	university	in	ensuring	that	the	student	work	is	at	an	
appropriate	academic	level	(copies	of	these	contracts	are	also	made	available	to	
the	external	examiner).	
	
The	final	step	encompasses	the	assessment	strategy	of	the	award.	The	principle	
of	CI	as	a	means	of	assessing	the	achievement	of	competence	using	multiple	
subjectivities	reflects	the	underpinning	epistemological	and	ontological	position	
of	the	approach	i.e.	an	honest	acknowledgement	that	no	single	individual	
(clinical	or	academic)	can	be	in	a	position	to	assess	all	aspects	of	practice	of	the	
clinicians	who	are	deemed	expert	in	their	respective	fields.	Evidence	of	
competency	achievement	is	therefore	presented	to	an	assessment	panel	(award	
leader,	CI	group	facilitator,	group	members,	other	award	members),	and	
assessed	against	the	descriptors	set	out	within	the	Welsh	Higher	Education	
Credit	Framework	Handbook	(HECIW	1996).	The	University’s	Level	7	marking	
grid	is	also	used	to	support	the	evaluation	of	evidence	presented.	
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One	might	of	course	quite	legitimately	question	the	validity	of	an	assessment	
process	in	which	group	members	corroborate	the	quality	of	each	other’s	work.		
Pugh	(2009)	acknowledges	the	potential	for	Consensus	Collusion	(Heron	1996),	
and	outlines	a	number	of	mechanisms	have	been	put	in	place	to	mitigate	its	
occurrence.	These	include	the	establishment	of	ground	rules	at	the	outset	of	the	
course,	the	adoption	of	a	‘devil’s	advocate’	position	(Heron	and	Lahood	2008)	by	
the	facilitator,	and	the	audio/video	recording	of	all	discussions	concerning	the	
evaluation	and	judgement	of	competence	by	the	group.	All	evidence	of	
competence	is	also	presented	within	an	individual	student	portfolio,	which	is	
made	available	to	the	external	examiner.	Evidence	of	competence	is	provided	
through	the	three	phases	of	the	programme	 	dates	for	its	presentation	being	
negotiated	at	the	beginning	of	each	phase.		
	

Conventional	Approaches	to	Learning	&	Teaching	

In	contrast	to	the	MSc	CP,	the	MSc	Advanced	Clinical	Practitioner	(ACP)	
programme,	in	maintaining	a	more	‘conventional’	approach	to	learning	and	
teaching,	draws	from	a	range	of	pedagogies,	themselves	founded	upon	a	variety	
of	ontological	and	epistemological	perspectives.	The	chapter	will	therefore	
continue	with	a	more	general	examination	of	the	literature	pertaining	to	learning	
and	teaching,	before	reviewing	the	course-specific	award	structure.	
	

The	Evolution	of	Pedagogy	

The	exact	nature	of	the	term	pedagogy	is	somewhat	elusive.	Although	its	
contemporary	meaning	may,	based	upon	the	seminal	work	of	Herbart	(1908),	be	
defined	as	the	science	of	teaching	(Fry,	Ketteridge	et	al.	2009),	it	is	nonetheless	
inextricably	connected	to	instruction	within	a	specific	developmental	timeframe.		
The	term	Paedagogy	evolved	from	a	simple	description	of	teaching	children	i.e.	
Paed	(child),	Agogus	(leader	of)	(Knowles,	Holton	et	al.	2015).	The	original	
pedagogical	model	of	education	has	its	roots	within	the	medieval	monastic	and	
cathedral	schools	of	Europe;	the	purpose	of	such	establishments	being	to	
transmit	both	religious	values	and	basic	skills	to	young	boys	(Knowles,	Holton	et	
al.	2015).		
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However,	following	the	Enlightenment,	this	view	of	education	changed	
significantly	(Raftery	2012).	Religious	doctrine	was	displaced	by	empirical	
science,	and	the	mind	was	viewed	no	longer	as	a	corrupt	vessel	tainted	by	
original	sin,	but	instead	as	a	tabula	rasa	to	be	filled	through	structured	
educational	endeavours	(Porter	2001).		The	Enlightenment	also	catalysed	the	
development	of	secular	schools,	and	these	were	joined	in	the	19th	century	by	
state	controlled	public	schooling,	created	partially	as	a	means	of	controlling	the	
poor	of	Britain	who	might	have	been	inclined	to	revolt	in	the	manner	of	their	
French	counterparts	(Raftery	2012).	Consequently,	in	the	absence	of	any	other	
extant	educational	approach,	the	pedagogical	model,	although	initially	developed	
for	the	instruction	of	children,	has	been	universally	employed	within	all	teaching	
and	learning	contexts,	including	Higher	Education	(Knowles,	Holton	et	al.	2015).		
	

The	Didactic	Approach	

The	pedagogical	view	of	learning	is	strongly	associated	with	the	‘didactic’	
teaching	approach	(Hamilton	1999).	The	term	is	derived	from	the	philosophy	of	
Ancient	Greece;	notably	the	writings	of	Aristotle	and	Plato	(Brouse,	Basch	et	al.	
2005).		Plato	made	the	distinction	between	the	didactic	and	dialectic;	within	the	
former,	the	argument	appeals	to	the	foundational	and	is	self-evident,	it	is	
essentially	a	premise	or	series	of	propositions	that	the	listener	must	accept.	
Conversely,	the	latter	involves	a	discourse	between	individuals	who	may	have	
opposing	points	of	view	 	the	ultimate	goal	here	is	to	establish	the	truth	of	the	
matter	through	reasoned	argument.		
	
Descartes’	work	on	foundationalism	(Descartes	1998)	is	also	predicated	upon	a	
didactic	epistemology	i.e.	knowledge	must	be	organised	and	transmitted	in	a	
highly	ordered	way,	much	in	the	manner	of	a	well-structured	architectural	
edifice.	Descartes	conceived	of	building	knowledge	by	first	creating	a	foundation	
of	unshakeable	first	principles	or	axioms.	A	superstructure	of	further	principles	
then	added	to	augments	these.	Such	a	model	views	the	educator	as	an	expert	
authority	 	fixing	the	correct	views	in	the	minds	of	the	‘uninformed’	students.	
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Although	arguably,	such	extreme	conceptualisations	of	the	approach	no	longer	
prevail,	the	contemporary	view	of	didactic	teaching	nevertheless	equates	to	a	
highly	organised,	prescriptive	instructional	method	(Fry,	Ketteridge	et	al.	2009).	
Educational	strategies	based	upon	didactic	transmissional	methods	give	the	
teacher	full	responsibility	for	making	all	decisions	regarding	content,	delivery,	
and	assessment.	The	learner	is	therefore	a	passive	recipient	of	knowledge;	
learning	must	take	place	within	tightly	define	parameters,	and	there	is	little	
consideration	given	to	previous	experience,	coincidental	learning,	or	application	
of	new	knowledge	to	non-teacher	derived	contexts	(Knowles,	Holton	et	al.	2015).		
	
In	their	seminal	work	examining	surface	and	deep	approaches	to	learning,	
Marten	&	Saljo	(1976)	also	indicate	that	the	adoption	of	highly	directive	
strategies	(particularly	in	relation	to	assessment)	positively	correlates	with	
increased	passivity	amongst	learners,	a	finding	also	echoed	in	later	studies	
(Ramsden	1979,	Gardiner	1989,	Ramsden	2004,	Sutton	and	Henry	2005,	Biggs	
and	Tang	2011,	Vajoczki,	Watt	et	al.	2011).	Critical	social	theorists	also	suggest	
that	this	‘banking’	approach	to	education	may	inculcate	students	into	the	role	of	
submissive	acceptor,	allowing	greater	manipulation	by	the	controlling	hegemony	
(Freire	1970,	Habermas	1974,	Foucault	1980).	Indeed,	the	idea	that	students	
learn	more	than	merely	the	material	presented	(the	so	called	Hidden	Curriculum)	
is	a	well-recognised	phenomena,	identified	both	within	Dewey’s	classic	
Democracy	and	Education	(1916),	and	Jackson’s	more	recent	Life	in	Classrooms	
(1991).	
	
Didactic	instructional	strategies	do	of	course	have	their	utility.	The	transmission	
of	factual	material	to	larger	student	groups	may	be	effected	through	a	lecture	 	
the	pre-eminent	didactic	strategy	(Copeland,	Hewson	et	al.	1998,	Badger	and	
Sutherland	2004,	Brouse,	Basch	et	al.	2005,	Richardson	2008).	Likewise,	
traditional,	classroom-based	didactic	approaches	may	be	useful	for	introducing	
and	‘frontloading’	a	new	topic,	providing	links	between	the	subject	matter	and	
previous	learning	(Ramsden	2004).		
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For	instance,	Martin	(2009)	highlights	the	efficacy	of	the	‘Exemplification	
Lecture’,	in	which	a	series	of	analytical	examples	are	presented	and	discussed.		
Clearly,	it	is	not	a	case	of	one	approach	being	universally	flawed;	rather	it	is	
about	ensuring	that	one	selects	a	strategy	that	is	contextually	appropriate.		
	
More	recent	research	within	the	field	of	adult	learning	echoes	such	a	sentiment;	
in	his	early	work,	Knowles	(1970)	suggested	that	pedagogical	and	andragogical	
approaches	were	mutually	exclusive	i.e.	confining	pedagogical	methods	to	the	
instruction	of	children	and	employing	andragogical	approaches	exclusively	
within	adult	education.	However,	within	his	later	writing	(Knowles	1980,	
Knowles,	Holton	et	al.	2015),	he	acknowledges	that	the	situation	is	not	so	
polarised,	recommending	instead	a	‘toolbox’	approach,	basing	the	selection	of	
delivery	method	and	assessment	upon	student	group	and	context.	However,	one	
must	remain	cautious;	the	underpinning	paradigms,	and	therefore	ontological	
and	epistemological	foundations	of	the	chosen	learning	and	teaching	strategies	
(or	indeed	the	teachers	themselves)	may	be	disparate,	and	the	implementation	
of	a	wide	variety	of	approaches	may	therefore	not	be	wholly	effective.	
	

Conventional	Learning	&	Teaching	–	A	Plurality	of	Paradigms	

Within	a	conventional	educational	programme,	a	wide	range	of	teaching	
strategies	may	be	employed,	and	an	equally	diverse	range	of	theoretical	
paradigms	will	underpin	these.	Programmes	utilising	predominantly	didactic	
teaching	strategies	may	at	their	core	view	the	learners	from	a	Behaviourist	
perspective.	Behaviourism	dominated	education	within	the	early	part	of	the	20th	
century	(Jarvis	2005),	and	its	influence	may	still	be	readily	be	perceived	within	
structures	such	as	the	omnipresent	behavioural	learning	objectives	(Tyler	1949).	
Although	his	work	was	primarily	focused	upon	animal	behaviour,	Edward	
Thorndike’s	research	was	instrumental	in	the	development	of	early	behaviourist	
theory	(Klein	2012).	Thorndike	viewed	inexperienced	learners	as	‘empty	
organisms’	who	respond	to	stimuli	randomly	or	automatically;	the	goal	of	
learning	was	therefore	to	associate	a	specific	stimulus	with	a	response	through	
the	management	of	rewards	(Knowles,	Holton	et	al.	2015).		
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However,	one	of	Thorndike’s	contemporaries,	the	Russian	physiologist	Pavlov,	
suggested	that	this	learning	process	was	anything	but	arbitrary,	and	that	definite	
rules	determined	the	behaviour	that	would	occur	within	a	learning	situation	
(Klein	2012).	Pavlov’s	famous	‘Salivating	Dog’	experiment	demonstrated	the	
manner	in	which	innate	or	unconditioned	reflexes	could	be	paired	with	
conditioned	stimuli	to	evoke	a	response	 	a	process	that	came	to	be	known	as	
classical	conditioning.		
	
John	Watson	built	upon	the	work	of	Pavlov	in	this	area,	focusing	upon	the	
manner	in	which	phobic	behaviour	could	manifest	through	classical	conditioning	
processes	(Buckley	1989).	However,	the	conditioning	of	reflexive	or	innate	
behaviour	would	seem	to	have	limited	efficacy	within	human	learning,	and	it	was	
not	until	B.	F.	Skinner’s	work	on	operant	conditioning	emerged	that	the	utility	of	
behaviourism	in	education	could	be	fully	demonstrated.	Skinner	was	interested	
only	in	observable	changes	in	behaviour;	tacit	cognitive	functions	-	termed	
hypothetical	constructs	having	no	relevance	(Skinner	1938).	Much	of	Skinner’s	
research	focused	upon	the	manner	in	which	environmental	factors	could	be	
manipulated	to	reinforce	behaviour	-	creating	an	operant	response	(Skinner	
1968).	Thus,	within	operant	conditioning,	the	individual	encounters	a	trigger	or	
antecedent.	If	the	antecedent	is	unknown,	then	the	emitted	response	may	be	
random,	or	based	upon	behaviour	when	a	similar	antecedent	was	previously	
encountered.	If	the	response	receives	a	positive	outcome,	then	it	is	reinforced,	
and	there	is	a	high	degree	of	likelihood	that	an	identical	operant	response	will	be	
emitted	if	the	same	or	similar	antecedent	is	encountered	in	the	future.		
	
Operant	condition	has	a	number	of	uses	within	a	conventional	education	
programme,	especially	in	one	requiring	the	acquisition	of	new	psychomotor	
skills.	According	to	Squire	(1986),	procedural	or	skill	memory	is	stored	as	a	
consequence	of	instrumental	operant	conditioning	processes.	Therefore,	one	
may	readily	employ	a	behaviourist	approach	if	psychomotor	skill	acquisition	is	a	
key	aim	 	first	demonstrating	the	skill	(series	of	requisite	behaviours),	and	then	
positively	reinforcing	the	required	behaviour	through	verbal	praise,	peer	
esteem,	or	a	successfully	completed	assessment.		
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Of	course,	the	skills	utilised	within	advanced	clinical	practice	are	often	complex	
and	multi-layered,	and	attempting	to	shape	behaviour	in	this	manner	might	
appear	impossible,	or	at	the	very	least	crude	and	facile.	Skinner	acknowledged	
the	difficulty,	and	provided	a	solution	in	terms	of	schedules	of	reinforcement	
(Skinner	1938),	in	which	reinforcements	are	built	upon	in	a	sequential	manner	
and	degree	of	complexity	in	order	to	create	elaborate	behaviours.	Indeed,	
Skinner	ultimately	conceived	of	a	society	in	which	all	behaviour	was	shaped	
through	operant	conditioning	 	a	vision	outlined	within	the	somewhat	
controversial	Waldon	2	(Skinner	1948).		
	
The	formative	use	of	the	Objective	Structured	Clinical	Examination	(OSCE)	
(Harden	and	Gleeson	1979),	a	ubiquitous	teaching	and	assessment	modality	
within	nursing	and	medical	education	(Jay	2007,	Khattab	and	Rawlings	2008,	
Chesser,	Cameron	et	al.	2009,	Kurz,	Mahoney	et	al.	2009,	McWilliam	and	
Botwinski	2012),	could	be	considered	an	example	of	a	more	complex	schedule	of	
reinforcement.		The	initial	stage	of	the	OSCE	process	requires	the	skill	to	be	
broke	down	into	its	constituent	parts	(a	series	of	behaviours).	Within	a	
predetermined	scenario	or	‘skills	station’,	the	learner	is	then	required	to	
demonstrate	these	behaviours	 	successful	exposition	of	the	skill	being	
reinforced	through	verbal	praise	and/or	successful	completion	of	the	specific	
skill	station.		
	
OSCE	assessments	can	initially	be	formulated	with	the	requirement	that	the	
learner	be	able	to	demonstrate	behaviours	that	constitute	foundational	skills	e.g.	
auscultating	breath	sounds.	The	complexity	of	further	OSCE’s	can	then	be	
gradually	escalated	to	reflect	an	increase	in	task	complexity	e.g.	the	learner	may	
now	be	required	to	auscultate	various	aspects	of	the	chest	field,	or	detect	
pathological	respiration.	In	this	way,	evolving	schedules	of	reinforcement	may	
facilitate	the	shaping	of	ever	more	complex	behaviours,	albeit	potentially	
stripped	of	context	or	affective	elements.	
	
	 	



	 63	

The	reinforcement	of	appropriate	behaviours	also	need	not	occur	directly.		
Bandura	(1977)	expanded	on	some	of	the	key	elements	of	operant	conditioning	
in	his	Social	Learning	Theory,	indicating	that	reinforcement	could	also	occur	
vicariously.	Hence,	if	an	individual	observes	the	behaviour	of	another,	and	the	
consequence	of	the	behaviour	is	viewed	as	desirous,	the	behaviour	may	be	
copied	or	modelled.	This	increases	the	utility	of	behaviourism,	as	each	individual	
learner	would	not	be	required	to	have	the	exposure	and	appropriate	
reinforcement	for	learning	to	occur.	
	
In	the	past	two	decades,	approaches	to	education	have	been	transformed	by	
Cognitive	Psychology	(Jarvis	2005).	In	contrast	to	behaviourist	approaches	that	
simply	study	the	manner	in	which	observable	behaviour	may	change	in	the	
presence	of	variable	stimuli,	cognitive	psychology	focuses	upon	internal	
cognitive	architecture	(memory,	language,	thinking	&	reasoning),	and	the	
manner	in	which	these	mental	structures	evolve	within	the	mind	of	the	learner	
(Sawyer	and	Greeno	2009).		
	
Piaget’s	seminal	Theory	of	Cognitive	Development	(later	to	become	associated	
with	Constructivism),	although	focusing	upon	children,	has	been	widely	
influential	throughout	education	(Sawyer	2009).		Prior	to	this	work,	children	
were	widely	regarded	as	simply	having	quantitatively	less	knowledge	than	
adults.	Piaget	demonstrated	that	although	children	do	indeed	have	less	
knowledge,	their	schemata	(cognitive	structures	containing	data	regarding	the	
external	world)	are	very	different	from	those	of	adults	(Piaget	1954,	Piaget	
1970).	Piaget	identified	a	series	of	developmental	phases	through	which	one	
passed	 	constructing	ever	more	elaborate	schemata	by	which	to	make	sense	of	
the	world	around	them.	
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Within	the	constructivist	paradigm,	humans	are	born	with	few	innate	schemata,	
and	are	motivated	to	continually	pursue	knowledge	 	they	are	agents	of	their	
own	learning.	Piaget	(1970)	used	the	term		‘the	lone	scientist’		to	depict	the	
human	being	as	a	questing	organism,	seeking	out	new	experiences,	and	testing	&	
refining	their	cognitive	schemata	in	order	to	reach	a	state	of	equilibrium.		
Thus,	from	a	constructivist	perspective,	effective	student	learning	will	not	take	
place	through	didactic	transmission	(Sawyer	2009);	the	role	of	the	teacher	is	
instead	to	facilitate	experiences	through	which	the	learners	may	discover	for	
themselves	and	construct	their	own	understanding	(Jarvis	2005).		
	
Whereas	Piaget	viewed	learning	(and	therefore	schema	construction)	as	an	
individual	process	(Piaget	1954,	Piaget	1970),	other	cognitive	theorists	have	
examined	the	impact	that	the	actual	learning	situation	may	play.	Vygotsky,	a	
contemporary	of	Piaget,	developed	a	Social	Development	Theory	(Vygotsky	
1978),	emphasising	the	role	of	social	interaction	during	learning,	and	culture	in	
which	the	learner	develops.	Vygotsky’s	premise	is	that	both	the	learning	
situation,	and	interactivity	with	peers	(particularly	if	more	experienced)	are	
pivotal	in	creating	or	adapting	cognitive	schemata,	hence	the	approach	is	also	
termed	Social	Constructivism	(Wells	2000).		
	
Vygotsky	further	conceived	of	the	Zone	of	Proximal	Development	(ZPD)	-	a	
cognitive	gap	between	what	one	can	understand	on	one’s	own,	and	through	
interaction	with,	and	facilitation	by	others	(primarily	an	experienced	peer	or	
mentor).	Scaffolding	(Wood,	Bruner	et	al.	1976,	Vygotsky	1978,	Pea	2004)	-	
essentially	a	staged	coaching	process	in	which	support	is	withdrawn	as	the	
learner’s	abilities	improve,	is	proposed	as	a	means	of	assisting	one	through	the	
ZPD.		
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Vygotsky’s	work	came	to	form	the	basis	of	what	has	since	been	termed	situated	
cognition	(Brown,	Collins	et	al.	1989)	or	situated	learning	(Lave	and	Wenger	
1991).	One	may	of	course	argue	that	all	learning	is	in	fact	situated;	Sawyer	and	
Greeno	(2009)	acknowledge	this	difficulty	proposing	instead	the	terms	‘situative	
approach’	or	‘situativity’.	Within	their	seminal	work,	Brown,	Collins	et	al.	(1989)	
examined	the	manner	by	which	the	apprenticeship	process	allowed	those	
working	in	traditional	craft-based	occupations	to	assimilate	the	skills	of	the	
master;	their	aim	being	to	adapt	this	mode	of	teaching	to	reflect	more	‘modern’	
subjects.		
	
Within	such	a	learning	process,	the	learner	may	observe	the	behaviour	of	both	
the	expert	and	peers	functioning	at	more	advanced	levels	 	including	tacit	
components	that	may	have	not	been	verbalised.	Such	an	approach	would	seem	to	
be	of	particular	utility	to	professions	requiring	a	synergy	of	both	propositional	
knowledge	and	skilled	doing	(Dewey	1934,	Polanyi	1974,	Schon	1983).	
Unfortunately,	the	conventional	apprenticeship	has	one	significant	weakness	in	
this	respect;	although	the	psychomotor	and	(arguably)	affective	components	of	a	
task	are	made	extant,	the	cognitive	processes	remain	invisible,	and	consequently	
there	is	no	way	to	discern	how	knowledge	is	being	applied	to	the	task	by	either	
the	learner	or	expert	(Wells	2000,	Sawyer	and	Greeno	2009).		
	
Nevertheless,	a	number	of	potential	strategies	have	been	advanced	in	order	to	
overcome	this	difficulty.	Schon	(1987)	proposes	a	practicum	or	‘virtual	world’	
designed	for	the	task	of	learning	‘practice’.	The	practicum	may	be	a	completely	
simulated	environment,	but	could	equally	be	a	clinic	or	operating	theatre.		
The	key	element	here	is	that	the	learner	is	allowed	to	make	articulated	
immersive	‘real	world’	decisions	under	the	guidance	of	a	coach,	often	within	the	
presence	of	one’s	peers.		
	
Within	Lave	&	Wenger’s	(1991)	model	of	Legitimate	Peripheral	Participation,	
neophytes	are	inducted	into	a	Community	of	Practice	in	which	they	proceed	upon	
a	scaled	learning	trajectory,	engaging	in	developmental	activities	within	a	
process	paralleling	Vygotsky’s	(1978)	ZPD.		
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Here	an	augmented	scaffolding	approach	is	utilised;	the	process	begins	with	
observation	of	the	task	(with	experts	and	peers	in	action),	and	this	is	followed	by	
the	execution	of	some	elements	of	the	task	under	guidance.	As	the	learner	
improves,	the	expert	reduces	participation,	guidance	and	feedback	(the	
scaffolding).	Ultimately	the	learner	embodies	all	facets	of	the	task	and	is	able	to	
execute	it	fluidly,	and	without	support	(Lave	and	Wenger	1991).	One	might	
however	question	whether	such	strategies	are	fundamentally	cognitive	in	
nature,	or	merely	novel	iterations	of	vicarious	operant	conditioning	e.g.	
Bandura’s	(1977)	modelling.		
	
Although	a	conventional	educational	curriculum	may	draw	upon	a	plurality	of	
paradigms,	I	have	chosen	to	focus	here	upon	those	whose	influence	is	clearly	
visible.		Hence,	behaviourism,	and	its	influence	upon	both	didactic	teaching	
strategies,	and	the	assimilation	of	psychomotor	skills	has	been	explicated.	A	
number	of	constructivist	strategies	are	often	ostensibly	employed	within	
professional	education	programmes	e.g.	Action	Learning	Sets,	Problem-based	
Learning,	and	mentored	experience	within	clinical	practice.	For	these	reasons,	I	
have	also	discussed	Piagetian	constructivism,	social	constructivism,	and	situated	
learning.		
	
Undoubtedly,	the	influences	of	the	early	cognitivists	such	as	Wertheimer,	Koffka	
&	Kohler	and	their	work	on	Gestalt	Theory	(Knowles,	Holton	et	al.	2015)	will	also	
have	influenced	conventional	approaches	to	education,	paving	the	way	for	
Piaget’s	later	work	on	schema	construction.	Likewise,	Lewin’s	(1951)	Field	
Theory,	in	which	he	conceived	of	individuals	existing	in	a	life-space	within	which	
intrapersonal	and	interpersonal	forces	operate,	hints	at	the	importance	of	
situativity	later	expanded	upon	by	the	social	constructivists.	However,	an	
exhaustive	exploration	of	all	20th	century	educational	theory	would	have	only	
limited	relevance	to	the	goal	of	this	section	i.e.	to	identify	and	explore	the	
teaching	strategies	(and	their	theoretical	foundations)	employed	within	the	MSc	
Advanced	Clinical	Practitioner	programme.	
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The	MSc	Advanced	Clinical	Practitioner	

Award	Background	

The	current	iteration	of	the	MSc	Advanced	Clinical	Practitioner	saw	its	inception	
in	2013.	As	with	the	MSc	Clinical	Practice,	the	award	was	created	in	response	to	a	
number	of	drivers	indicating	a	need	to	equip	practitioners	with	the	knowledge	
and	skills	to	function	effectively	at	an	advanced	level.	The	MSc	ACP	award	was	
also	developed	in	conjunction	with	health	service	partners,	but	has	a	very	
specific	remit	in	terms	of	preparing	healthcare	practitioners	for	the	role	of	
‘Advanced	Clinical	Practitioner’	 	enabling	them	to	meet	the	healthcare	needs	of	
clients	within	a	variety	of	both	existing	and	emerging	healthcare	contexts	
(Pontin	2013).		For	this	reason,	students	on	the	programme	are	not	drawn	
exclusively	from	the	nursing	profession,	and	may	also	include	paramedics,	first	
responders,	and	operating	department	practitioners.	
	

View	of	Advanced	Practice	

The	award	is	clearly	aligned	with	the	conceptualisation	of	advanced	and	
consultant	level	practice	outlined	within	the	Welsh	Assembly	Government’s	Post	
Registration	Career	Framework	for	Nurses	in	Wales	(2009).	Although	there	is	an	
acknowledgement	that	the	clinician’s	specific	skills	and	knowledge	base	will	be	
shaped	by	the	context	within	which	they	practice,	a	number	of	underpinning	
core	elements	are	identified	i.e.	autonomous	practice,	critical	thinking,	high	level	
decision-making	&	problem	solving,	and	a	strong	focus	upon	value-based	care.	In	
order	to	address	these	requirements,	the	programme	follows	a	number	of	
narratives:	
	

§ The	acquisition	of	knowledge	and	skills	for	practice.	
§ Sourcing	and	using	evidence.	
§ Working	in	partnership	with	service	users,	colleagues,	and	other	agencies.	
§ Managing	conflicting	priorities	and	negotiating	
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Pontin	(2013)	suggests	that	the	use	of	these	narratives,	in	conjunction	with	
advanced	healthcare	assessment,	diagnostics	&	interventional	skills,	support	
students	graduating	from	the	programme	in	meeting	the	requirements	of	
employing	organisations.	The	programme	also	maintains	a	high	degree	of	
congruence	with	current	driver	documents	such	as	the	Framework	for	Advanced	
Nursing,	Midwifery,	and	Allied	Health	Professional	Practice	in	Wales	(National	
Leadership	and	Innovation	Agency	for	Health	2010)	and	its	concomitant	‘Four	
Pillars’	i.e.	clinical	practice,	education,	research,	and	management	&	leadership	
may	be	clearly	perceived	within	module	structure	and	content.		
	

Award	Structure	

The	course	is	modular	in	nature,	with	a	very	strong	clinical	theme.	Four	20	credit	
modules	run	through	the	first	two	years,	focusing	upon	the	development	of	core	
knowledge	and	clinical	skills	(clinical	skills	1	&	2,	clinical	conditions	1	&	2),	whilst	
broader	practice	issues	are	explored	through	an	influences	on	practice	module	
(20	credits)	in	year	one,	and	a	research	methods	module	(20	credits)	in	year	two.	
Within	the	third	year	of	the	programme,	students	undertake	a	further	60	credits;	
this	is	comprised	of	a	clinically	focused	dissertation	(40	credits)	and	one	of	8	
optional	modules	e.g.	independent	prescribing.	In	order	to	exit	the	programme	
with	the	award	of	MSc	Advanced	Clinical	Practitioner,	one	must	accrue	180	
credits	over	a	three-year	period.		
	

The	Learning	and	Teaching	Approach	

The	MSc	ACP	programme	is	delivered	primarily	through	a	conventional	
pedagogical	model.	Students	are	‘frontloaded’	with	propositional	material	within	
didactic	lectures,	but	these	are	augmented	with	more	constructivist	teaching	
strategies	including	seminars,	problem-based	learning	(PBL)	activities,	and	
OSCE’s	(formative	and	summative).	Experiential	learning	is	facilitated	within	
both	simulated	practica	(Schon	1987),	and	through	mentored	clinical	experience	
	a	medical	and	nurse	(or	allied	health	professional)	mentor	are	assigned	during	
the	first	two	years	of	the	course.		
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The	course	also	employs	a	number	of	hourly	paid	lecturers	to	augment	the	
permanent	teaching	team;	these	individuals	include	current	advanced	
practitioners,	medical	doctors,	and	staff	working	in	areas	such	as	radiology	and	
clinical	biochemistry.	Such	an	approach	has	distinct	benefits	 	extending	the	
range	of	the	teaching	team,	increasing	clinical	credibility	in	a	course	that	is	fully	
grounded	within	practice,	and	maintaining	congruence	with	the	‘assessment	in	
practice’	theme	outlined	within	the	Framework	for	Advanced	Nursing,	Midwifery,	
and	Allied	Health	Professional	Practice	in	Wales	(National	Leadership	and	
Innovation	Agency	for	Health	2010).	
	
Throughout	the	programme	there	is	a	strong	focus	upon	the	acquisition	and	
development	of	advanced	clinical	skills,	(Pontin	2013),	and	many	of	the	
assessment	mechanisms	are	therefore	closely	aligned	with	this	goal.	In	addition	
to	traditional	academic	writing,	OSCE’s,	Multiple	Choice	Questions	(MCQ),	case	
scenario	analyses,	and	the	successful	completion	of	practice-based	clinical	
learning	outcomes	are	also	utilised	within	the	assessment	process.		A	
revalidation	exercise	with	partner	health	boards	indicated	this	to	be	an	area	of	
strength	within	the	programme	and	one	in	which	continued	emphasis	should	be	
placed	(Pontin	2013);	this	reflects	the	ethos	of	the	course	as	a	vehicle	to	equip	
students	with	the	knowledge	and	skills	to	fulfil	a	clearly	defined	function	within	
contemporary	clinical	practice.		
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Conclusions	

This	chapter	has	explored	the	two	distinct	educational	programmes	the	
participants	within	this	study	have	undertaken	in	order	for	them	to	function	
effectively	at	an	advanced	practice	level.	The	theoretical	and	epistemological	
basis	of	each	of	these	programmes	has	been	considered	in	some	detail,	and	the	
structure	of	each	course	examined,	including	the	award	background,	view	of	
advanced	practice,	and	espoused	pedagogical	strategies.		
	
The	review	of	the	validation	documents	pertaining	to	each	award	required	in	
order	to	achieve	this	has	itself	produced	an	interesting	corollary.	The	MSc	
Clinical	Practice	document	contains	a	great	deal	of	information	regarding	how	
advanced	practice	is	conceptualised,	and	the	manner	in	which	the	CI	process	may	
facilitate	the	development	the	knowledge	and	skills	required	for	such	a	role.	
There	is	however	less	extant	detail	reading	the	knowledge/skills	requiring	
development,	and	the	way	in	which	CI	strategies	may	be	specifically	employed	in	
their	construction.	Conversely,	the	MSc	Advanced	Clinical	Practitioner	contains	
less	information	concerning	the	nature	of	advanced	practice,	and	instead	clearly	
delineates	specific	facets	of	propositional	knowledge	e.g.	clinical	conditions,	
diagnostics	&	therapeutics	required	in	order	to	effectively	fulfil	the	role	of	
‘Advanced	Clinical	Practitioner’.	There	is	also	a	far	greater	focus	upon	product	i.e.	
the	demonstration	of	competence	within	a	number	of	pre-defined	clinical	skills	
(demonstrated	through	clinical	learning	outcomes	and	the	OSCE	process).		
	
This	ethos	was	even	more	evident	in	the	interviews	I	conducted	with	the	
respective	award	leaders.	The	MSc	Clinical	Practice	award	leader	was	at	pains	to	
acknowledge	the	unique	nature	of	each	individual’s	clinical	practice,	and	thus	the	
potential	futility	of	developing	highly	prescriptive	competencies	in	which	
prescribed	requisite	behaviours	would	be	demonstrated	(Pugh	2013).	Instead,	
the	course	is	seen	almost	as	a	transformative	journey,	in	which	each	CI	group	
member	examines	their	own	practice	(and	that	of	other	group	members)	
reflexively,	generating	insight	and	identifying	areas	where	gaps	in	knowledge	
must	be	addressed	e.g.	propositional	knowledge,	psychomotor	skills.			
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Again,	in	keeping	with	the	spirit	of	the	validation	document,	the	MSc	Advanced	
Clinical	Practitioner	award	leader	was	strongly	focused	upon	clinical	outcome.	
The	need	to	produce	a	‘competent	safe	practitioner’	was	espoused	as	a	core	
value,	and	the	rigorous	development	of	systems	that	would	ensure	practitioners	
would	have	a	skill	set	equivalent	to	a	Senior	House	Office	(intermediate	level	
medical	doctor)	stressed	(White	2013).	Although	both	courses	have	a	broadly	
similar	goal	i.e.	the	development	of	an	‘Advanced	Practitioner’,	the	differing	
emphasis	is	quite	striking,	and	it	will	be	interesting	to	see	if	this	ultimately	
impacts	upon	knowledge	conceptualisation	and	the	generation	of	a	theory	of	
practice	within	each	participant	group.		
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Chapter	4	–	Study	Implementation	Methods	

Introduction	

Within	chapter	2,	I	discussed	the	methodological	approach	that	would	be	
adopted	within	the	study.	This	chapter	will	outline	the	methods	employed	in	
terms	of	sampling,	data	collection,	and	analysis.	For	both	the	pilot	and	main	
study,	a	purposive	sampling	approach	was	first	utilised,	but	in	accordance	with	
GTM,	as	I	moved	from	initial	into	focused	coding,	theoretical	sampling	was	then	
employed	in	order	to	further	develop	emerging	categories	(Coyne	1997,	
Draucker,	Martsolf	et	al.	2007,	Corbin	and	Strauss	2008,	Birks	and	Mills	2011,	
Urquhart	2013).	Data	collection	and	analysis	occurred	in	parallel	through	the	
process	of	constant	comparison,	and	this	continued	until	my	categories	were	fully	
developed,	and	no	new	properties	of	the	existing	pattern	emerged	(Charmaz	
2014).	
	

Participant	Selection	

Recruitment	

The	core	of	the	study	revolves	around	the	manner	in	which	students	who	have	
undergone	pedagogically	distinct	forms	of	educational	preparation	construct	and	
utilise	personal	theories	of	practice	within	their	advanced	clinical	roles.	
Participants	were	therefore	required	who:	
	

1. Were	working	as	registered	nurses	in	an	‘advanced	practice’	role	-	as	
defined	by	job	description	and	length	of	time	within	the	domain	of	
practice	(Benner	(1984)	defines	an	expert	as	one	who	has	worked	within	
their	domain	of	practice	for	a	minimum	of	five	years).	

2. Had	completed	the	MSc	Clinical	Practice	or	MSc	Nurse	
Practitioner/Advanced	Clinical	Practitioner	at	the	former	University	of	
Glamorgan.	
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Using	student	enrolment	data,	and	beginning	with	the	most	recent	graduates	and	
then	moving	backwards,	60	individuals	fulfilling	the	above	criteria	(30	per	
programme)	were	initially	contacted	by	both	conventional	and	electronic	mail	
(where	available)	regarding	potential	participation	in	the	study.	Response	rates	
were	reasonably	encouraging	within	both	groups	 	50%	for	the	MSc	Advanced	
Clinical	Practitioner,	and	43%	for	the	MSc	Clinical	Practice.	As	those	contacted	
indicated	their	willingness	to	participate,	interview	dates	were	arranged,	and	
‘participant	packs’	-	containing	consent	form,	further	details	of	the	study,	and	a	
briefing	paper	on	the	nature	of	critical	incident	analysis	were	mailed	out	
(appendix	2).	This	was	a	‘rolling’	process	very	much	in	the	spirit	of	GTM,	
maximising	the	potential	for	fluid	and	simultaneous	data	collection	and	analysis.	
Although	a	total	of	28	participants	were	recruited	as	eligible	to	participate	in	the	
study,	ultimately	only	24	(n=24)	were	required	to	achieve	full	‘saturation’.	
	

Sampling	

The	purpose	of	qualitative	research	is	the	understanding	and	explication	of	
phenomena,	as	opposed	to	the	generalisation	of	findings	within	a	target	
population	(Procter	and	Allan	2006).	As	an	inductive	mode	of	inquiry,	GTM	is	
fully	congruent	with	such	a	purpose,	eschewing	rigid	predetermined	structures	
such	as	the	hypothesis	and	variable,	and	instead	responding	dynamically	to	
emerging	codes,	categories	and	themes.	As	data	sources	and	sample	numbers	are	
unknown	at	the	inception	of	a	GTM	study,	non-probability	sampling	is	initially	
utilised	(Corbin	and	Strauss	2008).	As	the	work	progresses,	the	sampling	then	
becomes	theoretical	rather	than	purposive	-	guided	by	the	emergence	of	new	
theory	(Draucker,	Martsolf	et	al.	2007).		
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Such	a	process	may	initially	seem	straightforward,	yet	it	is	not	without	its	
challenges,	particularly	those	of	a	conceptual	nature.	Although	theoretical	
sampling	is	recognised	as	a	unique	and	pivotal	strategy	within	GTM	(Strauss	
1987,	Duchscher	and	Morgan	2004,	Urquhart	2013),	the	operationalization	
process	is	to	some	degree	mired	in	ambiguity	(Coyne	1997,	Parahoo	2006).	
Birks	and	Mills	(2011)	state	that	theoretical	sampling	may	be	employed	from	the	
very	first	interview,	whilst	Charmaz	(2014)	counsels	against	its	use	until	
categories	have	been	developed.		It	can	encompass	the	sampling	of	additional	
incidents,	activities,	or	populations	(Draucker,	Martsolf	et	al.	2007),	but	may	
equally	involve	the	modification	of	an	interview	schedule	in	order	to	more	
effectively	capture	data	involving	recurring	patterns	germane	to	emerging	
theory	(Coyne	1997,	Draucker,	Martsolf	et	al.	2007,	Charmaz	2014).	These	
obscurities	notwithstanding,	theoretical	sampling	would	seem	to	be	a	key	GTM	
process	that,	if	used	synergistically	with	constant	comparison,	can	emancipate	
the	researcher	in	their	quest	for	conceptual	leads	(Corbin	and	Strauss	2008).	
	
My	own	study	followed	this	dictum;	a	purposive	sampling	approach	was	initially	
utilised	in	order	to	identify	individuals	who	fell	within	the	parameters	previously	
stated.	As	the	data	collection	and	analysis	concurrently	proceeded,	categories	
began	to	emerge,	and	theoretical	sampling	was	then	employed	to	subtly	modify	
the	focus	of	the	questioning	within	the	semi-structured	interviews.	Examples	of	
this	included	the	exploration	of	a	“feelings	continuum”	or	the	“operationalization	
of	knowledge	in	practice”.	As	codes	were	compared	both	within	and	between	
interviews,	nascent	themes	were	explored	in	greater	detail,	and	I	was	able	to	
carefully	check,	qualify,	and	elaborate	the	boundaries	of	my	categories	(Charmaz	
2014)	
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Figure	2	indicates	that	the	sample	was	purposively	selected	to	reflect	both	
pedagogical	approaches	equally.	The	majority	of	participants	were	working	
within	a	‘nurse	practitioner’	role,	and	half	had	been	in	their	current	post	for	over	
5	years.	The	sample	provided	a	reasonable	spread	over	the	timeframe	in	terms	
of	course	completion,	although	this	was	through	serendipity	rather	than	design	 	
approximately	one	fifth	of	participants	had	completed	within	the	past	3	years,	
with	two	fifths	over	3-5	years,	and	the	final	two	fifths	over	5	years	or	more.	
Interestingly,	only	one	respondent	was	male;	a	potentially	surprising	figure	
given	the	suggestion	that	male	staff	are	drawn	to	more	technical	spheres	of	
practice	(Evans	2004,	Porter-O'Grady	2007,	Clementson	2008).		
One	might	of	course	equally	claim	that	this	is	merely	representative	of	the	
current	gender	variance	within	the	nursing	profession	(Milligan	2001,	Nursing	
and	Midwifery	Council	2008,	Curtis,	Robinson	et	al.	2009).	
	
I	set	no	specific	timeframe	regarding	when	the	participants	should	have	
graduated	the	programme,	as	such	criteria	would	have	been	arbitrary,	serving	
only	to	further	limit	my	available	pool	of	respondents.	Within	this	project,	the	
goal	was	to	tentatively	explore	knowledge	construction	and	utilisation	within	the	
identified	groups;	a	future	study	might	involve	following	up	this	work	with	an	
examination	of	key	themes	against	a	temporally	stratified	sample	to	ascertain	
the	impact	of	recency	upon	the	development	of	an	individual’s	personal	theory	of	
practice.	Such	a	sampling	strategy	might	have	been	problematic	had	the	courses	
under	investigation	undergone	any	significant	developments	as	a	consequence	of	
the	university’s	revalidation	processes.	This	however	has	not	been	the	case,	and	
the	changes	over	the	previous	revalidation	cycles	are	relatively	minor	-	these	are	
broadly	summarised	in	figure	3.		
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Although	Flanagan’s	(1954)	work	within	the	Aviation	Psychology	Team	at	the	
University	of	Pittsburgh	relied	primarily	upon	‘trained’	observation	of	
performance,	he	acknowledged	that	incidents	recalled	from	memory	could	also	
provide	an	efficacious	data	source.	Indeed,	a	number	of	subsequent	studies	in	
areas	such	as	health,	education,	and	the	service	industries	have	all	successfully	
employed	such	an	approach	(Bell,	Gilbert	et	al.	1997,	Herr	and	Anderson	2003,	
Arvidsson	and	Fridlund	2005,	Aveyard	and	Woolliams	2006,	Pritchard	and	
Havitz	2006,	Harrison	and	Lee	2011,	Vachon	and	LeBlanc	2011).		
	
Nevertheless,	the	literature	does	recognise	the	limitations	of	memory	in	relation	
to	the	accuracy	of	critical	incidents	-	a	phenomena	known	as	recall	bias	
(Bradburn,	Rips	et	al.	1987,	Singh	and	Wilkes	1996,	Shiffman,	Hufford	et	al.	
1997).	Recall	is	not	simply	a	straightforward	retrieval	of	events	from	long-term	
memory,	and	it’s	successful	encoding	and	retrieval	is	subject	to	interference	
from	cognitive,	emotional,	and	social	demands	(Muench,	Tryon	et	al.	2006).		For	
instance,	the	use	of	heuristic	mechanisms,	or	‘mental	rules	of	thumb’	(Tanner	
2006)	have	been	demonstrated	within	the	retrieval	of	memory	(Gilovich,	Griffin	
et	al.	2002,	Kahneman	and	Klein	2009,	Kahneman	2012).	The	ease	by	which	an	
event	may	be	recalled;	the	so	called	availability	heuristic	(Tversky	and	Kahneman	
1974),	may	in	particular,	exert	a	significant	effect	upon	memory	retrieval	
processes,	and	is	highly	relevant	here	due	to	its	connection	with	the	vividness,	
meaning,	and	salience	of	a	specific	event	(Buontempo	and	Brockner	2007,	
Schluter,	Seaton	et	al.	2008).	
	
Edvarsson	and	Roos	(2001)	indicate	that	a	lack	of	congruity	may	also	affect	recall	
in	relation	to	critical	incidents.	Within	a	cognitive/constructivist	view	of	learning	
and	information	processing,	new	events	are	assimilated	into	existing	cognitive	
schema	(Piaget	1970,	Ausubel	2000).	However,	if	these	new	events	are	
schematically	incongruent	(Edvarsson	and	Roos	2001),	and	thus	not	easily	
integrated	into	existing	cognitive	structures,		the	subsequent	changes	to	these	
structures	may	result	in	the	memory	having	a	greater	degree	of	availability,	
increasing	the	probability	of	recall.		
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A	number	of	authors	(Shiffman,	Hufford	et	al.	1997,	Hufford	and	Shiffman	2003,	
Gremler	2004)	suggest	that	such	attempts	to	maintain	congruence	may	even	
cause	some	distortion	of	recalled	events	-	an	individual’s	preconceived	notions	
may	result	in	a	memory	being	reinterpreted	in	order	to	fit	with	existing	
prototype	schema.		
	
The	reliance	upon	participant	memory	and	recall	could	therefore	prove	
challenging	in	terms	of	obtaining	meaningful	data.	However,	some	of	the	
mechanisms	identified	above	could	also	serve	to	increase	the	accuracy	of	the	
critical	incidents	recalled	by	the	study	participants.	I	asked	those	involved	to	
recall	incidents	that	have	some	salience	for	them,	and	the	literature	does	suggest	
that	there	is	a	positive	correlation	between	the	‘meaningfulness’	of	an	incident,	
and	its	availability.	Likewise,	many	of	the	recalled	critical	incidents,	if	
internalised	through	a	reflective	process	(Schon	1983,	Schon	1987),	may	have	
had	a	transformative	effect	upon	the	participants,	resulting	in	the	modification	of	
existing	cognitive	schema,	and	therefore	an	increase	in	their	availability.	
	
Flanagan	(1954)	himself	acknowledged	the	potential	for	inaccurate	recall	of	
information,	but	noted	in	his	work	that	if	full	and	precise	details	were	given,	it	
was	unlikely	that	this	information	was	inaccurate.	Conversely,	nebulous	reports	
were	indicative	of	events	that	were	not	well	remembered.	Indeed,	a	number	of	
more	recent	studies	employing	the	technique	have	actively	excluded	incidents	
that	were	vague	(Kemppainen	2000),	or	incomplete	(von	Post	1996),	as	a	means	
of	increasing	the	veracity	of	any	data	collected.	Thus,	although	CIT	is	not	without	
its	weaknesses,	it’s	inductive	nature,	and	focus	upon	the	exploration	of	salient	or	
meaningful	experience	has	a	clear	fit	with	the	study,	and	provides	a	robust,	
practitioner-constructed	qualitative	data	source,	that	acts	as	a	substrate	for	
further	examination	within	the	semi-structured	interview.	
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Semi-Structured	Interviewing	

Use	of	interviews	in	its	multiplicity	of	forms	is	recognised	as	one	of	the	most	
ubiquitous	data	gathering	techniques	for	those	embarking	upon	qualitative	
research	(Price	2002,	Charmaz	2006,	Tod	2006,	Perakyla	and	Ruusuvuori	2011),	
and	it	remains	prevalent	within	constructivist	GTM	(Charmaz	2006,	Charmaz	
2014).	At	a	prima	facie	level,	the	semi-structured	interview	in	particular	would	
seem	to	be	an	efficacious	means	by	which	to	gain	understanding,	and	ultimately	
induct	new	theory	regarding	knowledge	construction	within	the	study	
participants.	Such	a	strategy	provides	the	neophyte	researcher	with	a	degree	of	
structure,	whilst	retaining	the	flexibility	necessary	to	follow	up	on	potentially	
unanticipated	themes	or	issues	as	and	when	they	are	raised	by	the	participants	
(Tod	2006).		
	
Conducting	effective	interviews	does	however	present	a	number	of	significant	
challenges	-	the	interview	environment	being	inherently	testing	and	complex	
(Tod	2006,	Charmaz	2014).	Price	(2002)	identifies	three	classic	concerns	in	
relation	to	the	process	i.e.	power,	interrogation	of	the	topic,	and	sustaining	the	
interview.	I	will	now	deal	with	each	of	these	issues	in	turn;	in	light	of	my	
ontological	and	epistemological	position,	it	would	be	it	would	be	unrealistic	to	
believe	these	elements	could	(or	even	should	be)	completed	eliminated	from	the	
research	process.	Nonetheless,	I	will	outline	the	steps	that	were	taken	within	this	
study	to	minimise	their	impact.		
	
Although	not	always	fully	recognised	(Mishler	1991),	the	issue	of	power	
asymmetry	between	researcher	and	participant	incumbent	within	an	interview	
of	this	nature	may	be	particularly	problematic.	Kvale	and	Brinkmann	(2009)	
conceptualise	the	interviewer	in	one	of	two	forms	 	the	miner	(knowledge	
collector)	or	the	traveller	(knowledge	constructor).		For	the	miner,	a	clear	power	
imbalance	is	evident,	with	the	interviewer	simply	‘digging	out’	nuggets	of	
‘uncontaminated’	data	from	the	relatively	passive	participant.		The	dynamic	is	
very	different	within	the	second	form;	here	the	traveller	wanders	together	with	
the	participant,	listening	to	their	story	and	asking	questions	for	clarification.			
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Given	the	epistemological	basis	of	the	chosen	methodology	(constructivist	
Grounded	Theory),	and	overall	goal	of	the	study	(an	exploration	of	the	manner	in	
which	a	specific	pedagogical	approach	may	shape	an	individual	participant’s	
construction	of	their	unique	theory	of	practice),	I	took	this	latter	approach,	
attempting	to	create	a	dialogue	through	which	I	could	gather	valuable	insights	
regarding	the	cognitive	architecture	of	the	participants.	Charmaz	(2014)	
emphasizes	the	importance	of	ensuring	the	interview	process	reflects	the	
symbolic	interactionism	underpinning	constructivist	GTM	i.e.	an	emphasis	upon	
a	shared	exploration	of	the	participants’	views,	experiences,	events,	and	actions.	
The	interview	approach	employed	was	purposely	adopted	to	maximise	the	
likelihood	of	this	taking	place.		
	
The	GTM	researcher	is	no	“disembodied	data	gatherer”	(Mills,	Bonner	et	al.	2006,	
p.	11)	slavishly	presenting	a	series	of	questions	to	a	passive	interviewee,	and	the	
impact	of	the	interview	process	upon	any	surfaced	data	should	be	fully	
acknowledged	(Wimpenny	and	Gass	2000)	.	The	constructivist	investigator	must	
strive	to	create	an	interactional	space	in	which	the	participant	can	relate	their	
experiences	(Charmaz	2014);	meaning	may	then	emerge	as	a	consequence	of	the	
exploration	and	co-construction	of	a	shared	reality	between	researcher	and	
participant	(Mills,	Bonner	et	al.	2006).	
	
To	what	degree	any	power	structures	were	flattened	is	of	course	questionable,	
and	regardless	of	my	actions,	certain	inequalities	would	inevitably	have	
persisted.	Indeed,	Kvale	&	Brinkmann	(2009)	suggest	that	as	power	is	inherent	
in	all	human	relationships,	it	may	never	be	possible	(or	even	appropriate)	to	
eliminate	it	from	research;	instead	the	researcher	should	accept	it	and	reflect	
upon	its	implications.	Thus,	although	I	have	tried	to	place	interviewer	and	
interviewee	on	a	more	equal	footing	through	strategies	such	as	inviting	the	
participants	to	select	a	preferred	venue	for	each	interview,	I	have	also	striven	to	
maintain	a	high	degree	of	reflexivity	-	using	memos	to	record	my	own	thoughts	
and	feelings	regarding	the	way	in	which	interviews	proceeded,	coupled	with	
comments	regarding	this	from	the	study	participants.			
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Price’s	(2002)	second	issue	i.e.	that	of	‘interrogating’,	also	presents	operational	
and	epistemological	challenges	to	the	constructivist	GTM	researcher.	If	one	
accepts	that	data	is	made	extant	through	co-construction,	then	no	interrogation	
is	in	fact	necessary.	Even	so,	the	research	interview	is	more	than	an	informal	
social	dialogue,	and	the	interviewer	must	still	advance	their	agenda	in	terms	of	
surfacing	data	for	theory	induction.	Thus,	the	discovery	of	a	rich	theoretical	vein	
or	high	degree	of	coherence	between	the	current	topic	and	emerging	themes	can	
easily	result	in	overzealous	questioning	that	may	damage	any	rapport	developed	
and	ultimately	result	in	the	potential	loss	of	rich	data	(Price	2002,	Charmaz	
2006).	A	number	of	strategies	that	may	be	utilised	in	counteracting	this	have	
however	been	identified	within	the	literature	-	Tod	(2006)	categorises	questions	
into	a	hierarchy	of	threat	and	complexity,	advocating	that	those	of	a	more	
challenging	nature	be	introduced	only	after	rapport	has	been	established.		Price	
(2002)	expands	upon	this	approach	with	his	concept	of	laddered	questions;	here	
the	interviewer	selects	the	type	of	question	more	reflexively	in	response	to	the	
discourse,	and	is	based	upon	the	premise	that	there	will	be	a	shared	
understanding	of	what	might	be	considered	intrusive.	Mishler	(1991)	takes	a	
less	structured	approach,	suggesting	simply	that	that	the	interview	conditions	
should	be	such	that	the	interviewee	may	be	empowered	to	tell	their	story.			
	
	The	semi-structured	interview	schedule	I	employed	encompassed	a	
combination	of	these	strategies.	I	began	by	simply	asking	the	respondents	to	
“Tell	me	in	your	own	words	about	what	happened”	with	the	subsequent	questions	
following	Tod’s	(2006)	hierarchy	i.e.	behaviour,	knowledge	and	belief.	
Throughout	the	interviews,	I	attempted	to	maintain	an	open	and	Socratic	
dialogue,	although	at	times	this	did	lead	to	some	digression	(one	interview	lasted	
well	over	100	minutes).	Nevertheless,	through	such	a	process,	I	was	able	to	
ensure	that	the	events	holding	salience	for	each	individual	participant	were	fully	
explored.		
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Price’s	(2002)	third	area	of	concern	relates	to	sustaining	an	interview;	patently	
this	did	not	prove	to	be	problematic,	but	a	number	of	the	other	issues	raised	did	
hold	some	resonance	for	me.	Tod	(2006)	urges	the	investigator	to	say	as	little	as	
possible	within	the	interview;	I	personally	found	this	quite	challenging,	and	
sometimes	even	found	myself	co-theorising	with	a	participant	regarding	a	
particular	theme	or	phenomenon.	Charmaz	&	Belgrave	(2012)	comment	upon	
the	fact	that	ceding	control	of	the	interview	space	for	those	who	normally	
dominate	conversation	may	sometimes	pose	significant	difficulties.	Recognising	
this	quality	in	myself,	I	strove	to	ensure	that	participants	were	given	a	voice,	and	
periodically	re-examined	my	efforts	in	this	endeavour	through	the	reflexive	
memoing	process	inherent	within	constructivist	GTM.	
	
Within	both	the	pilot	and	main	study	presented,	I	elected	to	digitally	record	all	
interviews	in	their	entirety,	and	later	transcribe	them	verbatim.	The	advantages	
and	limitations	of	this	approach	have	been	extensively	debated	within	the	
literature	(Glaser	1998,	Morse	2001,	Stern	and	Covan	2001,	Birks	and	Mills	
2011)	but	such	an	approach	afforded	me	a	number	of	clear	benefits.	Rather	than	
attempting	to	make	detailed	notes,	I	was	able	to	focus	upon	conducting	the	
actual	interview	-	a	practice	that	I	initially	found	quite	challenging.	The	process	
of	transcribing,	although	laborious,	also	acquainted	me	in	a	far	more	intimate	
way	with	my	data,	facilitating	analysis	and	insight	generation.	Use	of	audio	
recording	also	has	a	further	benefit,	in	that	it	eradicates	a	reliance	upon	memory,	
and	the	potential	risk	of	forcing	of	data	into	categories	as	a	consequence	of	the	
researcher’s	bias	(Charmaz	2006).	
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Piloting	the	Approach	

Within	social	science	research,	a	pilot	study	may	serve	a	number	of	purposes;	it	
may,	for	instance,	be	utilised	to	assess	the	feasibility	of	a	major	study	-	indeed	
many	pilot	studies	are	carried	out	for	this	very	purpose	(Bond	and	Gerrish	
2006).		However,	it	may	also	be	used	to	‘pre-test’	and	subsequently	refine	a	
research	instrument	or	series	of	questions	(Baker	1998,	Lacey	2006,	Tod	2006),	
as	is	the	case	within	this	project.	
	
For	the	pilot	study,	a	semi-structured	interview	schedule	was	developed,	and	4	
participants	selected	according	to	the	criteria	outlined	at	the	beginning	of	the	
chapter.	Participants	were	required	to	identify	a	salient	event	from	their	own	
practice	and	record	this	as	a	critical	incident.	I	then	met	with	the	pilot	study	
participants,	and	employed	the	nascent	interview	schedule	to	explore	the	critical	
incident	that	had	been	chosen.		
	
Although	the	semi-structured	interview	schedule	developed	was	broadly	
effective	in	facilitating	insight	into	the	cognitive	processes	of	the	participants,	
and	effect	each	pedagogical	strategy	had	upon	these,	a	number	of	limitations	did	
emerge.	Some	of	the	initial	prompt	questions	e.g.	“What	happened	next?”	were	
superfluous	(this	simply	followed	as	part	of	the	participant	narrative),	whereas	
more	abstract	concepts	such	as	the	nature	of	‘knowledge’	required	greater	
clarification.	Some	of	the	participants	seemed	to	struggle	particularly	with	
conceptualising	and	codifying	this	term,	often	equating	knowledge	exclusively	
with	one	specific	form	i.e.	the	propositional	(Heron	1996,	Heron	and	Reason	
2008),	or	empirical	(Carper	1978).	Eraut	(2000)	acknowledges	this	phenomenon	
-	suggesting	that	practitioners	may,	as	a	consequence	of	educational	
socialisation,	not	fully	appreciate	the	value	of	non-formal	learning	modalities	
and	tacit	knowledge	sources	(a	finding	borne	out	within	this	study).		
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There	also	appeared	to	be	some	conflation	of	‘learning’	and	‘experience’	amongst	
the	participants,	possibly	catalysed	by	the	simple	fact	that	I	asked	about	both	
within	a	single	question;	these	processes	were	subsequently	dealt	with	
separately.	Within	the	pilot	interview	schedule,	there	was	a	specific	focus	upon	
the	role	of	these	two	factors	within	knowledge	conceptualisation,	yet	two	of	the	
participants	actually	made	reference	to	other	variables	(both	intrinsic	and	
extrinsic).	A	further	question	was	therefore	added	asking	participants	if	they	
could	“…think	of	any	other	factors	that	influenced	the	way	in	which	you	dealt	with	
the	situation?”		
	

I	have	made	some	reference	to	the	fact	that	I	initially	found	the	interview	process	
to	be	quite	demanding	in	terms	of	managing	the	psychological	environment,	
agency	of	participant,	pace	of	interview,	and	quality	of	data	collected	 	an	issue	
reflected	within	the	literature	(Robson	2002).	Kvale	and	Brinkmann	(2009)	
equate	this	development	of	interviewing	skill	to	an	apprenticeship;	in	that	only	
through	immersion	within	the	milieu	may	one	become	more	proficient.	This	
sentiment	was	echoed	by	a	number	of	the	pilot	study	participants,	who	stated	
that	although	they	found	an	in-depth	examination	of	their	practice	to	be	both	
stimulating	and	useful,	it	also	represented	a	cognitively	challenging	exercise	(the	
term	‘gruelling’	was	used	by	one	individual).		
	

The	Main	Study	

Having	refined	my	interview	schedule,	I	proceeded	to	gather	and	analyse	data	
within	my	main	study	(figure	4).	Having	provisionally	secured	an	agreement	to	
participate	from	a	number	of	those	practitioners	contacted,	I	began	to	sequence	
interviews	in	such	a	manner	that	they	could	be	rapidly	transcribed	and	analysed	
using	constant	comparison.	As	with	the	pilot	study,	participants	were	canvassed	
regarding	a	preferred	location	for	the	interview;	predominantly	this	was	the	
University	Campus	(for	which	I	booked	a	seminar	room),	although	I	did	
interview	two	individuals	in	their	homes,	and	one	in	an	extremely	noisy	coffee	
shop.		
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The	initial	semi-structured	interview	schedule	was	modified	in	light	of	findings	
from	the	pilot	study,	and	employed	during	the	process	of	initial	coding.	Use	of	
theoretical	sampling	as	categories	emerged	necessitated	some	subtle	
augmentation	of	the	instrument	in	the	manner	previously	discussed	within	this	
chapter.	Data	analysis	took	place	from	the	first	interview,	and	data	was	
iteratively	compared,	contrasted,	and	re-synthesised	throughout	the	collection	
and	analysis	phases	of	the	study;	these	processes	are	presented	separately	
within	this	thesis	for	the	purpose	of	clarity.		
	
	

	
	

	 	Figure	4.	Initial	Data	Collection	&	Analysis	Process	
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Data	Analysis	

The	challenge	for	the	qualitative	researcher	centres	upon	in	the	ascertaining	of	
meaning	in	the	language	and	actions	of	those	within	their	specific	scheme	of	
inquiry.	One	of	the	strengths	of	the	Grounded	Theory	Methodology	lies	in	the	
structured	framework	it	offers	the	researcher	in	realising	this	aim.	Unfortunately	
this	does	also	result	in	operational	complexity	-	the	vast	array	of	analytical	
terminology	only	serving	to	compound	these	difficulties	(Birks	and	Mills	2011).	
As	I	have	previously	discussed,	a	number	of	schools	of	GTM	exist,	and	each	of	
these	takes	an	approach	to	analysis	that,	although	broadly	similar,	contain	a	
multiplicity	of	nuances	that	reveal	what	appears	ostensibly	as	a	straightforward	
method	to	be	extremely	complex	(Walker	and	Myrick	2006,	Chen	and	Boore	
2009).		Nevertheless,	the	various	forms	of	GTM	do	feature	a	number	of	core	
elements	 	these	being	concurrent	data	collection	and	analysis,	constant	
comparison,	memo	writing,	coding,	and	theoretical	induction/integration,	and	it	is	
these	tools	that	have	driven	my	own	data	analysis.		
	
Within	this	project	I	have	generally	followed	the	constructivist	ethos	exemplified	
by	Charmaz	(2006,	2014),	but	for	reasons	that	will	be	articulated	as	the	chapter	
progresses,	I	have	also	replicated	some	of	the	procedural	steps	outlined	by	both	
Corbin	and	Strauss	(2008)	and	Birks	and	Mills	(2011).	I	additionally	found	the	
Conditional	Relationship	Guide	(Scott	2004,	Scott	and	Howell	2008)	to	be	of	
particular	utility	within	the	axial	coding	process.	Urquhart	(2013)	acknowledges	
that	for	those	new	to	GTM,	data	analysis	may	well	not	proceed	in	a	‘textbook’	
manner,	but	provided	that	some	rationale	for	modification	has	been	advanced		
(as	I	have	done	here),	this	need	not	be	an	issue.		In	order	to	increase	clarity	for	
the	reader	within	my	data	analysis,	I	have	used	italics	to	indicate	my	
subcategories/categories,	whilst	bold	type	denotes	a	code.	
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Preliminary	Data	Analysis	

Corbin	and	Strauss	(2008)	suggest	that	the	first	step	in	any	data	analysis	should	
consist	of	a	thorough	reading	of	the	materials	from	beginning	to	end.	My	own	
transcription	of	the	participant	interviews	was	particularly	valuable	in	this	
respect,	allowing	me	to	become	intimately	acquainted	with	data	that	would	form	
the	theoretical	substrate	for	my	study.	I	further	ensured	the	accuracy	of	my	
transcriptions	by	replaying	the	digital	audio	files	whilst	re-reading	my	
transcribed	interviews.	
	

Memo	Writing	

One	area	in	which	the	majority	of	GTM	theorists	are	in	agreement,	is	the	vital	
importance	of	‘memoing’	(Glaser	and	Strauss	1967,	Glaser	1978,	Corbin	and	
Strauss	2008,	Birks	and	Mills	2011,	Urquhart	2013,	Charmaz	2014).	Through	
this	inherently	reflexive	process,	the	researcher	interrogates	their	data	for	ideas	
relating	to	emerging	codes,	and	as	importantly,	the	relationships	between	them.	
Thus,	memoing	functions	as	an	interactive	space	in	which	the	researcher	may	
explore	their	data,	and	ultimately	induct	substantive	theory	(Lempert	2007).	
Strauss	&	Corbin	(1998)	recommended	in	their	earlier	work	that	memos	be	
organised	according	to	process;	this	has	been	more	recently	eschewed,	and	
contemporary	thinking	advocates	against	prescriptive	rules	that	could	interfere	
with	the	fluidity	of	the	process	(Corbin	and	Strauss	2008,	Charmaz	2014).		
	
Memoing	should	however	commence	at	the	very	beginning	of	data	analysis,	and	
continue	until	substantive	theory	has	been	developed	(Corbin	and	Strauss	2008,	
Birks	and	Mills	2011).	I	personally	found	it	useful	to	organise	my	memos	
according	to	type	i.e.	analytical	or	reflexive;	this	allowed	me	to	differentiate	
between	thoughts	regarding	my	relationship	with	the	data	(and	its	emerging	
codes	and	categories),	and	my	personal	experience	of	conducting	a	GTM	study	
(and	the	impact	this	will	have	had	upon	the	study).	I	do	nevertheless	
acknowledge	that	such	delineation	is	ultimately	artificial,	as	both	elements	are	of	
course	functioning	synergistically	within	the	process	of	theory	induction.		
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My	initial	memoing	efforts	related	primarily	to	this	latter	aspect	 	encompassing	
aspects	such	as	grappling	with	the	complexity	of	the	methodology,	or	the	
challenges	of	interviewing.	However,	as	is	echoed	within	the	literature	(Corbin	
and	Strauss	2008,	Charmaz	2014),	my	memoing	began	to	change	focus	as	the	
study	progressed	 	becoming	more	abstract,	and	focusing	upon	analytical	
aspects	as	I	moved	further	towards	the	induction	of	a	substantive	Grounded	
Theory.	
	

Diagramming	

As	a	strong	visual	thinker,	I	found	diagramming	to	be	particularly	useful	in	terms	
of	exploring	my	data.	A	number	of	authors	identify	the	efficacy	of	utilising	
memoing	and	diagrams	in	tandem	to	advance	the	analysis	 	both	in	terms	of	
conceptualising	data	visually	(Corbin	and	Strauss	2008)	and	specifying	the	
relationships	between	respective	codes	and	categories	(Clarke	2005,	Urquhart	
2013).	Indeed,	Birks	&	Mills	(2011)	suggest	that	diagramming	is	the	tool	that	
operationalizes	the	logic	of	abductive	reasoning	so	key	to	the	GTM.	I	began	to	
generate	diagrams	as	the	very	outset	of	coding;	these	initially	contained	large	
volumes	of	initial	codes	that	I	attempted	to	cluster	(Charmaz	2014)	into	common	
themes.	As	my	analysis	progressed,	and	I	moved	through	the	stages	of	coding,	
diagrams	built	upon	one	another	(Urquhart	2013),	and	a	tentative	map	of	the	
processes	explicated	within	my	substantive	Grounded	Theory	emerged.	I	have	
included	some	examples	explicating	this	evolution	within	appendix	6.	
	

Initial	Coding	

Open	or	initial	(Charmaz	2006,	Charmaz	2014)	coding	seeks	to	fracture	(Glaser	
and	Strauss	1967)	the	data	in	order	to	elucidate	the	underlying	patterns	or	
phenomena.	Charmaz	(2006)	stresses	the	importance	of	staying	close	to	the	data	
within	this	process,	and	the	analysis	of	data	on	a	line-by-line	basis	ensures	this	
focus	upon	detail.		
	 	



	 90	

Initial	coding	is	essentially	a	recursive	process	that	involves	breaking	down	data	
into	discreet	units,	assigning	labels	to	these,	and	constantly	comparing	code	to	
code	and	incident	to	incident	(Charmaz	2006).	Such	a	process	ultimately	reveals	
patterns	within	the	data,	and	allows	the	researcher	to	identify	concepts	and	
categories	that	may	then	be	dimensionalised	within	axial	coding	(Corbin	and	
Strauss	2008).	Coding	is	an	inherently	reflexive	process	(Birks	and	Mills	2011),	
and	if	the	subconscious	application	of	‘pet’	theory	(Glaser	1992)	to	nascent	codes	
is	to	be	avoided,	one	must	also	constantly	interrogate	oneself	regarding	any	early	
analytical	decisions.		
	
Within	initial	coding,	it	is	very	easy	for	the	novice	researcher	to	assign	codes	that	
simply	précis	what	is	found	within	the	data	(Kelle	2005),	or	use	topics	and	
themes	that	render	complex	phenomena	static	and	one-dimensional	-	a	position	
far	removed	from	the	Symbolic	Interactionist	roots	of	GTM.	Charmaz	(2014)	
therefore	recommends	the	use	of	verbs	or	gerunds	when	coding,	as	such	an	
approach	preserves	the	sense	of	action	and	fluidity	of	participant	experiences.	In	
order	to	further	preserve	the	meaning	of	the	participants,	their	actual	words	may	
be	employed	as	a	so-called	in	vivo	code	(Strauss	1987).		Such	codes	can	often	
seem	quite	appealing,	and	may	be	particularly	useful	for	capturing	the	unique	
perspectives	of	participants	(Urquhart	2013).	Charmaz	(2014)	does	however	
counsel	the	novice	to	ensure	that	such	codes	remain	subject	to	robust	analytical	
treatment,	as	they	will	ultimately	need	to	be	integrated	into	substantive	theory.	
Examples	of	in	vivo	codes	within	this	project	include	getting	the	learning	out	of	
it,	being	able	to	finish	the	loop,	and	urban	myths.	I	have	also	included	an	
example	of	my	initial	coding	within	appendix	4.	
	
A	number	of	seminal	grounded	theorists	also	stress	the	importance	of	ensuring	
that	data	interrogation	encompasses	as	many	interpretations	as	possible	(Glaser	
1978,	Strauss	1987,	Charmaz	2006,	Corbin	and	Strauss	2008).	Charmaz	(2006)	
highlights	the	importance	of	maintaining	critical	reflexivity	when	examining	the	
data.	Questions	that	may	facilitate	such	a	mind-set	include	‘what	process	is	at	
issue	here?’,	and	‘what	are	the	consequences?’		
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Having	employed	such	a	strategy	within	my	own	study,	I	did	find	that	this	often	
resulted	in	assigning	a	number	of	codes	to	the	same	section	of	text.	For	example,	
the	excerpt	below	was	coded	for	reflecting	as	a	group,	getting	the	learning	
out	of	it,	collaborative	learning,	and	learning	from	other	students:	
	

…but	I	think	we	got	more	out	of	it	because	there	were	people	from	all	those	different	areas,	

and	they	could	bring	their	thoughts,	experiences	etc.	into	it.	

Participant	M1	C1	

	
All	interview	data	was	transcribed	verbatim	into	Microsoft	Word©,	and	then	
manually	coded	within	the	NVivo©	software	environment.	I	proceeded	with	line-
by-line	analysis,	assigning	codes	to	actions	or	processes	that	delineated	my	
understanding	of	them	(Corbin	and	Strauss	2008).	My	initial	coding	of	the	
interview	data	unlocked	a	wealth	of	material,	and	consequently	I	generated	a	
high	volume	of	initial	codes	(appendix	4).	Some	of	these	were	merely	
duplications,	whilst	others	explicated	phenomena	that	although	interesting,	
were	beyond	the	scope	of	the	study	e.g.	the	tacit	values	embedded	within	the	
language	of	various	healthcare	professionals.	As	I	proceeded	through	initial	
coding,	I	began	to	group	the	identified	concepts	into	tentative	themes,	which	
were	then	assigned	higher	order	labels,	thus	marking	transition	into	focused	
coding	and	commencement	of	category	development	(Corbin	and	Strauss	2008).	
	

Focused	Coding	

Focused	coding	represents	the	second	major	phase	of	data	analysis,	and	involves	
reviewing	one’s	initial	codes	for	conceptual	strength	and	theoretical	reach	
(Charmaz	2014).	Although	it	is	presented	here	in	a	separated	manner	for	the	
purposes	of	clarity,	focused	coding	takes	place	concomitantly	with	initial	coding	
from	the	point	at	which	codes	are	first	generated.	As	a	novice	researcher,	I	found	
the	practice	to	be	quite	challenging,	but	by	following	the	advice	of	Charmaz	
(2006)	and	coding	for	gerunds,	I	was	able	to	avoid	facile	descriptions	of	process.	
Nevertheless,	as	I	moved	into	focused	coding,	I	could	see	that	at	times,	recurring	
phenomena	had	been	explicated	using	a	variety	of	different	gerunds,	and	my	
challenge	then	was	to	select	those	that	best	represented	the	underlying	process.		
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Reviewing	my	memos	from	this	time,	I	note	that	I	used	the	term	‘pruning	codes’,	
as	I	imagined	myself	cutting	away	extraneous	material	that	would	allow	my	
emerging	Grounded	Theory	to	flourish.	Although	some	of	the	codes	I	retained	
and	pursued	did	not	occur	within	large	volumes,	I	elected	to	keep	them	as	I	felt	
they	encapsulated	important	elements	or	concepts	-	often	these	were	in	vivo	
codes	directly	obtained	from	the	participants.		
	
This	issue	has	been	recognised	within	constructivist	GTM	literature;	Charmaz	
(2014)	states	that	one	may	indeed	retain	a	focused	code,	or	even	elevate	it	to	the	
status	of	category	provided	that	it	is	sufficiently	telling.	One	such	example	from	
this	study,	being	in	a	safe	space,	related	to	importance	ensuring	the	
environment	for	Co-operative	Inquiry	was	adequately	supportive:	
	

So	you	learned	so	much	from	your	colleagues	as	well,	so	all	the	time	we	are	sort	of,	it’s	quite	

an	exposed,	you	find	yourself	being	quite	exposed	on	that	course.	But	so	does	everyone	else,	

so	it’s	safe	as	well?	It’s	safe	to	sort	of	expose	yourself,	and	I	think	that’s	really	healthy	

because	there’s	not	many	courses	like	that,	that	you	do,	there’s	that	level	of	honesty.	

Participant	M1	C2	

	
Participant	M1	C3	makes	a	similar	point	regarding	the	importance	of	such	an	
environment	in	facilitating	the	multiple	subjectivities	(Heron	1996)	crucial	to	the	
Co-operative	Inquiry	process:	
	

But	it	was	an	area	where	you	could	actually,	I	think	give	your	views	confidently	and,	not	

expecting	those	views	to	be	taken	on	board,	but	being	allowed	to	look	at	something	and	

think,	"I	don't	know	much	about	that,	but	if	that	was	me,	I	would	have	approach	that	this	

way".	

	

As	I	transitioned	from	initial	to	focused	coding,	a	number	of	tentative	categories	
did	begin	to	emerge,	and	these	were	refined	as	further	data	was	collected	and	
analysed.		
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Figure	5	demonstrates	the	way	in	which	I	began	to	develop	the	Collaborative	
Working	category.	As	one	might	expect,	the	Co-operative	Inquiry	group	utilised	a	
wide	variety	of	collaborative	learning	processes	-	indeed	many	of	these	were	
embedded	in	the	pedagogical	approach.	Looking	more	closely	at	the	learning	
from	other	students	code,	this	is	clear	within	the	first	statement:	
	

And	it's	the	way	the	course	was	run,	actually	by	them	presenting	their	scenarios,	their	

essays	and	things.	I	wouldn't	have	known	that,	because	maybe	you'd	been	doing	your	essay	

on	infection	control,	I	would	have	been	doing	mine	on	bladder	cancer.	
Participant	M1	C6	

	
However,	a	number	of	these	collaborative	processes	had	a	high	degree	of	
universality,	taking	place	without	any	deliberate	pedagogical	engineering.	
Learning	from	other	students	can	also	be	seen	in	this	statement	from	a	
member	of	the	MSc	ACP	group:	
	

Yeah.	You	use	the	others	when	you	are	learning.	You	might	struggle	with	something,	or	

they	might	struggle	and	you	can	show	them.	So	you	both,	your	sharing	your	knowledge	as	

well.	Everybody	has	their	own	different	mentors	that	come	back	and	give	people	ideas,	so	

you	share	that.	

Participant	M1	ACP2	

	

	
Figure	5.	Collaborative	Learning	(Focused	Coding)	
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Through	the	processes	of	diagramming	and	memoing,	I	also	began	to	tentatively	
examine	the	relationships	between	these	nascent	categories	and	their	constituent	
codes,	but	found	it	quite	challenging	to	fully	dimensionalise	them.	Hence	I	made	
a	decision	at	this	point	to	diverge	from	the	pure	constructivist	GT	approach,	and	
also	employ	axial	coding	(Corbin	and	Strauss	2008)	to	explore	categories	and	
inter-category	relationships	in	more	detail.	
	

Axial	Coding	

If	one	accepts	that	the	process	of	initial	coding	facilitates	the	breaking	up	of	data	
for	the	purposes	of	analysis	(Corbin	and	Strauss	2008),	axial	coding	may	then	be	
viewed	as	a	structured	means	of	recombining	these	initial	codes	in	such	a	way	
that	relationships	are	demonstrated	between	them	(Fessey	2002).	Strauss	&	
Corbin	(1998,	p.	125)	envision	a	process	in	which	relationships	statements	
revolve	around	“the	axis	of	a	category”,	and	Charmaz	(2014)	describes	axial	
coding	as	a	means	of	specifying	the	properties	and	dimensions	of	category.	At	
this	point	within	my	own	study,	I	could	see	that	categories	were	beginning	to	
emerge,	but	was	not	confident	that	I	had	fully	explored	the	relationships	both	
between	the	categories	themselves,	and	the	codes	within	them.	Thus,	I	felt	that	
axial	coding	would	be	an	effective	means	of	deepening	my	analysis	within	this	
area.		
	
Unfortunately,	axial	coding	is	a	process	that	(at	least	to	a	novice	researcher	like	
myself)	appears	to	be	mired	in	ambiguity	(Kendall	1999,	Duchscher	and	Morgan	
2004,	Scott	and	Howell	2008).	Corbin	&	Strauss	(2008)	indicate	that	it	should	
take	place	at	the	same	time	as	open	coding	i.e.	new	codes	are	concurrently		
examined	in	relation	to	context,	process	and	outcome.	Conversely	Charmaz	
(2006,	2014)	states	that	it	follows	on	from	category	development.	Clarke	(2005)	
likewise	contends	that	axial	coding	functions	as	a	means	of	elaborating	a	
category.	Axial	coding	also	seems	to	have	parallels	with	the	theoretical	coding	
process	(Glaser	1978,	Charmaz	2006),	although	this	takes	place	within	the	latter	
aspects	of	data	analysis.	Nevertheless,	if	one	considers	the	whole	process	of	data	
analysis	within	GTM	to	be	essentially	iterative,	then	plotting	these	strategies	on	
any	form	of	linear	timeline	is	ultimately	artificial.		
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One	controversial	aspect	of	the	axial	coding	process	relates	to	its	utilisation	of	a	
‘coding	paradigm’	(Strauss	and	Corbin	1998).	The	paradigm	is	essentially	a	
heuristic	tool	that	asks	specific	questions	of	the	codes	and	categories	in	order	to	
elucidate	the	web	of	relationships	that	exist	between	them.	Glaser	(1992)	in	
particular	has	been	a	strong	opponent	of	the	paradigm,	suggesting	that	
employing	such	a	tool	will	result	in	the	forcing	of	data	into	preconceived	
categories	 	this	is	somewhat	ironic	when	one	considers	that	his	own	theoretical	
codes/families	fulfil	a	similar	function.	Charmaz	(2006,	2014)	acknowledges	the	
contentious	position	of	axial	coding	within	the	literature,	suggesting	that	
depending	upon	its	judicious	use,	it	may	extend	or	limit	one’s	vision.		
	
I	found	the	original	paradigm	proposed	by	Strauss	and	Corbin	(1998)	to	be	quite	
mechanistic,	and	indeed,	it	appeared	to	me	that	following	its	rigid	doctrine	
would	serve	only	to	atomise	my	data,	taking	me	further	away	from	a	substantive	
Grounded	Theory.	Nevertheless,	the	complex	relationships	that	exist	between	
categories	may	not	easily	be	intuited	by	the	neophyte	researcher	(Corbin	and	
Strauss	2008,	Scott	and	Howell	2008),	and	I	therefore	still	felt	that	I	needed	a	
framework	to	guide	my	analysis	 	this	was	ultimately	manifested	in	Scott’s	
‘Conditional	Relationship	Guide’	(Scott	2004,	Scott	and	Howell	2008),	a	tool	that	
clearly	sets	out	what,	when,	where,	why,	and	with	what	consequences	questions	in	
order	to	illuminate	the	relationships	between	categories	and	their	constituent	
codes.		
	
Remaining	with	my	earlier	example	of	Collaborative	Learning,	the	application	of	
axial	coding	allowed	me	to	identify	the	significance	of	learning	from	other	
students,	and	the	way	in	which	the	other	codes	fed	into	this	complex	process.	It	
was	also	interesting	to	see	how	working	collaboratively	functioned	as	both	
input	and	output;	working	in	this	way	was	key	to	effectively	learning	from	other	
students	(input),	but	working	collaboratively	also	enhanced	the	participants’	
skills	within	this	area	(output).			
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Participant	M1	C7	provides	an	example	of	this	input/output;	in	the	first	
example,	they	discuss	how	the	collaborative	process	can	enhance	the	
development	of	academic	work:	
	

So	I	think	that	was	the	most	valuable	thing	from	that,	is	there	was	a	cycle	of	other	people	

being	involved,	and	helping	to	shape	your	thinking	and	critiquing.	

	
This	second	statement	indicates	how	working	collaboratively	was	carried	
forward	into	their	clinical	practice:	
	

I	think	engaging	others	was	probably	one	of	the	big	changes	I	see	in	my	style	of	working	I	

guess,	if	given	a	project	10	or	15	years	ago	and	given	one	to	do	now.	
	
Again,	as	a	consequence	of	the	underpinning	pedagogy,	working	
collaboratively	did	feature	more	heavily	within	the	Co-operative	Inquiry	group,	
but	there	was	also	some	indication	of	this	‘output’	aspect	from	the	other	set	of	
participants:	
	

I	think	the	networking	came	from	having	done	the	course,	but	also	the	confidence	to	

approach	people.	To	approach	either	other	practitioners	or	clinicians	

Participant	M1	ACP5	

	
Through	the	Conditional	Relationship	Guide	(Scott	2004,	Scott	and	Howell	
2008),	I	ultimately	categorised	Collaborative	Learning	as	an	aspect	of	the	
Knowledge	Integration	process.	I	was	however	able	to	use	the	guide	to	identify	
any	codes	within	Collaborative	Learning	that	specifically	influenced	aspects	of	
other	categories.	For	example,	a	number	of	participants	(predominantly	from	the	
Advanced	Clinical	Practitioner	group)	highlighted	the	importance	of	being	
effectively	supported	in	practice:	

	
If	I	had	to	put	money	on	it,	I	wouldn’t	say	that	it	was	formal,	classroom,	one	to	one.	I	would	

say	that	it	was	more	me	being	a	practitioner	and	learning	from	consultants,	and	from	

colleagues.	

Participant	M1	ACP3	
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Yeah,	obviously,	you	know,	with	my	clinical	examination	skills,	all	work	that	you	do	in	the	

clinical	simulation	suite;	I	mean	that's	invaluable,	that	is.	But	it’s	also	the	stuff	that	you	do	

in	practice	as	well,	with	your	medical	mentor.		
Participant	M1	ACP10	

	
With	the	doctor	in	the	hospital,	it	wasn't	quite	as	good	an	experience	in	some	ways,	but	

when	I	was	doing	the	course.	Because	I	used	to	go	on	the	ward	and	follow	the	team	around,	

and	I	learned	a	lot	that	way,	but	I	didn't	have	a	lot	of	opportunity	to	practice	the	clinical	

examination	as	much.	

Participant	M1	ACP8	

	
As	I	further	dimensionalised	the	data	within	axial	coding,	I	could	see	the	way	this	
mentored	support	(or	lack	thereof)	could	impact	elsewhere	within	the	processes	
of	knowledge	construction	i.e.	An	Intrinsic	Desire	to	Learn,	a	code	within	the	
Catalysers	&	Inhibitors	category:	
	

It’s	about	being	there	and	doing	it,	but	it's	also	about	wanting	to	learn	from	others.	From	

exposing	yourself	to	other	practitioners.		

	

Participant	M1	ACP7	

	
Figure	6	reveals	the	way	in	which	aspects	of	the	Collaborative	Working	category	
developed	as	a	consequence	of	axial	coding	using	the	Conditional	Relationship	
Guide	(Scott	2004,	Scott	and	Howell	2008).	A	larger	diagram	indicating	the	
relationship	between	codes	and	categories	may	be	found	in	appendix	6.		
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Bowen	(2008)	suggests	that	intermediate	level	coding	(focused/axial)	continue	
until	some	form	of	theoretical	saturation	takes	place.	I	found	little	new	data	
elaborating	the	properties	and	dimensions	of	my	emerging	categories	by	the	
time	I	had	reached	the	18th	interview	 	at	this	point	the	participants	seemed	to	
be	articulating	the	same	processes,	but	with	slight	variation	in	terminology.	
Nevertheless,	I	continued	to	collect	and	analyse	data	until	I	felt	I	had	enough	to	
build	a	“comprehensive	and	convincing	theory”	(Morse	1995,	p.	148)	-	24	
interviews	were	eventually	conducted	using	the	aforementioned	GTM	tools.		
	
	
	 	

Figure	6.	Collaborative	Learning	(Axial	Coding)	
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Identifying	a	‘Core	Category’	

Early	GTM	texts	(Glaser	1978,	Strauss	and	Corbin	1990)	make	reference	to	the	
need	for	the	identification	and	explication	of	a	core	category,	or	major	theme	of	
the	research	from	which	the	substantive	theory	has	emerged.	This	core	category	
	which	may	reflect	a	‘basic	social	process’	(Glaser	2005),	encapsulates	the	key	
processes	extant	within	its	subordinate	categories.	Although	Glaser	(2005)	
maintains	that	a	core	category	must	be	present	in	any	GTM	research	study,	
recent	theorists	have	taken	a	less	prescriptive	approach	involving	the	explication	
the	manner	in	which	categories	and	subcategories	integrate	to	form	a	
substantive	theory	(Clarke	2005,	Charmaz	2006,	Charmaz	2014).	Clark	(2009)	
also	acknowledges	the	inherently	constructivist	nature	of	any	this	process	i.e.	
different	phenomena	within	the	same	data	may	have	particular	relevance	for	
individual	researchers,	resulting	in	the	identification	of	a	variety	of	core	
categories.	
	
I	wanted	to	see	if	I	could	identify	a	core	category	within	my	data,	but	did	find	the	
process	to	be	quite	challenging.	As	with	the	coding	processes,	I	again	employed	
diagramming	and	theoretical	memoing	in	parallel;	I	continued	to	organise	and	
re-organise	my	categories	(using	a	computer	aided	design	program),	and	each	
time	a	speculative	core	category	emerged,	I	would	memo	my	thoughts	regarding	
the	embedded	processes	and	relationships.	My	final	core	category	surfaced	from	
what,	upon	reflection,	seems	to	be	a	process	of	abductive	reasoning.	I	wrote	
about	this	process	earlier	within	the	thesis,	and	must	confess	that	although	I	
understood	the	mechanism	at	an	intellectual	level,	I	was	wholly	unsure	of	how	it	
might	be	of	any	utility	within	the	study	-	despite	the	fact	that	it	is	considered	a	
core	analytical	tool	within	GTM	(Bryant	and	Charmaz	2007,	Charmaz	2011,	
Charmaz	2014).		
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However,	I	found	that	by	repeatedly	diagramming,	memoing,	and	comparing	
code	to	code	and	category	to	category,	I	began	to	get	some	feel	for	a	core	process	
taking	place;	I	ultimately	classified	this	core	category	as	Knowledge	Integration,	
with	Learning	Through	Reflection,	Collaborative	Learning,	Making	Connections,	
and	Catalysers	&	Inhibitors	being	subcategories	of	this.	There	had	been	much	
discussion	within	the	interviews	regarding	the	forms	of	knowledge	participants	
had	drawn	upon,	and	the	subsequently	generated	codes	resulted	in	the	creation	
of	a	category	entitled	‘A	Personal	Knowing’.	I	had	struggled	with	this	particular	
category	when	trying	to	explicate	a	theoretical	scheme,	but	after	the	emergence	
of	the	core	category,	I	realised	that	‘A	Personal	Knowing’	was	in	fact	an	outcome	
of	these	knowledge	integration	processes.	Thus,	both	pedagogical	approaches	
employed	here	(in	a	variety	of	different	ways)	facilitate	(varying	degrees	of)	
knowledge	integration	culminating	in	‘A	Personal	Knowing’	that	seems	to	echo	
the	personal	theory	of	practice	discussed	in	the	early	chapters	of	this	work.	
	

Conclusions	

This	chapter	has	outlined	the	manner	in	which	I	executed	my	GTM	study.	This	
included	participant	selection,	data	collection,	and	analysis	using	a	primarily	
constructivist	approach,	supported	with	axial	coding	using	the	‘Conditional	
Relationship	Guide’	(Scott	2004,	Scott	and	Howell	2008).	Through	the	
application	of	the	methods	outlined	within	this	chapter,	four	categories	have	
emerged	from	the	data:	Learning	Through	Reflection,	Collaborative	Learning,	
Making	Connections,	Catalysers	&	Inhibitors,	with	Knowledge	Integration	
emerging	as	the	core	category.		Within	the	following	chapter	I	will	use	the	
storyline	approach	to	fully	elaborate	my	theoretical	scheme;	the	study	findings	
and	impact	the	varying	pedagogical	strategies	had	upon	Knowledge	Integration	
and	Personal	Knowing	will	also	be	explored	here.		
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Chapter	5	–	Developing	A	Personal	Knowing	

Introduction	

The	previous	chapters	have	introduced	the	study	and	provided	a	rationale	for	
the	design	and	methods	employed.	Within	this	chapter	I	will	present	the	findings	
from	the	data;	this	consists	of	four	categories	that,	through	the	process	of	
Knowledge	Integration	(the	core	category),	result	in	the	generation	and	
modification	of	‘A	Personal	Knowing’.	In	order	to	clearly	elucidate	my	substantive	
theory,	the	storyline	approach	has	been	employed.	Storyline	as	a	means	of	
achieving	theoretical	integration	was	first	advanced	by	Strauss	&	Corbin	(1990,	
p.	116)	as	a	means	of	“conceptualising	the	story	and	core	category”.	It	has	utility	
in	terms	of	theoretical	construction,	integration,	and	explication	 	functioning	as	
a	means	of	assisting	in	the	production	of	substantive	theory,	whilst	also	
providing	a	vehicle	by	which	it	may	be	relayed.		
	
The	storyline	approach	has	however	been	criticised	by	Glaser	(1992)	quite	
heavily	on	the	grounds	that	it	may	act	as	a	framework	into	which	researchers	
may	attempt	to	fit	their	nascent	theory.	This	could	certainly	be	an	issue	if	
storyline	was	used	indiscriminately	from	the	inception	of	a	GTM	study,	and	
although	I	have	used	aspects	such	as	the	creation	of	hypothetical	statements	
(Strauss	and	Corbin	1990)	to	explore	relationships	between	codes	and	
categories,	I	have	maintained	a	reflexive	approach	to	data	analysis	 	constantly	
memoing	and	questioning	my	coding	decisions	in	order	to	avoid	subconsciously	
making	my	theory	fit	with	existing	frameworks.		
	
Birks	and	Mills	(2011)	suggest	first	presenting	the	Grounded	Theory	as	a	whole,	
before	taking	the	composite	elements	and	relating	them	to	extant	and	
contemporary	literature.	I	will	be	adopting	this	approach	 	presenting	my	
substantive	theory	within	this	chapter,	and	discussing	it	in	the	wider	context	of	
the	literature	within	chapter	6.		
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‘A	Personal	Knowing’	

Within	this	thesis,	I	have	contended	that	those	working	within	advanced	practice	
roles	draw	upon	a	discreet	and	highly	personal	knowledge	base;	a	so-called	
theory	of	practice.	Through	the	methods	previously	outlined,	I	have	been	able	to	
induct	a	substantive	theory	explicating	the	way	in	which	selected	pedagogical	
approaches	catalyse	the	development	of	this	reservoir	of	expertise	(encapsulated	
within	‘A	Personal	Knowing’).	I	have	previously	made	reference	to	the	fact	that	I	
have	found	diagramming	to	be	particularly	useful	as	an	analytical	tool,	but	it	may	
also	prove	an	efficacious	means	of	presenting	theory	(Birks	and	Mills	2011).	
Strauss	and	Corbin	(1998)	however	highlight	the	need	to	focus	upon	abstraction,	
logic,	and	flow	in	any	visual	presentation	of	GTM,	and	I	have	therefore	de-
cluttered	the	model	with	this	goal	in	mind.	Figure	7	 	depicting	the	substantive	
Grounded	Theory	of	‘Developing	A	Personal	Knowing’	has	been	simplified	for	the	
purposes	of	clarity,	and	a	full	representation	of	the	theoretical	scheme	may	be	
found	within	appendix	6.	

	
	 Figure	7.	'Developing	A	Personal	Knowing'	
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As	one	might	expect,	the	cognitive	processes	involved	in	‘Developing	A	Personal	
Knowing’	are	highly	complex,	and	in	keeping	with	the	nature	of	substantive	
theory	(Charmaz	2006,	Birks	and	Mills	2011,	Charmaz	2014),	I	acknowledge	that	
they	may	be	specific	to	(a)	this	sample,	and	(b)	my	own	interpretation	of	the	
data.	Nevertheless,	it	is	hoped	that	the	findings	presented	here	will	provide	some	
insight	into	this	process,	as	well	as	examining	the	relative	efficacy	of	two	selected	
pedagogical	strategies	in	terms	of	its	facilitation.	
	
The	core	of	this	study	relates	to	the	way	in	which	selected	pedagogical	
approaches	impact	upon	the	dynamic	construction	and	utilisation	of	knowledge	
amongst	advanced	practitioners.	One	of	the	first	tasks	in	explicating	any	
personal	theory	of	practice	is	therefore	establishing	the	sources	of	knowledge	
that	individuals	draw	upon.	Within	the	interview	schedule	(appendix	3)	
participants	were	first	asked	to	think	about	how	they	knew	what	to	do	i.e.	the	
sources	of	knowledge	that	underpinned	their	decisions.	These	are	reflected	in	
the	subcategories	Knowing	Through	Experience,	a	Synergy	of	Knowledge	Sources,	
Knowing	Propositionally,	and	the	Influences	of	Personal	Beliefs	and	Values	and	
represented	in	figure	8.		

	
	 Figure	8.	'A	Personal	Knowing	(with	subcategories)	
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Knowing	Propositionally	

During	my	discussions	with	the	study	participants	around	‘knowing’,	I	found	that	
significant	reference	was	made	to	theoretical	data	that	is	primarily	of	an	abstract	
and	factual	nature	-	although	this	was	more	prominent	within	the	MSc	ACP	
group,	possibly	reflecting	the	course	content	and	pedagogical	strategies	
employed.		As	the	pilot	study	first	seemed	to	indicate,	‘knowledge’	as	a	concept	is	
strongly	associated	with	these	facts	or	propositions:	
	

The	knowledge	obviously,	the	knowledge	that	you	get	there	of	different	diseases	as	well,	the	

disease	process.	

Participant	M1	ACP6	

	
There	also	appears	to	be	a	view	that	knowledge	is	a	static	commodity	that	may	
be	‘collected’	and	validated	only	within	the	formal	educational	environment:	
	

But	the	knowledge,	I	mean	like	I	said,	there’s	formal	learning,	which	comes	from	University	

and	those	kinds	of	courses…	

Participant	M1	ACP1	
	

I’ve	got	an	education,	I’ve	got	a	degree,	I’ve	got	my	clinical	patient	assessment	module,	I’ve	

got	my	Masters,	I	did	my	critical	care	diploma,	So	I’ve	done	the	education.	

Participant	M1	C2	

	
Participant	M1	C10	further	highlights	the	issue,	but	draws	attention	to	the	fact	
that	this	was	not	their	experience	on	the	programme	employing	Co-operative	
Inquiry:	
	

I	always	felt,	obviously	because	I	previously	completed	my	degree	a	few	years	before,	that	

my	practice	was	valuable	and	had	something	to	contribute	to	the	writing.	Where	I	didn't	

feel	in	the	degree,	I	looked	at	certain	topics	and	I	drew	upon	certain	people’s	quotes	on	

things,	it	was	very	external.	I	felt	as	part	of	this	Masters	that	I	can	actually	give	my	own	

opinion	and	use	my	own	experience,	which	I	was	made	to	see	was	quite	extensive.	And	

you're	not	made	to	feel	like	that	in	courses.	
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The	need	to	possess	this	factual	knowledge	and/or	draw	upon	the	‘evidence’	or	
‘guidelines’	is	another	recurring	theme	within	this	subcategory:	
	

And	I	think	it’s	having	the	knowledge	of	the	physiology,	having	knowledge	of	guidelines	so	

that,	well	guidelines	are	helpful	in	that	they	help	you	to	determine	the	severity	and	

priorities	when	you	are	assessing	a	patient	

Participant	M1	ACP1	

	
It	gave	me	the	knowledge	and	prescribing	obviously,	and	me	making	the	prescribing	

decisions.	So	all	that	sort	of	clinical	knowledge.	Pharmacology,	all	that.	

Participant	M1	ACP10	

	
In	particular,	a	number	of	participants	held	a	somewhat	concrete	view	regarding	
what	constitutes	evidence	-	related	not	to	one’s	own	personal	theory	of	practice,	
but	externally	derived	empirical	data.	For	example:	
	

And	there's	a	lot	of	evidence	to	say	that	it	causes	a	lot	of	like	protracted	withdrawal	

symptoms	

Participant	M1	ACP10	

	
And	it	was,	it	wasn't	just	a	clinical	experience,	but	obviously	it	was	the	evidence	that	based,	

and	the	education	that	supported	everything	that	I	did.	

Participant	M1	ACP5	

	
If	I	felt	something	was	right,	I	would	stick	my	ground	with	that.	But	I	would	always	back	

that	up	with	evidence…	

Participant	M1	ACP6	
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Indeed,	when	the	use	of	tacit	knowledge	became	apparent	within	the	participant	
narratives	of	the	MSc	ACP	group,	they	were	often	quick	to	disassociate	their	
decision-making	with	any	reliance	upon	intuitive	sources:	
	

It’s	not	like	an	intuition,	but	I	suppose	you	use	your	nursing	experience,	and	everything	you	

bring	with	you	even	though	you	may	not	have	been	doing	all	the	training	fully	to	start	with.	

Participant	M1	ACP2	

	
I	think	it's	about	a	heightened	awareness	that	I	think	you	have.	It's	almost	like,	I	can't	say	

its	intuition,	although	I	think	there	might	be…	

Participant	M1	ACP5	

	
I	would	suggest	that	this	is	a	direct	corollary	of	the	pedagogical	strategy;	
throughout	the	MSc	ACP	programme,	students	are	taught	in	a	conventional	
manner,	which	itself	reflects	the	move	towards	evidence	based	practice	within	
nursing	(Fawcett,	Watson	et	al.	2001,	Rycroft-Malone,	Seers	et	al.	2004,	Rolfe	and	
Gardner	2006,	Nelson	2008),	and	it’s	concomitant	hierarchies	of	evidence	
(EBMWG	1992,	Haynes	2006,	JBI	2014).	Thus,	the	traditional	academic	skills	of	
drawing	upon	and	critically	evaluating	the	‘evidence	base’	are	consequently	
stressed,	at	the	expense	of	what	might	be	considered	to	less	robust	‘evidence’	
sources.	The	limitations	of	isolated	propositional	knowledge	were	however	
noted	by	one	MSc	ACP	participant,	alluding	to	the	fact	that	abstract	data	must	be	
operationalized	in	a	clinical	context	before	it	may	be	of	true	utility:	
	

And	once	you	have	done	it	once;	once	I	had	been	exposed	to	that,	I’m	okay	with	it.	But	until	

it	happens,	I	get	a	lot	of	fear,	and	I	don’t	know	where	that	fear	comes	from.	The	fear	doesn’t	

get	any	better	by	having	the	knowledge.	

Participant	M1	ACP1	
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This	contrasts	with	the	MSc	CP	group,	who,	whilst	recognising	the	importance	of	
externally	derived	propositional	knowledge,	also	seem	confident	in	
acknowledging	the	more	tacit	aspects:	
	

I	hadn't	really	thought	about	how	do	I,	you	know	I'll	say,	"do	X,	Y,	and	Z”,	and	I'd	say	that	it	

was	my	intuition	telling	me	the	right	thing,	but	actually	didn't	realise	what	that	meant?	

And	having	studied	it,	and	what	makes	up	your	knowledge,	and	actually	looked	at	each	

component	and	the	Carper	stuff	and	everything	else,	it	kind	of	gave	weight	to	what	I	

thought,	but	it	was	something	tangible?	

Participant	M1	C5	

	
Again,	this	seems	to	relate	to	pedagogy.	The	students	within	the	MSc	CP	
programme	spend	a	significant	proportion	of	their	time	bringing	experience	
from	their	practice	into	the	group	where	it	is	first	deconstructed	before	being	
related	to	relevant	extant	theory.	In	this	way,	it	challenges	the	Technical	Rational	
Model	of	knowledge	production	(Schon	1983)	more	prevalent	within	
conventional	higher	education	programmes.	It	is	also	worth	noting	that	the	first	
module	undertaken	within	the	MSc	CP	programme	(CA4S051	-	Using	
Knowledge)	requires	the	students	to	identify	a	salient	event	and	draw	out	the	
forms	of	knowledge	that	have	underpinned	their	actions.	Such	an	educational	
activity	undoubtedly	sensitises	the	participants	to	the	multiple	forms	of	knowing	
that	underpin	advanced	clinical	practice.	
	
Within	this	subcategory,	one	may	clearly	perceive	the	influence	of	abstract	
propositional	knowledge	upon	‘A	Personal	Knowing’.	In	particular,	the	MSc	ACP	
group	viewed	it	almost	as	the	basis	of	any	learning	 	the	bedrock	upon	which	
their	personal	theory	of	practice	is	based.	This	subcategory	has	thus	been	
identified	and	subsequently	labelled	as	Knowing	Propositionally.		
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Knowing	Through	Experience	

The	importance	of	‘knowing’	through	individual	clinical	experience	was	also	
heavily	referenced	within	the	participant	narratives;	again	both	groups	
discussed	the	value	of	drawing	from	experience	in	dealing	with	a	salient	event.	
The	theme	did	however	feature	more	significantly	within	the	MSc	CP	group,	
whilst	being	equally	weighted	with	other	sources	within	the	MSc	ACP	group.	In	
developing	a	‘database’	of	experiential	knowledge	that	may	be	drawn	upon,	the	
participants	stressed	the	importance	of	prolonged	exposure	to	the	clinical	
environment,	although	processes	such	as	the	critical	reflexivity	intimated	within	
the	following	excerpts	are	also	integral	to	effective	construction	of	‘A	Personal	
Knowing’:	
	

You	learn	that	by	being	exposed	to	different	and	similar	experiences.	So	your	knowledge	

develops	as	you	make	mistakes	maybe?	As	you	get	it	wrong?	And	I’m	not	terribly	good	at	

reflecting	formally,	but	I	don’t	think	that’s	always	a	problem,	because	I	think	

subconsciously	you	do	change,	each	situation	influences	a	future	one?	

Participant	M1	ACP1	
	
Why	did	I	feel	able	to	deal	with	it?	I	think	previous	significant	exposure	to	these	types	of	

injuries.	

Participant	M1	C9	
	

…and	I	think	that’s	because	you’ve	had	the	exposure,	you’ve	done	it	more	frequently,	you’ve	

seen	it	as	well.	You’ve	elicited	those	findings,	and	when	you’ve	seen	it	so	you	think,	“Yeah	I	

know	what’s	normal,	I	know	what’s	not”,	and	you’ve	gained,	yeah,	you’ve	gained	that,	

within	your	practice,	because	you’ve	done	it	so	much.	

Participant	M1	ACP2	

	
I	think	it’s	time	in	the	job,	it’s	experience,	it’s	exposure,	it’s	confidence.	

Participant	M1	C1	
	

Right.	Exposure,	they	need	to	be	exposed.	One	of	the	crude	ways,	when	in	1997,	they	

employed	two	night	nurse	pracs,	me	and	this	other	lady,	basically	it	was	a	sort	of	save	

money	working	time	directive	thing…	And	she,	within	6	weeks	she	was	flying,	and	she’d	
shadowed	us	as	well,	and	that’s	very	much	from	the	junior	doctors	that	I	worked	with,	is	the	

exposure	that	they	need.	

Participant	M1	ACP3	
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It	seems	that	this	reservoir	of	clinical	experience	has	a	number	of	functions	
including	facilitating	the	ability	to	rapidly	differentiate	between	normal	and	
abnormal,	discerning	the	importance	of	a	particular	cue	or	presentation,	
ascertaining	the	efficacy	of	an	intervention,	and	increasing	the	individual	
practitioner’s	level	of	confidence.		
	
Although	I	have	presented	these	functions	discretely,	they	often	appear	to	be	
bound	up	with	each	other	within	the	participant	narratives.	Participant	M1	
ACP3	discusses	the	way	in	which	they	drew	upon	their	clinical	experience	in	
identifying	and	instigating	treatment.	Although	the	patient	was	being	reviewed	
for	a	heart	problem,	the	interviewee	picked	up	a	subtle	reference	to	the	patient	
having	a	reduced	appetite,	and	this	ultimately	leads	to	a	cancer	diagnosis:	
	

He	mentioned	about	his	food,	I	could	have	just	skimmed,	I	could	have	just	jumped	over	that	

and	said,	“Right,	okay	so	you’re	off	your	food”,	he’s	got	a	bit	of	anorexia,	and	moved	on	to	

the	next	question	of	systems	review.	But	I	knew	that	was	going	to	be	the	key,	because	I’ve	

known	before	when	people	have	had	oesophageal	strictures,	they	say	it’s	substernal	pain,	

and	it	is	very	similar	to	cardiac	pain.	

	

Again,	pattern	recognition	based	upon	clinical	experience	can	be	seen	here	
(same	participant):	
	

And	you	know,	if	you	walk	through	a	hospital	corridor,	and	you	see	a	patient	who	has	got	

cancer,	and	they	look	cachexic,	you	think,	“God	they	don’t	look	well”,	you	know,	and	he	

looked	like	somebody	who	had	a	malignancy.	He	did.	I	mean,	he	looked	dehydrated	

	
Interestingly,	Participant	M1	ACP3	was	accompanied	by	a	medical	student	
during	the	consultation,	and	had	in	fact	discussed	her	decision	making	with	them	
during	a	break.	Within	this	discussion,	the	role	of	experience	in	terms	of	
recognising	what	is	important	has	been	demonstrated:	
	

Again,	when	we	sat	down	over	lunch	and	I	was	talking	to	the	medical	student,	she	said	to	

me,	“I	would	have	expected	him	to	have	been	really,	really	dyspnoeic	and	tachycardic”,	

because	this	was	what	she	had	read	in	her	book.	But	these	are	subtle	changes,	the	man	only	

walked	maybe	20	yards	so	he	wasn’t	going	to	be	breathless.	But	you	just	know,	I	just	knew	

just	by	looking	at	him.	
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I	asked	the	participant	if	her	course	of	study	had	prepared	her	to	deal	with	this	
level	of	complexity,	and	although	she	acknowledged	its	utility	in	terms	of	
equipping	individuals	with	a	checklist	of	warning	signs	(termed	here	‘Red	
Flags’),	this	at	best	only	augmented	her	clinical	experience:	
	

And	that’s,	like	when	I	did	the	Masters,	did	that	show	me	how	to	tick	them	off?	You	know	it	

taught	me	the	red	flags	for	systems,	but	I	still	think	this	is	years	and	years	and	years	of	

experience,	and	seeing	somebody	in	that	situation	before.	

	
Experience	and	its	relationship	with	‘knowing’	the	efficacy	of	a	treatment	
strategy	(and	therefore	having	confidence	within	it)	is	demonstrated	in	the	
narrative	of	Participant	M1	ACP10,	a	clinician	working	within	the	mental	health	
field:	
	

But	I	did	feel	a	way	though,	as	well,	I	felt	confident	about	it?	In	a	strange	way.	Not	

overconfident;	confident	in	a	way	that…	I've	been	a	mental	health	nurse	for	19	years	right?	

So	I	know	that	I	can	draw	on	all	my	experience.	Like,	you	know	when	you	are	working	with	

people,	you	just	know	sometimes,	don't	you?	What	to	do	for	people,	and	what	people	need,	

and	what's	right	for	people.	And	I	just	knew	that	I	could	get	him	through	it.	You	know?	I	

don't	know	if	that	makes	any	sense?	

	
When	pressed	regarding	the	key	elements	that	catalysed	this	ability,	experience	
again	came	to	the	fore:	
	

Again	I	would	think	is	my	experience,	you	know?	Of	nursing	so	many	patients	over	the	

years,	isn't	it?	You	get	to	know	which	patients	have	a	lot	more	insight	into	their	own	

condition,	how	some	patients	are	more	motivated	than	others.	And	you	only	get	that	by	

having	all	that	experience	of	nursing	people,	I	think?	

Participant	M1	ACP10	

	
There	is	a	however	a	danger	that	experience,	and	the	confidence	that	
accompanies	it	may	result	in	habitualised	practice	(Schon	1983,	Berger	and	
Luckmann	1991,	Heath	1998)	that	at	best	serves	the	patient	poorly,	and	at	worst	
may	even	prejudice	their	treatment.		
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Nevertheless,	it	seems	that	within	the	participant	group	interviewed,	experience	
can	in	fact	allow	individuals	to	recognise	their	limitations:	
	

And	sometimes	it’s	about	knowing	when	to	leave	a	situation	–	when	not	to	intervene.		

Participant	M1	C3	

	
You	know,	I	may	not	be	the	best	person	to	treat,	and	to	assess	that	patient,	you	know,	to	

look	after	that	patient	at	that	time.	

Participant	M1	ACP1	
	

Is	the	bit	about	deciding	when	to	stop	and	when	to	continue	I	suppose,	that’s	a	clinical	

decision	itself.	Knowing	your	limitations,	that's	part	of	the	advanced	education	and	

experience.	

Participant	M1	ACP7	

	
The	role	of	experience	as	the	basis	of	expert	decision-making	also	remains	
contested	within	the	literature	-	specifically	the	use	of	prototypes	or	exemplars	
within	this	process.	A	prototype	may	be	thought	of	as	a	series	of	cues	or	features	
that	‘represent’	a	particular	situation/clinical	condition	(Tversky	and	Kahneman	
1974,	Buckingham	and	Adams	2000,	Ericsson	2004);	an	exemplar	differs	from	
this	in	that	it	consists	of	an	actual	clinical	‘instance’	involving	for	example,	a	real	
patient	(Elstein	and	Schwarz	2002).		
	
Although	some	element	of	consensus	has	been	achieved	regarding	the	likelihood	
of	both	modes	being	utilised	(Buckingham	and	Adams	2000,	Patel,	Arocha	et	al.	
2005),	the	position	of	exemplar-based	decision	making	as	lying	within	the	
domain	of	the	expert	(Benner	1984)	has	to	some	degree	been	reinforced	by	
more	recent	work	in	psychology	(Johansen,	Fouquet	et	al.	2013)	and	cognitive	
neuroscience	(Mack,	Preston	et	al.	2013).	Within	my	own	study,	participants	did	
appear	to	struggle	with	identifying	and	articulating	this	underlying	cognitive	
process,	but	on	the	whole	indicated	that	in	drawing	upon	experience	to	deal	with	
a	salient	event,	both	prototypes	and	exemplars	may	be	utilised	separately	or	in	
tandem.		
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Within	the	extract	below,	Participant	M1	ACP2	makes	reference	to	the	fact	that	
she	had	seen	many	cases	of	this	type	in	the	past.	I	asked	if	she	recalled	a	specific	
incidence	(exemplar)	when	dealing	with	this	particular	salient	event;	the	
response	is	however	more	congruent	with	prototype	utilisation:	
	

Not	instantly,	not	that	I	can	think	that	I	consciously	thought	of.	BUT,	I	think	I	must	do	at	

the	time.	Because	when	you	are	looking	at	patients,	you	think	of,	it’s	there	–	in	there.	It	is	

there,	you	do.	But	I	didn’t	think	of	one	specific	thing,	but	you	know	of	all	these	things	that	

have	happened,	and	you	are	trying	to	cover	all	eventualities	really,	to	make	sure	that	you	

don’t	miss	something.	

	
Participant	M1	ACP5	also	talks	about	the	collecting	of	‘cues’	that	can	then	be	
matched	against	previous	experience:	
	

I	think	more	the	latter?	And	it	was	looking	at	all	the	cues	in	the	presentation	and	putting	it	

together,	having	seen	previous	episodes,	seeing	how	it	fits.	But	it	was	more	the	cues	actually	

that…	Something	wasn’t	right.	

	
The	use	of	exemplars	can	also	be	discerned	within	both	participant	groups:	
	

So	there's	outside	of	it,	but	there's	also	having	seen	these	patients,	doing	a	list	every	week,	

10	patients	a	week,	you	come	across	an	awful	lot	of	scenarios	that	you	can	reflect	back	on	

and	think,	"oh	I	did	this	with	Mr	so-and-so,	and	that	worked	okay	so	give	this	a	try".	

Participant	M1	C5	

	
We	did	have	another	lady	who	was	also	a	bariatric	patient.	She	did	come	out	with	a	mid-

line	in,	this	was	last	year.	But	a	younger	girl,	but	the	issues	there,	she	sort	of	took	to	her	bed	

really,	and	then	the	one	day	we	had	a	phone	call	from	the	district	nurses	to	say	that	they	

had	gone	in	there	and	she	was	quite	poorly….	And	I	suppose	perhaps	she	could	have	been	in	

the	back	of	my	mind.	

Participant	M1	ACP9	

	
	 	



	113	

Ultimately	both	modes	may	also	function	together	in	parallel	 	a	synergy	that	is	
evident	throughout	many	aspects	of	the	knowledge	construction	process:	
	

But	I	suppose	it’s	a	bit	of	both	really,	it’s	about	how	previous	patterns	of	outbreaks	have	

gone	on,	and	how	individual	patients	as	well	have	responded.	

Participant	M1	C1	

	
So	in	this	situation	there	would	have	been	so	much	that	was	blended,	there	were	one	or	two	

standout	incidents	for	me	around	being	involved	with	staff	who	really	had	overstepped	the	

mark	in	terms	of	their	role,	and	put	themselves	in	a	vulnerable	position	with	patients,	

probably	exploited	vulnerable	patients’	relationships	with	them.	But	drawing	on	one	or	two	

things	would	probably	only	make	up	a	minor	part	of	how	I	approached	that.	It	was	

probably	hundreds	of	experiences,	both	clinically	and	managerially	that	I	was	drawing	on.	

Participant	M1	C7	

	
In	addition	to	experiencing	a	situation	directly,	a	number	of	participants	make	
reference	to	experience	gained	in	an	indirect	or	vicarious	manner.	The	iterative	
mechanics	of	presenting	and	examining	the	narrative	of	group	members’	
incumbent	within	the	Co-operative	Inquiry	process	appear	particularly	
efficacious	in	this	respect:	
	

I	think	it	does,	because	the	way	you’re	learning,	you’re	so	much,	you’re	learning	so	much	

about	yourself,	and	you’re	divulging	so	much	about	yourself,	but	so	is	the	person	next	door	

to	you,	and	the	person	opposite	you.	So	you’re	really,	you’re	learning	from	each	other	and	

their	experience	

Participant	M1	C2	

	
But	I	think	that	the	content	of	the	course	for	me,	and	the	learning	from	other	people,	the	

discussion	around	the	situations	that	people	came	with,	and	everybody	on	my	course	was	in	

completely	different	areas,	and	it	was	absolutely	fascinating	listening	to	the	things	people	

did,	and	the	decisions	they	made.	

Participant	M1	C5	

	
…but	people	who	were	in	no	way	involved	clinically	in	any	way,	shape,	or	form	with	what	

I'm	currently	doing	still	had	so	many	valuable	things	to	bring	in	terms	of	situations	that	

they	have	dealt	with,	problems	that	they	have	encountered,	staff	issues	that	they	were	

currently	dealing	with.	

Participant	M1	C9	
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The	MSc	ACP	programme	also	endeavours	to	formally	integrate	student	
experience	through	the	use	of	‘case	presentations’:	
	

So,	again	we've	discussed	patients	that	they’ve	dealt	with	and	you	learn	by	their	experience.	

Participant	M1	ACP7	

	
But	it’s	good	because	you	mainly	specialise	in	one	area,	and	you	don’t	necessarily	know	

what	people	in	other	areas,	or	you	might	not	be	so	informed	I	suppose,	about	what	other	

people	are	doing	where	they	work	

Participant	M1	ACP2	

	
The	data	however	indicate	that	there	may	be	some	element	of	reticence	
regarding	the	sharing	of	this	clinical	practice	experience	amongst	group	
members:	
	

Everybody	has	their	own	different	mentors	that	come	back	and	give	people	ideas,	so	you	

share	that.	I	think	some	people	find	it	really	hard	and	they	don’t	like	to	do	it.	

	

As	this	approach	to	learning	primarily	serves	as	an	augmentation	to	the	principle	
pedagogical	strategy,	the	students	may	also	not	have	been	appropriately	
prepared,	and	as	a	consequence,	anxiety	and	fear	of	failure	surface	as	
questionable	motivators:	
	

I	think	it	[the	presentation]	makes	you	learn	it.	Because	you	don’t	want	to	look	stupid	in	

front	of	everyone	else.	

Participant	M1	ACP3	

	

Although	individual	personality	differences	must	be	acknowledged,	one	cannot	
underestimate	the	sensitivity	individuals	may	experience	in	relation	to	sharing	
what	might	be	considered	intimate	aspects	of	practice	amongst	peers	and	
members	of	academic	staff.	It	is	for	this	reason	that	the	MSc	CP	programme	deals	
only	with	three	modules	within	year	one	of	the	programme	(six	modules	are	
undertaken	in	year	two).	This	reduced	academic	workload	allows	the	initial	MSc	
CP	sessions	to	be	focused	upon	the	nature	of	the	Co-operative	Inquiry	process;	
establishing	‘ground	rules’	and	developing	the	key	role	of	group	members	as	
equal	co-investigators	exploring	their	practice	(Heron	1996).		



	115	

It	seems	that	such	an	investment	leads	to	a	greater	value	being	placed	upon	
individual	contributions	by	all	group	members;	requiring	students	to	simply	
‘present’	vignettes	from	their	practice	without	this	foundational	work	may	thus	
lead	to	a	suboptimal	learning	experience.		
	
Clearly,	experience	impacts	significantly	upon	the	development	of	‘A	Personal	
Knowing’,	serving	as	a	rich	resource	that	is	consistently	drawn	upon	within	the	
practice	of	the	study	participants.	It	is	also	interesting	to	note	the	manner	in	
which	selected	pedagogical	strategies	may	catalyse	or	inhibit	its	utilisation	and	
therefore	their	role	within	the	process	of	Knowledge	Integration.	This	is	of	
particular	import	within	this	study,	and	will	be	explored	in	greater	detail	as	I	
outline	the	categories	and	subcategories	that	function	within	the	knowledge	
integration	process.	In	reflecting	the	above	content,	the	subcategory	has	been	
identified	and	labelled	Knowing	Through	Experience.	
	

Influence	of	Personal	Beliefs	and	Values	

In	addition	to	the	sources	of	knowledge	previously	identified,	data	analysis	
indicated	that	an	individual’s	personal	beliefs	and	values	also	contribute	
appreciably	to	‘A	Personal	Knowing’	-	exerting	a	significant	effect	upon	the	
manner	in	which	salient	events	are	viewed	and	subsequently	dealt	with.	The	
influences	of	personal	beliefs	and	values	manifests	repeatedly	within	interview	
data	from	both	groups,	and	further	probing	regarding	their	origins	indicate	both	
a	potentially	innate/personality	quality	within	participants,	as	well	as	the	
influence	of	one’s	own	previous	personal	experience.	Participant	M1	ACP1	
makes	reference	to	the	intrinsic	aspect	below:	
	

So,	but	I	think	it’s	also	about	your	beliefs	and	your	values.	And	if	you	are	a	person	who	will	

always	try	and	help,	then	that	might	influence	your	decision	as	well.	But	I	don’t	know	

where	you	learn	that	from.	I	guess	those	are	kind	of	innate	values	really,	that	you	have	as	a	

person.	
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Participant	M1	ACP10	echoes	the	same	sentiment,	somewhat	contentiously	
linking	it	specifically	to	the	nursing	profession:	
	

I	think	that's	always	there	as	a	nurse	anyway.	You	have	an	innate	sense	of	wanting	to	help	

somebody	and	do	something	in	the	right	way,	but	doing	it	safely	and	properly.	It’s	a	way	of	

doing	things	–	the	safe	way,	the	right	way.	

	

Below	a	similar	example	from	the	MSc	CP	group:	
	

I've	embraced	the	development	of	the	nurse,	and	obviously	through	the	outreach	role,	I've	

taken	on	a	lot	of	aspects	of	what	was	previously	classed	as	the	doctor's	role.	So	I	have	

embraced	that,	but	I	think	at	the	core	of	it	I	am	a	nurse,	and	my	patient	comes	first.	And	
that's	very	much	who	I	am	and	my	belief	systems,	and	that	I	had	to	be	there	for	the	patient.	

Participant	M1	C10	

	
Within	this	excerpt,	Participant	M1	ACP3	discusses	a	disagreement	she	had	
with	a	medical	colleague	regarding	the	need	to	read	an	undisclosed	text	that	
stressed	importance	of	maintaining	an	element	of	detachment	in	order	to	
provide	optimum	care.	Her	core	philosophy	is	highly	evident	within	the	
response:	
	

But	she	said,	“All	medical	students	read	it,	and	they’ll	[patients]	just	become	M	numbers	in	

the	end!”	You	know,	because	we	are	very	holistic	aren’t	we?	And	I	care,	I	know	his	name,	I	

know	his	wife’s	name,	I	know	where	they	are	from.	But	to	her,	he	would	just	be	an	M	

number.	

	
The	same	participant	later	relates	another	incident	in	which	she	organised	non-
cardiology	treatment	for	a	patient	rather	than	sending	them	back	to	the	General	
Practitioner	(the	generally	accepted	approach	for	many	medical	practitioners):	
	

But	I	said,	“She	mentioned	it	in	her	history	and	I	can’t	ignore	it”,	and	I	won’t	change!	And	I	

know	I	had	a	row	that	day,	but	I	won’t	change	
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Although	this	innate	drive	for	holistic	care	may	superficially	appear	to	be	located	
exclusively	within	the	domain	of	the	nurse,	further	analysis	of	the	data	reveals	its	
potential	existence	within	other	professional	groups.	Participant	M1	C6	notes	
how	treatment	decisions	are	made	collaboratively	with	her	medical	consultant	
colleague	-	taking	into	account	their	respective	personal	beliefs	and	values	with	a	
so-called	‘Grandpa	Test’:	
	

…but	with	myself	and	the	consultant	it	is	the	Grandpa	test,	or	the	Dad	test.	“What	would	

you	do	for	yours?"	And	maybe,	I	hadn't	really	thought	about	it	until	you	were	saying,	but	

maybe	a	lot	of	it	is	your	own	values?	More	than	perhaps	you	realise.	

	
	
Within	the	following	extract	Participant	M1	ACP8	discusses	the	way	her	own	
personal	experience	of	having	a	relative	repeatedly	admitted	to	hospital	
influenced	the	way	she	organised	a	patient’s	care:	
	

But	the	experience	I	had	with	that	was	horrendous	actually.	An	elderly	person	in	an	out	of	

the	hospital,	in	and	out	of	the	care	home,	it	was	absolutely	awful.	I	think	if	I	wasn't	there	by	

her	side,	she	would	have	been	kicked	out	sooner	than	she	should	have	been,	and	back	in.	

There	was	no	co-ordination	there	for	them,	and	I	felt	when	I	have	come	to	do	this	job	with	

the	nursing	homes	now,	from	a	personal	point	of	view,	I	know	with	those	families	have	

been?	

	
Participant	M1	C5	also	makes	a	more	general	reference	to	the	way	in	which	
personal	experience	influences	their	actions:	
	

I	think	without	a	shadow	of	a	doubt,	I	don't	think	you	can	take	your	own	moral	and	

personal	experiences	out	of	there.	I	mean,	that's	one	area	of	my	work	is	doing	this,	but	one	

of	the	biggest	components	of	my	work	is	prostate	cancer.	And	these	guys	are	often,	luckily,	

with	us	for	a	very	long	time.	So	you	build	up	a	big	relationship,	a	big	rapport,	and	it's	often	

the	little	things	that	will	affect	their	lives.	And	I	think	that	side	of	it	has	influenced	me	in	my	

clinical	work,	but	also,	as	I	said,	none	of	us	can	take	away	people	that	we	know	or	things	

that	have	happened	at	home,	that	type	of	thing.	So	there's	always	a	bit	of	personal	

experience	that	you	bring	in,	and	you	sort	of	look	at	people	and	think,	"oh	you	know	that	

could	be	my	mum,	that	could	be	my	dad",	so	I	mean	that's,	they	all	say	I'm	a	big	softy!	
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And	within	this	extract,	Participant	M1	ACP7	indicates	the	manner	in	which	
experiencing	bad	practice	may	shape	one’s	own	personal	values	and	beliefs:		
	

You	see	a	lot	of	bad	practice	as	well	from	the	medical	colleagues.	But	that's	purely	

observational	as	well,	and	then	by	your	own	standards,	and	ethics	of	your	own	practice.	It’s	

about	learning	what	not	to	do	
	
Although	the	personal	beliefs	and	values	of	the	participants	do	not	constitute	a	
knowledge	source	per	se,	this	‘worldview’	does	appear	to	significantly	influence	
the	participants’	knowledge	and	mode	of	action	 	it	has	thus	been	subcategorised	
as	Influence	of	Personal	Beliefs	and	Values.	As	the	theme	repeatedly	emerged	
within	the	narratives,	I	began	to	think	of	it	almost	as	a	hue	or	tint	 	subtly	
colouring	the	practitioners	understanding	and	subsequent	actions	in	relation	to	
a	particular	salient	event.		
	

A	Synergy	of	Knowledge	Sources	

It	appears	then,	that	one’s	own	personal	theory	of	practice	(encapsulated	with	‘A	
Personal	Knowing’)	arises	from	a	fusion	of	the	previously	identified	knowledge	
sources.	A	wealth	of	experiential	knowledge	without	the	appropriate	theoretical	
substrate	cannot	equip	one	for	advanced	practice,	but	likewise	the	possession	of	
extensive	propositional	knowledge	without	the	experience	in	which	to	
operationalize	and	embed	it	is	equally	limiting.	A	number	of	seminal	authors	
within	the	sphere	of	expertise	discuss	the	importance	of	drawing	upon	a	range	of	
extant	and	tacit	knowledge	sources	within	the	process	of	clinical	judgement	
(Carper	1978,	Benner	and	Wrubel	1982,	Schon	1983,	Dreyfus	and	Dreyfus	1986),	
and	both	groups	clearly	identify	this	synergy	within	their	narratives:	
	

So	yeah,	it	comes	from	a	myriad	of	places;	from	mental	health	disciplines,	from	reading,	

from	experience,	from	life's	experience	as	well	I	suppose.	Not	just	work	experience.	

Participant	M1	ACP6	
	

…but	I	suppose	you	use	your	knowledge,	your	nursing	experience.	It's	everything	you	bring	

with	you.	

Participant	M1	C2		
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It’s	from	knowledge	and	learning,	but	also	from	my	prior	experience.	A	definite	two-hander.	

It’s	that	blend.	
Participant	M1	C7	

	
Ultimately	then,	any	delineation	between	knowledge	sources	becomes	artificial,	
as	all	forms	are	drawn	together	in	the	creation	of	one’s	own	personal	theory	of	
practice:	
	

Experience,	knowledge,	things	you've	learned,	things	you've	seen,	I	don't	think	it's	just	any	

one	single	thing.	To	be	honest,	I	don't	know	if	you	can	separate	them	out.	I	would	struggle	

to	separate	them,	because	I	think	they	all	join	in,	and	they	all,	I	don't	think	you	can	do	the	

one	without	the	other.	

Participant	M1	ACP	10	

	
Okay,	so	you’ve	got	the	work	of	Lewin	or	Cotter,	but	in	the	end,	that’s	mixed	up	with	all	

those	other	things	–	you	can’t	separate	them	out.	Their	models	become	your	model.		

Participant	M1	C7	
	

The	manner	in	which	the	synergy	of	knowledge	sources	informing	‘A	Personal	
Knowing’	appears	to	evolve	within	practitioners	is	also	of	note,	and	in	particular,	
the	role	of	critical	reflexivity	within	it.	Within	the	extract	below,	Participant	M1	
C7	discusses	the	way	in	which	the	MSc	CP	programme	facilitated	this	‘joining	up’	
of	learning	and	reflective	practice,	allowing	them	to	further	develop	their	
Personal	Knowing:			
	

…but	now	you	start	to	join	up	the	reading,	the	thinking,	and	the	reflective	practice	around	

that.	So	I	think	that	happen	fairly	early	on	in	my	career,	but	certainly	for	the	first	few	years	

it	was	just	trying	things	out,	"oh	this	seems	to	work,	this	seems	to	go	down	well",	and	

thinking	"well	what	was	that	about?"	As	opposed	to	really	making	the	link.	

	 	
The	Co-operative	Inquiry	process	may	then	be	of	some	relevance	here;	Schon	
(1987)	highlights	the	importance	of	actively	exploring	new	experiences	through	
reflection	in	order	to	effectively	assimilate	them	and	move	practice	towards	the	
expert	realm.		
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Benner,	Tanner	et	al.	(2009)	identify	the	same	process	within	their	more	recent	
work,	indicating	the	utility	of	narrative	and	small	group	discussion	in	developing	
this	critical	reflexivity,	and	stressing	its	particular	salience	for	established	
practitioners	moving	beyond	‘competent’	(Dreyfus	and	Dreyfus	1986).		As	Co-
operative	Inquiry	group	participants	move	through	the	iterative	cycles	in	which	
theory,	clinical	experience,	and	personal	beliefs	and	values	are	discussed,	group	
members	may	be	afforded	the	opportunity	to	reflect	more	critically	upon	their	
practice,	advancing	the	construction	of	individual	theories	of	practice.	The	
process	by	which	the	sources	of	knowledge	identified	earlier	and	fused	to	form	
‘A	Personal	Knowing’	is	another	key	theme	occurring	within	the	data	 	it	may	
even	be	thought	of	as	the	crucible	within	which	one’s	personal	theory	of	practice	
is	forged.	I	have	therefore	identified	and	labelled	it	within	the	Synergy	of	
Knowledge	Sources	subcategory.	
	

Summary	-	A	Personal	Knowing	

Within	the	preceding	section,	I	have	demonstrated	that	‘A	Personal	Knowing’	is	
constructed	through	the	synergistic	transformation	of	propositional	knowledge,	
and	both	personal	and	professional	experiences	-	this	is	further	mediated	by	
individual	personal	beliefs	and	values	(figure	8).	Although	the	construction	of	‘A	
Personal	Knowing’	is	evident	across	both	participant	groups,	data	analysis	does	
reveal	some	notable	differences	that	merit	further	exploration.	
	
The	primacy	of	propositional	knowledge	is	highly	evident,	as	is	the	impact	of	the	
selected	pedagogical	strategy	upon	it.	Dewey	(1916)	first	identified	the	manner	
in	which	the	educational	process	may	tacitly	exert	direction,	control,	or	guidance	
over	a	wide	range	of	the	learners	perspective,	a	theme	later	elaborated	upon	
both	generally	in	the	work	of	Freire	(1970),	and	specifically	in	Jackson’s	(1991)	
seminal	Life	in	Classrooms.		Both	groups	share	a	common	primary,	secondary,	
tertiary,	and	professional	educational	experience,	and	the	possession	of	such	
values	is	therefore	not	unexpected.		
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It	is	however	interesting	to	note	the	way	in	which	the	CI	process	facilitates	a	
perspective	shift	for	its	group	members;	for	them,	propositional	knowledge	loses	
its	place	at	the	zenith	of	any	knowledge	hierarchy,	and	instead	becomes	one	of	a	
variety	of	resources	that	are	drawn	upon	in	the	creation	of	an	individual	theory	
of	practice.	Conversely,	those	following	the	more	conventional	programme	seem	
less	likely	to	make	such	a	transition	(although	there	are	exceptions);	reference	is	
made	to	other	knowledge	sources,	but	the	‘facts’	and	‘evidence’	associated	with	
propositional	knowledge	nevertheless	remains	dominant.	The	research	
presented	here	suggests	that	a	synergy	of	knowledge	sources	is	required	if	one	is	
to	develop	expertise,	yet	those	studying	more	conventionally	could	be	
constrained	by	the	pedagogy	in	this	respect.	If	other	sources	of	knowledge	are	
not	clearly	acknowledged	and	thus	legitimised,	there	is	a	risk	that	the	
practitioner	will	develop	a	less	comprehensive	and	nuanced	theory	of	practice.	
One	might	even	argue	that	holding	knowledge	derived	externally	above	one’s	
own	personal	beliefs	and	experiences	may	ultimately	undermine	the	creation	of	
a	true	epistemology	of	nursing	practice.	
	
The	importance	of	clinical	experience	has	also	been	clearly	demonstrated	within	
participant	narratives,	but	again	there	are	marked	differences	in	the	way	in	
which	it	is	harnessed.	Both	programmes	attempt	to	draw	upon	the	experiences	
of	course	members,	but	its	embedded	use	within	the	MSc	CP	programme	does	
appear	more	advantageous.	The	way	in	which	the	narrative	of	one’s	fellow	
students	impacts	upon	the	learning	process	has	emerged	strongly	from	the	data	
	both	in	relation	to	gaining	insight	into	other	domains	of	practice,	and	
employing	them	as	a	form	of	practicum	(Schon	1987)	through	which	reflection-
on-action	(Schon	1983)	may	take	place.	This	differs	from	simply	modelling	
desirable	behaviours	(Bandura	1977)	or	even	learning		from	scaled	experience	
through	legitimate	peripheral	participation	(Lave	and	Wenger	1991).		The	
process	seems	to	be	broadly	analogous	to	Diekelmann’s	(2001)	narrative	
pedagogy,	in	which	storytelling	may	be	used		as	a	means	of	learning	from	
practice.	
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All	participants	made	reference	to	drawing	upon	a	variety	of	knowledge	sources	
when	dealing	with	salient	events.	However,	the	iterative	reflective	processes	
incumbent	within	the	MSc	CP	programme	do	seem	to	be	of	particular	utility	in	
facilitating	this	synergy.	As	practice	is	deconstructed	within	the	group,	sources	of	
knowledge	are	identified,	and	new	insights	generated	(for	all	group	members).	
This	increased	self-awareness	results	in	a	deeper	understanding	of	how	and	why	
an	individual	has	responded,	and	generates	a	critical	reflexivity	that	allows	the	
individuals	to	move	‘beyond	expertise’	(Rolfe	1997),	facilitating	the	development	
of	a	constantly	evolving	personal	theory	of	practice.		
	
Clearly	the	knowledge	construction	process	is	intricate	-	the	pedagogical	
approach	adopted	does	appear	to	significantly	impact	the	value	placed	upon	the	
respective	forms	of	knowledge,	and	as	a	direct	corollary,	the	manner	in	which	
tacit	knowledge	and	experiences	may	be	integrated	with	proposition	to	create	a	
personal	theory	of	practice.	Having	explicated	the	nature	of	Personal	Knowing,	I	
will	now	examine	this	Knowledge	Integration	process	in	more	detail	 	outlining	
the	way	in	which	Learning	Through	Reflection,	Collaborative	Learning,	Making	
Connections,	and	Catalysers	and	Inhibitors	function	within	it	across	the	selected	
course	groups.	
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‘Learning	Through	Reflection’	

Having	explored	with	participants	the	way	in	which	they	knew	what	to	do	in	
relation	to	their	chosen	salient	event,	I	proceeded	to	examine	the	processes	that	
result	in	the	construction	of	‘A	Personal	Knowing’.	Learning	Through	Reflection	
represents	one	of	the	more	complex	categories	within	the	substantive	theory,	as	
it	encompasses	a	number	of	distinct	yet	interconnected	processes		
	
Although	the	internalisation	of	experiences	resulting	in	schema	construction	
and/or	modification	associated	with	classical	models	of	reflection	(Kolb	1984)	is	
present,	developing	emotional	mastery,	and	increasing	one’s	capacity	for	
reflection-in-action	(Schon	1983)	have	also	been	identified	as	key	elements.	I	
have	represented	the	relationships	between	the	respective	codes	and	
subcategories	in	figure	9	below;	codes	in	purple	appear	only	within	the	
narratives	of	the	MSc	CP	group.			
	
	

	
	

	 	

Figure	9.	'Learning	Through	Reflection'	
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Building	Knowledge	

Building	Knowledge	is	the	first	of	the	three	processes	that	have	been	identified	
within	the	Learning	through	Reflection	category.	It	is	in	many	ways	analogous	to	
contemporary	conceptualisations	of	reflection	i.e.	a	process	of	experiencing,	
experimenting,	evaluating,	and	adapting.	Participant	M1	ACP1	cogently	
summarises	this	process:	
	

I’ll	have	to	adapt	them.	Again	the	next	encounter	will	build	on	that	again,	and	build	again,	

and	build	again.	It’s	not	a	linear;	it’s	very	much	a	snowballing	effect.	Picking	up	more,	and	

adding	to,	and	then	changing	the	way	that	you	think	about	things.	

	
The	same	‘building’	metaphor	appears	within	the	following	extract:	
	

And	then	as	you	have	gone	along,	you've	done	courses,	you've	increased	your	experience,	

you’ve	drawn	on	all	those	things,	it’s	all	kind	of	built	up…	

Participant	M1	ACP8	

	
The	need	for	experimentation	 	Trying	things	out,	also	emerges	in	relation	to	
the	process	of	knowledge	building:	
	 	

Do	you	know	what	I	mean,	I	think	it	was	very	much	an	experiment	at	the	time,	and	

following	that	reflection,	I	would	do	it	again,	do	you	know	what	I	mean?	

Participant	M1	C1	

	
I	think	it	was	probably	in	the	early	stages	just	trying	it	out,	and	seeing	if	it	worked	or	not.	

Participant	M1	C7	

	
This	dynamic	experimentation	was	however	not	always	recognised	by	the	
participants	as	being	part	of	the	reflective	process.	Instead	reflection	was	
sometimes	equated	only	with	formal	models	that	are	utilised	post	hoc.	
	

Yes.	I’m	trying	something	out	and	I’ll	have	a	go,	I’ll	experiment	and	see	what	happens.	So	

there	is	a	reflection,	but	I	always	think	of	reflection	as	being	a	very	formal	thing.	I	try	to	get	

my	staff	to	reflect	formally	whereas	I	am	really	bad	at	doing	it	myself	unfortunately.	Yeah,	

but	you’re	right,	there	is	a	reflective,	well	there’s	always	reflection	isn’t	there?	That’s	what	

you	do	when	you	go	home	at	night.	You	are	driving	home,	you	are	thinking	about	all	the	

things	that	happened	during	the	day	

Participant	M1	ACP1	
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This	is	not	unsurprising	 	Rolfe	(2014)	suggests	a	potential	misapprehension	in	
relation	to	Schon’s	(1983)	influential	work	on	reflection,	resulting	in	the	
embrace	of	reflection-on-action	by	many	professional	groups	as	a	means	of	
developing	expertise,	but	with	the	simultaneous	eschewing	of	reflection-in-
action,	a	process	that	more	accurately	represents	Dewey’s	(1916)	original	
conceptualisation	of	the	reflective	process,	and	arguably	a	potent	tool	in	
increasing	critical	reflexivity	(Rolfe	1993,	Rolfe	1997,	Christensen	2009).	Yet	
there	is	some	indication	within	the	data	that	prolonged	exposure	to	an	
environment	in	which	deconstruction	and	critical	evaluation	of	practice	is	
commonplace	(the	Co-operative	Inquiry	group)	may	result	in	one	becoming	
more	attuned	to	reflection-in-action:	
	

Yeah,	that's	right.	I	do	now	find	myself	reflecting	in	practice	as	well.	Because	we	did	so	

much	with	reflection	and	we	looked	at	so	many	models,	I	find	myself	reflecting	in	practice	

while	I'm	doing	things.	

Participant	M1	C10	

	
…but	I	think	the	Masters	by	far	was	the	thing	that	really	got	me	thinking	about	my	

practice,	why	I	do	what	I	do,	why	I	say	what	I	say,	and	that	definitely	shapes	what	I	will	do	

in	the	future	

Participant	M1	C5	

	
In	comparison,	the	extract	below	from	Participant	M1	ACP10	indicates	that	
despite	having	graduated	from	their	programme	over	three	years	previously	
(and	having	been	working	within	an	advanced	practice	role	for	a	significant	
period	of	time)	they	still	appear	not	to	be	fully	engaged	with	the	process	of	
critical	reflexivity:	
	

I	don't	know,	you've	got	me	thinking	now,	because	you	do	things	without	thinking	about	

them	really,	you	just	take	them	for	granted	I	suppose,	that	we	do	them,	because	they	are	

part	of	our	work.	And	then	when	you	ask	then,	“Oh	why	did	you	do	that?"	It's	like,	"Oh!	I	

don't	know?”	So	I	don't	know	if	I'm	missing	something,	I	don't	know?	
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The	potential	efficacy	of	reflection	as	a	tool	for	actively	extracting	knowledge	
from	a	situation	also	became	evident	within	the	data,	and	is	captured	within	the	
codes	Deconstructing	previous	experience	and	Getting	the	learning	out	of	it	
(in	vivo	codes).		Although	these	codes	may	initially	appear	to	be	very	similar,	
they	reveal	subtly	differing	processes.	Deconstructing	previous	experience	
encompasses	the	process	of	reflective	analysis	intrinsic	to	Co-operative	Inquiry	
(and	therefore	relates	exclusively	to	this	group);	the	ability	to	present	an	
experience	which	is	subsequently	disassembled	and	examined	in	the	light	of	
extant	theory	through	multiple	subjectivities	(Heron	1996)	appears	to	be	of	
particular	utility:	
	

So	it	would	always	be	reflecting	on	me	as	a	person,	and	actually	seeing,	having	other	

peoples’	viewpoints,	deconstructing	things	that	were	really	difficult	situation	with	a	group	

of	people	who	don't	know	what	I	do,	who’ve	got	a	different	viewpoint	on	things,	actually	

has	given	me	confidence	in	what	I	do,	I	guess.	

Participant	M1	C4	

	
Actually	taking	it	apart	bit	by	bit,	and	being	able	to	re-read	a	lot	of	the	evidence	

surrounding	it,	the	academic	evidence	base,	the	feelings,	the	emotions,	I	think	it	would	

make	me	even	more	confident	to	perform	in	the	same	way	again.	

Participant	M1	C9	

	
And	breaking	them	down	into	sections,	just	breaking	it	all	apart	and	looking	at	it	in	depth	

gives	you	a	greater	understanding	of	why	you	have	reached	that	decision	

Participant	M1	C10	

	
Getting	the	learning	out	of	it	embraces	a	much	broader	perspective,	
highlighting	the	ability	to	reflectively	examine	a	variety	of	predominantly	clinical	
situations	in	order	to	draw	out	potential	learning	experiences.		
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Within	the	extract	below,	Participant	M1	C1	discusses	the	way	in	which	she	
utilised	the	reflective	techniques	learned	from	Co-operative	Inquiry	to	
reflectively	examine	an	incident	that	had	taken	place	within	her	clinical	practice:	
	

I	think	what	I	did	perhaps	sooner,	and	I	might	not	have	done	it	at	all	previously,	is	having	a	

debrief	after	it.	And	I	suppose	that	was	a	bit	like	being	the	Co-operative	Inquiry	really,	in	

that	you	look	and	examine.	And	perhaps	I	wouldn’t	have	done	that	previously.	But	I	think	it	

was	good	to	get	those	people	that	were	involved	around	the	table	and	saying,	“What,	this	

went	well”,	so	that	we	could	get	the	learning	out	of	it.	

	
Participant	M1	C6	also	highlights	the	way	her	experiences	of	Co-operative	
Inquiry	allowed	her	to	view	a	clinical	situation	as	a	potential	reflective	learning	
experience	for	herself	and	a	junior	staff	member,	rather	than	simply	a	problem	
that	needed	to	be	rapidly	addressed:	
	

It	made	you	realise	and	think	about	it	is	a	learning	experience	and	what	I	could	do	myself.	

So	that	was	good,	and	yes,	I	would	not	have	done	that	previously.	For	somebody	else.	And	
myself	actually.	It	made	you	realise	and	think	about	it	is	a	learning	experience	and	what	I	

could	do	myself.	So	that	was	good,	and	yes,	I	would	not	have	done	that	previously.	

	

The	theme	is	also	evident	within	the	narratives	of	the	MSc	ACP	group	 	although	
not	manifestly	connected	with	the	pedagogical	approach.	Below	Participant	M1	
ACP2	stresses	the	need	to	actively	engage	with	an	experience	in	order	to	further	
build	one’s	personal	theory	of	practice:	
	

Because	if	you	don’t	grasp,	and	take	hold,	use	those	experiences	then,	and	use	that.	Yeah	

you	use	that,	and	bring	it	with	you.	It	is	learning.	Yeah.	It’s	like	through	life	–	life	learning	

isn’t	it?	
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I	have	previously	discussed	the	relationship	between	knowledge	sources	
amongst	both	groups,	and	in	particular	the	primacy	of	propositional	knowledge.	
Tacit	knowledge	is	also	identified	within	the	narratives	of	both	participant	
groups	(captured	within	the	Recognising	Tacit	Knowledge	code):		
	

…and	in	my	head	well	you	get	a	feeling,	when	you’ve	met	so	many	patients,	and	you	deal	

with	so	many	cases,	you	think,	“There’s	something	else	happening”.	Those	were	the	niggly	

things.	

Participant	M1	ACP2	

	
It's	difficult	sometimes	to	put	into	words	what	you	do	and	what	you	know,	isn't	it?	

Participant	M1	ACP5	

	
So	it	must	be	a	combination	of	everything	I’ve	sort	of	learned	before,	but	it	could	be	colour,	

it	could	be	restlessness.	So	again,	that’s	probably	things	I’ve	learned	from	all	the	years	of	

looking	after	sort	of.	

Participant	M1	C2	

	
I	hadn't	really	thought	about	how	do	I,	you	know	I'll	say,	"do	X,	Y,	and	Z”,	and	I'd	say	that	it	

was	my	intuition	telling	me	the	right	thing,	but	actually	didn't	realise	what	that	meant?		

Participant	M1	C5	

	

The	impact	of	Co-operative	Inquiry	(and	its	intrinsic	reflective	mechanic)	upon	
the	surfacing	of	this	knowledge	may	however	be	clearly	perceived	within	the	
data.	As	immersion	within	CI	progresses,	the	place	of	tacit	knowledge	appears	to	
become	more	accepted	and	indeed	valued	by	group	members:	
	

And	I	think	what	the	MSc	did	for	me	was	actually	brought	that	aspect	of	knowing	into	my	

work,	which	I	knew	was	there,	but	perhaps	I	didn’t	know	how	to	utilise	it	previously.	I	think	

it	made	you	appreciate	your	own	previous	knowledge,	and	what	you’ve	learned	through	

that	experience,	and	that	it’s	worth	just	as	much	as	the	empirical	evidence	out	there?	

Participant	M1	C1	
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It	was	drawing	on	the	experience	we	already	had,	in	the	knowledge	that	we	already	had,	

and	it’s	sort	of	reinforcing	that.	I	felt	as	part	of	the	Masters	that	I	can	actually	give	my	own	

opinion	and	use	my	own	experience,	which	I	was	made	to	see	was	quite	extensive.	And	

you're	not	made	to	feel	like	that	in	courses.	

Participant	M1	C10	
	

Yes,	because	before	I	did	the	course	I	placed	value	on	different	things	to	the	things	that	I	

value	now.	I	didn't	recognise	the	value	of	some	of	the	things	that	I've	just	talked	about,	

those	kind	of	softer	elements	of	the	role.	So	I	think	the	course	help	me	because	it	equipped	

me	with	a	different	viewpoint	on	how	to	value	things,	and	what	I	valued	deep	down,	and	

what	I	said	I	valued	were	two	different	things	I	think	

Participant	M1	C4	
	

It	alters	the	way	you	think,	and	realising	that	thing	like	your	knowledge	can	come	from	

everywhere.	It's	just	not	that	books	stuff.	Yes,	like	we	went	to	a	patient	a	couple	of	weeks	

ago	who	was	on	the	bed,	and	I	thought,	"oh	he	looks	awful	doesn't	he?	He	doesn’t	look	right	

to	me”.	“Oh	what	are	you	talking	about,	his	obs	look	fine”.	I	said,	“I	don't	know,	the	

something,	he’s	not	right".	And	within	a	quarter	of	an	hour,	we	we're	having	a	phone	call	

that	he	had	chest	pain,	and	he'd	had	an	MI.	I	don't	know,	but	now	you	realise	those	are	

actual	valid	things,	they	are	from	things	in	the	past.	And	maybe	it's	a	gut	feeling,	an	

instinct,	whatever,	that	comes	from	past	experiences.	But	now	you	can	put,	you	can	realise	

that	it	is	valid.		

Participant	M1	C6	
	
	 	
This	change	in	thinking	is	a	key	issue,	although	the	process	by	which	it	takes	
place	remains	quite	subtle.	At	the	commencement	of	the	interviews,	participants	
from	the	MSc	ACP	group	were	much	more	readily	able	to	articulate	what	they	
had	learned	from	the	course	e.g.	clinical	examination,	physiological	propositions	
etc.	whereas	their	MSc	CP	participants	initially	struggled	to	identify	any	learning	
(a	theme	coded	as	Learning	that	is	difficult	to	articulate).	However,	as	the	
iterative	cycles	of	reflection	progressed,	insights	were	generated	into	practice,	
and	changes	could	be	perceived	by	the	group	members:	
	

Very	subtly,	I	keep	saying	this	word	‘subtly’,	but	that's…because	there	were	many	times	

when	I	initially	thought	that	I	wasn't	learning	anything,	but	then	you	think	about	things	

differently.	

Participant	M1	C6	
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But	about	six	months	in,	for	someone	who	is	very	much	black-and-white	I	suppose,	I	was	

thinking,	"What	am	I	learning	here?"	But	actually	it	was	that	whole	process	that	

influenced,	and	has	continued	to	influence	dramatically	who	I	am	and	how	I	work	

Participant	M1	C7	

	
Whereas	the	course	idea	was	quite	difficult	to	realise	how	much	you've	learned	from	it?	

And	yes	it	does	hugely	influence	your	practice,	but	it's	difficult	to	articulate	

Participant	M1	C6	

	

Such	cognitive	evolution	is	indicative	of	the	way	in	which	the	selection	of	an	
innovative	pedagogy	may,	rather	than	simply	equipping	individuals	with	a	
limited	set	of	‘skills’	and	‘knowledge’,	actually	challenge	the	Technical	Rational	
model	(Schon	1983)	of	knowledge	production,	successfully	incorporating	a	
plurality	of	knowing	into	individual,	practice-based	personal	theories	of	practice.		
	
In	summary,	although	the	knowledge	building	process	may	be	clearly	perceived	
across	both	programmes,	the	variations	within	pedagogical	approach	have	
resulted	in	some	clear	differences.	The	need	for	active	experimentation	(Trying	
Things	Out)	in	Building	Knowledge	is	evident	within	both	participant	groups,	as	
is	the	importance	of	dynamically	engaging	with	the	clinical	environment	
(Getting	the	Learning	Out	of	It).	Tacit	knowledge	is	also	acknowledged	as	a	
resource	(Recognising	Tacit	Knowledge)	although	the	previously	discussed	
primacy	of	propositional	knowledge	sources	remains	evident	within	the	MSc	
ACP	group.	Deconstructing	Previous	Experience	relates	directly	to	the	
knowledge-building	mechanic	intrinsic	to	the	Co-operative	Inquiry	process,	and	
therefore	occurs	exclusively	within	this	group;	this	is	likewise	the	case	for	
Learning	That	is	Difficult	to	Articulate,	as	the	‘learning’	occurring	with	the	
group	may	not	be	particularly	obvious	-	especially	for	those	previously	exposed	
to	more	conventional	educational	socialisation	and	pedagogical	approaches.		 	
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Being	More	Reflexive	

Being	More	Reflexive	is	the	second	process	I	have	delineated	within	the	Learning	
Through	Reflection	category.	It	relates	to	the	development	of	a	greater	critical	
awareness	regarding	one’s	thoughts/feelings/actions,	and	the	internal	and	
external	influences	upon	them:	
	

A	big	part	of	it	is	about	not	being	afraid	to	question	and	get	it	wrong	anyway,	because	I'm	

happy	if	I've	got	it	wrong	–	I	just	learn	from	that.	

Participant	M1	ACP8	

	
Now	I	don’t	just	think,	“Oh,	I	did	that”.	Now	I	think,	“I	did	that	because...”	

Participant	M1	C2	

	
But	what	I	think	it’s	helped	me	do	[Co-operative	Inquiry]	is	be	more	aware	of	why	I	make	

these	decisions	and,	you	know,	how	I	make	sure	I	reflect	on	them,	but	you	know,	sort	of,	not	

more	measured	as	such,	but	sort	of,	yeah	more,	my	decisions	are	more	considered	if	you	

know	what	I	mean?		

Participant	M1	C2	

	
Participants	across	both	programmes	indicate	that	the	growth	of	this	faculty	is	as	
a	direct	corollary	of	their	studies	-	although	the	means	by	which	it	takes	place	is	
not	fully	extant.	I	have	however	identified	and	coded	a	series	of	further	
processes	that	seemingly	contribute	to	its	evolution.	Certainly,	a	high	degree	of	
self-awareness	(coded	as	Increasing	self-awareness)	appears	to	be	key	if	one	is	
to	become	a	‘critical	observer’	of	one’s	own	practice;	the	utility	of	the	Co-
operative	Inquiry	as	a	means	of	developing	this	occurs	repeatedly	within	the	
participant	narratives:	
	

It	[Co-operative	Inquiry]	taught	me	I	think,	to	step	outside	what	I	was	doing	and	look	in	on	

it	with	other	people's	eyes,	and	then	be	very	ready	for	that	process	with	others,	and	be	very	

open	to	that	I	think.	It	made	me	a	critical	observer	of	my	own	work.	

Participant	M1	C7	
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I	think	a	huge	thing	about	Co-operative	Inquiry	is	self-awareness.	But	it	takes	a	long	time	

to	develop	that	self-awareness;	you	certainly	can't	do	that	in	the	first	six	weeks	of	a	Co-

operative	Inquiry	group.	I	think	you	come	to	realise	that	you	have	become	more	self-aware	

at	the	end	of	two	years,	it	seems	to	hit	you	like	a	ton	of	bricks	then.	

Participant	M1	C3	

	
The	way	in	which	it	is	developed	within	the	conventional	MSc	ACP	is	less	
obvious.	I	asked	Participant	M1	ACP6	what	‘knowing’	had	facilitated	the	
development	of	this	enhanced	critical	awareness;	they	likewise	made	reference	
to	this	need	to	know	oneself	more	intimately:	
	

…it’s	knowing	about	yourself	as	well.	Finding	out	about	yourself	and	what,	and	how	you	

work,	how	you	tick	if	you	like.	And	seeing	the	differences,	appreciating	the	differences	in	

others	then.	

	

Yet	when	pressed	regarding	the	manner	in	which	self-awareness	was	increased,	
no	direct	reference	was	made	to	the	actual	course:		
	

Well	there’s	things	like	mindfulness	and	living	in	the	moment.	Trying	to	leave	behind	any	

baggage.		

Participant	M1	ACP6	

	

In	a	similar	discussion	with	Participant	M1	ACP5,	we	explored	the	importance	
of	‘developing	your	reflective	skills’	as	a	means	of	enhancing	critical	thinking.	
When	asked	how	this	was	facilitated,	they	responded	thus:	
	

It	took	the	form	of	a	4000-word	written	reflective	piece.	So	you	have	to	critically	look	at	an	

incident	in	practice,	and	relate	it	to	the	evidence.	

	
I	was	interested	in	the	exact	mechanisms	by	which	this	summative	piece	of	work	
might	enhance	reflexivity,	and	therefore	asked	for	more	detail	regarding	the	
nature	of	this	‘evidence’,	and	how	such	an	exercise	might	develop	one’s	
knowledge	and	expertise.		
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The	participant’s	subsequent	statement	appears	to	reveal	some	conflation	of	
‘critical	evaluation’	(of	literature),	and	‘critical	thinking’:	
	

Well	relating	to	this	case,	if	you're	looking	at	all	the	evidence	for	PE,	most	of	the	research	

has	been	done	post	mortem.	So	it’s	looking	at	the	criteria	that	they	use	to	identify	whether	

an	event	is	likely	to	happen,	and	the	scoring	system.		

Participant	M1	ACP5	

	
Informal	reflective	processes	(coded	as	Informal	Reflection)	were	more	readily	
articulated	within	the	narrative	account	of	participants	from	both	groups:	
	

When	you’re	like,	when	you	go	back	and	discuss	a	case	with	somebody,	or	you	talk,	and	you	

say,	“Well	how	was	that,	how	did	it	go?”	Or	then	sometimes,	yeah,	often.	Yeah,	you	reflect	a	

lot.	I	don’t	think	that	you	actually	necessarily	do	it	formally	or	write	it	down.	

Participant	M1	ACP	2	

	
But	I	mean	every	day	you	go	home	and	reflect	on	what’s	happened.	Well	at	least	I	do!	And	

you	just	re-run	bits	and	things.	

Participant	M1	ACP5	

	
I think I reflect kind of informally, on the way home like, “Oh, that could have been better” 

Participant	M1	C1	

	
However,	although	informal	reflection	may	provide	an	opportunity	for	the	
development	of	critical	reflexivity	through	the	re-examination	of	a	salient	event,	
the	potential	to	become	‘trapped’	within	the	negative	aspects,	rather	than	
Reflecting	in	a	Balanced	Way	is	clearly	highlighted.		
	

So	if	it	had	been	a	negative	situation	that's	what	I	was	going	to	say.	I	probably	would	have	

thought	about	it	more	and	then	been	able	to	give	you	a	better	answer,	and	when	things	go	

positively,	that's	awful	because	you	should	reflect	positively	as	well	

Participant	M1	ACP6	
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I	probably	concentrate	on	the	negative	more	than	the	positive,	as	is	human	nature.	And	

maybe	don't	consider	the	positives	as	often	as	the	negatives.	So	by	reflecting	upon	the	

negative	ones,	you	hope	to	learn	and	improve	for	next	time.	Whereas	perhaps	there	are	an	

awful	lot	of	positives	as	well	at	you	could	reflect	on	more.	

Participant	M1	ACP7	
	

Yes,	I	would.	I	would	think	about	a	negative	experience	more	probably,	because	it	would	

bother	me	more.	Because	if	I	had	a	negative	experience	I	would	think,	"what	did	I	do	

wrong?	What	could	I	have	done	better?	

Participant	M1	ACP10	

	
And	then	you	go	home,	and	you	think,	“Have	I	done	the	right	thing,	should	I	have	done	

that?”	

Participant	M1	C1	

	
And	what	I	don't	do,	I	don't	do	proper	reflecting,	I	don't	sit	there	with	a	little	model,	but	I	

do	think,	my	colleague	and	I	often	if	there	is	a	particular,	unfortunately	it's	always	a	bad	

situation,	I	mean	people	never	reflect	on	the	good	stuff	do	they?	

Participant	M1	C5	

	

The	weaknesses	of	practice	that	has	become	habitualised	due	to	a	lack	of	
reflexivity	are	well	recognised	within	the	literature	(Polanyi	1974,	Schon	1983,	
Berger	and	Luckmann	1991,	Paley	1996,	Rolfe	1997,	Heath	1998),	but	the	impact	
of	unstructured	‘negative’	reflection	should	also	not	be	underestimated	in	its	
potential	to	be	“mis-educative”	(Dewey	1938,	p.	25).	If	not	appropriately	guided,	
reflection	may	result	in	the		generation	schemata	that	impede	the	development	
of	practice,	creating	inverse	examples	of	Benner’s	(1984)	‘Paradigm	Cases’.	
	
	 	



	135	

The	Co-operative	Inquiry	process	appears	to	be	particularly	efficacious	in	
allowing	individuals	draw	forth	both	the	positive	and	negative	aspects	of	an	
experience:	
	

It	[Co-operative	Inquiry]	had	in	lots	of	ways,	because	I	would	be	much	more	inclined	to	

think	about	the	situation	and	my	part	in	this	situation,	rather	than	me,	yeah?	So	I'm	now	

much	more	inclined	to	see	myself	in	the	context	of	things,	rather	than	thinking,	"I'm	just	so	

rubbish"	

Participant	M1	C4	

	
So	I	think	that's	the	first	time	I've	really	actually	done	that	as	in,	"come	on,	we've	got	to	sit	

down	and	think	about	this".	A	constructive	one	rather	than,	"oh	that	was	a	nightmare".	

Participant	M1	C6	

	
But	I	think	that	if	you	start	to	look	at	various	types	of	reflection	for	incidents,	you	have	the	

potential	to	actually	say,	"Well	actually	yes,	I	did	a	good	job	there".	So	even	if	nobody	tells	

you	that	you've	done	a	good	job,	it	can	be	the	basis	of	you	saying,	"well	actually	that	

worked	really	well,	and	I	would	do	it	again.	But	the	reason	I	would	do	it	again	this	way	is	

because...	

Participant	M1	C9	

	
I	mean	it's	[Co-operative	Inquiry]	helped	me	to	reflect	more	on	my	practice,	particularly	

with	areas	that	I	think	of	either	gone	very,	very	well,	which	I	probably	wouldn't	have	

reflected	upon	before	doing	the	course,	because	we	tend	to	reflect	on	negative	things.	

	

So	they	[the	CI	Group]	drew	information	out	that	you	know,	perhaps	I	wouldn't	have	in	a	

reflection	myself,	I	wouldn't	have	got	out	of	it	myself.	Because	I	wanted	to	see	the	negative,	

I	felt	I'd	failed	because	this	patient	had	died.	

Participant	M1	C10	

	
	 	



	136	

In	a	similar	vein,	participants	from	the	MSc	CP	programme	made	reference	to	the	
danger	of	‘over-reflection’	 	a	situation	in	which	one	perpetually	re-examines	a	
situation	without	ultimately	moving	forward	to	any	resolution.	The	Co-operative	
Inquiry	process	functioned	here	as	a	means	of	avoiding	the	mire	of	perpetual	
cognitive	rumination	-	allowing	group	members	to	Finish	The	Loop	(in	vivo	
code):	
	

But	until	I	had	done	my	MSc,	I	didn't	finish	the	loop,	I	used	to	get	stuck?	So	I'd	reflect,	but	

I'd	over	reflect.	So	I’d	go	through	the	process,	I’d	look	at	what	I'd	done,	I’d	see	how	I	could	

do	things	differently,	and	I	might	do	things	differently,	but	I'd	always	make	it	my	issue?	I	

would	have	gone	round	and	round	in	circles	and	thought,	"yes	I	do	need	to	do	this,	I	do	need	

to	think	about	this,	yes	I	have	learned	this	from	this	experience",	but	then	putting	it	into	

practice	is	what	I	struggled	with.	

Participant	M1	C4	
	

You	learn	from	it,	but	you	know	why	you	learn	from	it,	rather	than	just,	"oh	I	made	a	hash	

of	it".	Now	it's	like,	"why	did	I	make	a	hash	of	it,	and	what	should	I	have	done	differently?"	

And	it's	in	a	more	structured	process.	

Participant	M1	C5	
	

And	I	was	really	getting	stuck	[in	the	reflective	loop]	before	I	did	the	course,	whereas	now	I	

would	be	much	more	inclined	to	pull	myself	out	of	that,	and	get	a	grip.	

Participant	M1	C6	
	

But	before	the	course	it	was	just	talking	to	people	with	a	little	bit	of	analysis.	Whereas	after	

the	MSc,	I	can	frame	that	now.	I'm	still	not	very	good	at,	I	still	beat	myself	up	a	bit,	but	not	

as	much	as	I	used	to.	

Participant	M1	C8	

	
There	is	nevertheless	a	great	deal	of	exposure	associated	with	presenting	one’s	
clinical	practice	for	‘deconstruction’	by	one’s	peers;	the	need	for	a	
psychologically	safe	environment	was	thus	identified	by	MSc	CP	participants	as	
being	pivotal	in	this	endeavour	(coded	as	Being	in	a	Safe	Space).	Within	the	
beginning	of	the	programme,	a	great	deal	of	time	is	spent	on	forming	a	group	
identity	 	setting	ground	rules,	exploring	expectations	etc.	At	one	point,	a	
teambuilding	weekend	was	even	timetabled	into	the	first	weeks	of	the	course.		
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Such	activities	can	be	perceived	by	both	course	participants	and	external	
scrutinisers	as	adding	little	value	to	a	formal	programme	of	study.	Yet	the	
creation	of	a	psychologically	safe	environment	does	appear	to	pay	dividends	in	
terms	of	creating	an	arena	where	practice	can	be	presented,	candidly	explored	
and	critically	‘deconstructed’	 	generating	insight	and	increasing	reflexivity	for	
both	the	individual	and	other	group	members:	
	

You	find	yourself	being	quite	exposed	on	the	course.	But	so	does	everyone	else,	so	it’s	safe	as	

well?	It’s	safe	to	sort	of	expose	yourself,	and	I	think	that’s	really	healthy	because	there’s	not	

many	courses	like	that,	that	you	do,	there’s	that	level	of	honesty.	

Participant	M1	C2	
	

But	it	was	an	arena	where	you	could	actually,	I	think	give	your	views	confidently	and,	not	

expecting	those	views	to	be	taken	on	board,	but	being	allowed	to	look	at	something	and	

think,	"I	don't	know	much	about	that,	but	if	that	was	me,	I	would	have	approached	that	this	

way".	

Participant	M1	C3	

	
There	was	something	about	that	whole	process	that	encouraged	reflection,	critiquing,	

cycling	of	the	work	and	seeing	it	as	a	development	of	any	piece	of	work	you	are	doing	

around	that.	That	openness,	transparency,	that	humility	about	any	piece	of	work	that	

helped	turn	it	into	a	better	end	product.	Like	I	said,	it	was	very	much	a	process;	the	critical	

thinking,	the	debating	in	a	safe	and	open	arena	

Participant	M1	C7	

	
The	final	code	within	this	subcategory	reflects	the	broader	(and	less	tangible)	
development	that	may	occur	in	individuals	when	they	embark	upon	a	formal	
course	of	study,	and	has	therefore	been	labelled	as	Growing	as	a	Practitioner.	
However,	as	with	other	aspects	of	this	theoretical	scheme,	although	the	code	
appears	to	resonate	with	participants	across	both	programmes,	there	are	some	
distinct	differences	present	in	relation	to	conceptualisation.		
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Participants	from	the	MSc	ACP	programme	seemed	to	link	their	‘growth’	more	
directly	with	skills	and	knowledge	acquisition	 	possibly	reflecting	the	content	of	
their	programme	and	the	primary	pedagogical	strategy	utilised:	
	

No,	I	think	it	is	growth	really.	I	think	I’ve	grown	over	the	last	five	years	because,	I	think	it’s	

about	confidence	in	your	own	ability	and	knowledge	that	you’ve	got,	that	you’re	doing	the	

right	thing?	

Participant	M1	ACP1	

	
It’s	about	being	more	of	an	expert	isn't	it?	Becoming	more	of	an	expert	practitioner	in	what	

you	are	doing.	

Participant	M1	ACP7	

	
Those	drawn	from	the	MSc	CP	programme	also	make	reference	to	‘confidence’,	
but	in	a	more	measured	and	arguably	reflexive	way:	
	

So,	and	I	think	again,	that	confidence	and	a	lot	of	the	decision-making	comes	from	really	

having	done	a	lot	of	reflecting,	and	a	lot	of	soul-searching,	I	know	it	sounds	like	a	stupid	

thing	to	say,	but	based	on	the	experience	and	everything.	

Participant	M1	C5	
	

There	are	also	other	aspects	reflected	in	the	narrative	that	more	clearly	evidence	
the	impact	of	Co-operative	Inquiry	upon	the	development	of	critical	reflexivity:	
	

Yeah?	In	that,	I	think	I	learned	a	lot	about	myself	as	a	practitioner	by	doing	all	that	digging	

down	and	stuff,	talking	about	events,	really	examining	what	I	did	and	why.	

Participant	M1	C1	

	
You	don’t	think	that	it’s	really	sort	of	changing	you,	but	other	people	comment	that	it	has?	

And	I	don’t	know	whether	you	necessarily	see	it	in	yourself,	but	I’ve	got	colleagues	that	

have	done	the	course	after	me,	and	I	could	see	the	way	that	they	certainly	changed.	I	think	

it	makes	you	think	differently;	it	makes	you	much	more	aware	of	all	the	smaller	aspects	of	

your	practice.	So	you,	I	think	you	do	reflect	a	lot	more,	I	think	that	you	impart	that	sort	of	

way	of	thinking	onto	other	people.	

Participant	M1	C2	
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But	actually	it	was	that	whole	process	that	influenced,	and	has	continued	to	influence	

dramatically	who	I	am	and	how	I	work.	And	it's	interesting	to	have	some	third-party	

observations	on	that;	I	had	the	same	boss	for	about	12	months	in	my	last	position,	and	to	

this	day,	having	recently	left	the	service	that	I	was	working	in,	that	was	the	most	

fundamental	difference	she	saw	in	me	in	all	the	years	was	that	process	of	change,	openness,	

confidence	to	have	very	difficult	conversations,	because	we	had	many	difficult	

conversations	as	part	of	the	course	with	some	of	our	peers.	

Participant	M1	C7	

	
Participant	M1	C5	very	clearly	summarises	the	ethos	of	the	programme,	and	
how	for	them,	it	facilitated	the	critical	reflexivity	that	is	crucial	for	those	engaged	
in	advanced	practice	roles:	
	

But	I'm	a	big	believer	in	you	can	learn	things,	you	can	be	taught	things,	you	can	carry	out	

things,	but	it's	about	knowing	why	you	do	them,	and	what	you're	going	to	do	when	you	get	

to	the	end	of	it	that's	the	important	thing.	And	that's	what	I	see	this	Masters	giving	you,	it's	

that	added	bit.	It's	not	teaching	the	skills	perhaps	to	do	your	job	as	such,	but	it's	giving	you	

the	skills	and	the	knowledge	to	improve	what	you're	doing,	and	to	articulate	those	things	

better.	

	

As	with	Building	Knowledge,	a	number	of	processes	that	result	in	one	Being	More	
Reflexive	are	observed	within	both	programmes.	Participants	across	the	sample	
make	reference	to	greater	reflective	activity,	and	the	importance	of	Increasing	
Self	Awareness	is	clearly	identified	within	this	evolution.		A	variety	of	reflective	
strategies	are	referenced	(Informal	Reflection),	and	the	participants	also	
highlight	a	propensity	to	dwell	upon	negative	occurrences	(Reflecting	in	a	
Balanced	Way).	In	this	respect,	it	appears	that	the	MSc	CP	programme	facilitates	
a	more	considered	reflection,	as	well	as	helping	group	members	to	escape	from	
the	over-rumination	that	can	be	a	pitfall	of	reflective	practice,	and	allow	them	to	
move	towards	potential	solutions	(Finishing	the	Loop).		
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The	need	to	ensure	psychological	safety	is	also	flagged	up	by	the	MSc	CP	group	if	
one	is	to	fully	engage	with	Co-operative	Inquiry	(Being	in	a	Safe	Space).	Finally,	
both	groups	make	reference	to	the	‘growth’	that	has	occurred	as	a	corollary	of	
their	respective	programmes	(Growing	as	a	Practitioner).	This	is	strongly	
mediated	by	the	underpinning	epistemological	focus	of	the	corresponding	
course.		The	MSc	ACP	narratives	focus	upon	increased	knowledge	and	skills,	
whereas	those	of	the	MSc	CP	participants	make	greater	reference	to	the	way	in	
which	their	programme	has	fostered	greater	openness	and	critical	reflexivity.		
	

Feelings	Continuum	

The	third	process	identified	(subcategorised	as	Feelings	Continuum),	relates	to	
the	affective	element	of	an	experience,	and	how	this	impacts	upon	an	individual’s	
levels	of	agency	and	confidence.	The	literature	pertaining	to	learning	through	
reflection	focuses	predominantly	upon	the	cognitive	(Bloom,	Englehart	et	al.	
1956)	and	psychomotor	(Harrow	1972)	domains;	affect	has	been	explored	in	
relation	to	decision-making,	but	this	work	relates	primarily	to	its	role	as	a	pre-
decision	motivator	(Loewenstein,	Weber	et	al.	2001,	Pfister	and	Bohm	2008,	
Zeelenberg,	Nelissen	et	al.	2008)	Within	this	study,	I	found	that	participants	also	
refer	to	the	way	in	which	this	learning	mode	could	help	them	to	gain	some	
degree	of	mastery	over	the	affective	aspects	of	an	experience.		As	Participant	M1	
ACP3	puts	it:	
	

I	think	that	we	are	not	always	aware	of	how	much	our	human	feelings,	our	feelings,	our	

human	factors	influence	not	only	our	learning,	but	our	future	behaviour?	

	
In	the	same	way	as	one	may	experience	a	situation	and	reflect	upon/within	it	-
resulting	in	a	consequent	adaption	in	cognitive	schemata,	it	seems	that	this	
process	may	also	attenuate	associated	psychological	distress,	ultimately	leading	
to	an	increase	in	the	individual	practitioner’s	levels	of	agency	and	confidence.		
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Yet	simply	possessing	the	requisite	knowledge	and	skills	appears	not	to	be	
enough;	emotional	mastery	increases	only	when	these	abilities	are	‘tested	out’:	
	

And	once	you	have	done	it	once;	once	I	had	been	exposed	to	that,	I’m	okay	with	it.	But	until	

it	happens,	I	get	a	lot	of	fear,	and	I	don’t	know	where	that	fear	comes	from.	The	fear	doesn’t	

get	any	better	by	having	the	knowledge.		

Participant	M1	ACP1	

	
Participants	across	both	programmes	make	reference	to	this	affective	
component,	and	the	influence	of	reflectively	internalised	experience	upon	it:	
	

No	I	don't	think	I	would	have	the	similar	levels	of	fear.	I	think	it	would	be	lessened	because	

I'd	already	accomplished	what	I	needed	to,	and	knew	that	I	could	do	that	successfully.	So	I	

think	that	was	it,	that	would	be	it.	

Participant	M1	ACP5	
I	was	scared,	really	scared.	When	I	first	started	working	on	my	own,	but	actually	that	has	

got	better	as	the	exposure	has	increased.	And	dealing	with	different	situations.	It's	not	so	

much	about	an	increase	in	knowledge,	but	an	increase	in	knowing	I	have	successfully	dealt	

with	the	situations.	

Participant	M1	ACP4	

	
That	sense	of	panic	around	my	ability	to	deal	with	the	situation,	that	need	to	default	back	

to	other	people	-	that	has	reduced	and	reduced	as	my	experience	has	increased.	Yes,	

absolutely.	

Participant	M1	C4	

	

Participant	M1	ACP1	further	summarises	the	process,	highlighting	the	way	in	
which	the	degree	of	emotion	experienced	in	any	given	situation	may	be	thought	
of	as	being	located	upon	a	‘continuum’:	
	

What	I	think	you	do	is	you	put	it	on	a	continuum,	and	that’s	to	do	with	feelings,	yeah?	So	

perhaps	down	this	end	of	the	spectrum,	that	would	be,	I’d	feel	very	comfortable,	perhaps	up	

that	end	I’d	feel	less	comfortable,	but	I	would	still	intervene,	and	I	would	still	go	in	and	face,	

well	they’re	not	fears,	they	cease	to	be	fears	anymore?	At	one	time	I	might	have	been	

‘frightened’	that	somebody	might	not,	okay	he	wasn’t	responding,	well	that	might	have	

caused	me	to	be	frightened?	But	now	I’m	not?	Because	I	know	that	is	sometimes	a	normal	

pattern.	
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Although	the	development	of	this	‘emotional	mastery’	may	initially	seem	
efficacious,	it	is	not	without	its	drawbacks.	For	example,	the	fear	and	anxiety	
associated	with	salient	events	is	also	identified	as	a	catalyser	for	increased	focus	
and	reflexivity,	which	may	prevent	individuals	from	tipping	into	over-confidence	
and	habitualised	practice:	
	

…because	I	think	it's	anxiety	for	me	that	sometimes	drives	good	risk	assessment,	because	

you	are	thinking	things	through	and	considering	all	the	‘what	if’s’.	There's	no	point	in	it	

crippling	yourself	or	any	team	but	I	think	it's	important	to	go	through	all	the	potential	

pitfalls	as	well.	

Participant	M1	C7	
	
	

I	had	to	keep	that	in	check	myself	[the	anxiety],	but	I	think	having	that	awareness	and	that	

anxiety	perhaps	influenced	the	way	I	looked	after	him	as	well?	You	know,	focus	my	

attention	bit,	yeah?	Because	I	think	that	if	I	didn't	think	about	it,	I	would	be	more	blasé	

wouldn't	I?	I'd	be	thinking,	"Well	I	don't	need	to	see	him,	I	can	see	him	again	a	month’s	time	

rather	than	every	week".	So	I	think	the	anxiety	helped	in	a	way,	to	inform	my	decision-

making	is	it?	I	don't	know?	

Participant	M1	ACP10	

	 	

Clearly	there	is	a	balance	to	be	struck	in	facilitating	this	ability	within	
individuals,	whilst	simultaneously	avoiding	the	pitfalls	of	over-confidence.	In	the	
following	excerpt,	Participant	M1	ACP6	makes	reference	to	a	change	in	the	type	
of	anxiety	they	now	experience;	they	have	learned	experientially	that	they	can	
deal	with	the	situation,	and	any	anxiety	and	associated	heightened	awareness	is	
now	related	more	to	the	further	management	of	their	patient.	Thus,	the	
practitioner	has	achieved	a	degree	of	equilibrium	between	emotional	mastery	
and	reflexive	practice:	
	

Yeah,	you	still	get	anxious,	and	that’s	good	because	it's	such	an	important	situation.	So	you	

still	get	anxious	about	what	is	happening,	whether	you	are	going	to	the	right	thing,	

whether	you	have	got	time	to	justify	what,	time	justification.	But	it’s	a	different	type	of	

anxiety;	it's	not	the	same	anxiety.	Is	not	the	anxiety	of	the	unknown,	it's	not	the	anxiety	of	

not	being	able	to	cope	in	a	situation,	it's	the	anxiety	of	what's	going	to	come	from	it,	rather	

than	a	fear	of	me	not	having	the	skills	to	do	it.	
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Ultimately,	Feelings	Continuum	delineates	a	process	in	which	the	study	
participants,	through	reflection,	begin	to	develop	mastery	over	the	emotions	
they	experience	when	dealing	with	salient	events	in	clinical	practice	 	increasing	
levels	of	both	agency	and	confidence	in	their	own	abilities.	This	faculty	develops	
in	varying	degrees	within	participants	from	across	both	programmes,	and	is	not	
linked	to	any	specific	pedagogical	approach.	However,	this	preliminary	data	does	
indicate	that	such	an	ability	can	have	utility	within	advanced	clinical	practice,	
and	the	elaboration	of	strategies	that	catalyse	its	development	may	be	a	
worthwhile	direction	for	future	educational	research	within	this	area.	
	

Summary	–	Learning	Through	Reflection	

The	relative	efficacy	of	reflection	as	a	learning	process	is	well	recognised	within	
the	sphere	of	professional	education	(Argyris	and	Schon	1974,	Schon	1983,	
Schon	1987,	Eraut	1994),	so	the	fact	that	Learning	Through	Reflection	has	
strongly	manifested	within	both	of	the	programmes	examined	here	may	come	as	
no	surprise.	However,	this	study	has	also	demonstrated	that	learning	in	this	way	
encompasses	far	more	than	the	mere	post	hoc	examination	of	salient	clinical	
experience.	Certainly,	knowledge	construction	is	taking	place	in	this	way	for	the	
study	participants	(as	may	be	discerned	within	the	Building	Knowledge	
subcategory),	but	Learning	Through	Reflection	also	encompasses	the	
development	of	oneself	as	a	‘whole’	practitioner	-	recognising	strengths	and	
weaknesses,	developing	the	ability	to	critically	examine	one’s	own	practice	(and	
the	practice	of	others)	with	some	degree	of	objectivity	(Being	More	Reflexive),	
and	gaining	a	degree	of	mastery	over	the	intense	emotions	that	may	manifest	
during	challenging	clinical	situations	(Feelings	Continuum).		
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The	pedagogical	strategy	is	absolutely	fundamental	here;	the	narratives	
demonstrate	that	although	the	processes	previously	delineated	occur	across	the	
sample,	those	following	the	MSc	CP	programme	have	been	able	to	develop	them	
to	a	much	greater	degree.	Advanced	theoretical	knowledge	and	clinical	skills	are	
crucial	attributes	for	those	working	at	the	edge	of	the	clinical	practice	envelope,	
yet	the	means	by	which	they	may	be	furnished	could	arguably	be	considered	
relatively	straightforward.	Conversely,	the	enhanced	critical	reflexivity	that	
remains	the	hallmark	of	the	expert	clinician	is	less	easy	to	develop.	The	data	
indicates	that	a	pedagogical	strategy	utilising	Co-operative	Inquiry	can	have	
significant	value	to	the	educator	in	this	respect.		
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‘Collaborative	Learning’	

The	power	of	Collaborative	Learning	within	the	construction	of	‘A	Personal	
Knowing’	is	particularly	evident	within	the	participant	narratives;	the	
pedagogical	strategy	underpinning	the	MSc	CP	means	that	the	theme	is	
understandably	strong	within	this	group.	Reference	is	also	made	to	the	value	of	
Collaborative	Learning	by	participants	who	have	undertaken	the	MSc	ACP	
programme.	I	was	able	to	discern	a	variety	of	collaborative	processes	taking	
place	within	the	participant	data;	although	formal	strategies	were	utilised	in	
order	to	facilitate	collaboration	within	both	programmes,	there	were	also	many	
examples	of	unplanned	ways	in	which	learning	was	shared	across	the	respective	
student	groups.	Within	this	study,	the	collaborative	processes	have	been	broadly	
categorised	according	to	the	location	in	which	they	were	manifest	i.e.	the	clinical	
environment	(subcategorised	as	Learning	in	Practice)	or	the	HEI	(subcategorised	
as	Learning	From	Other	Students)	-	I	have	reflected	this	within	the	diagram	below	
(figure	10).		

	
	 Figure	10.	'Collaborative	Learning'	
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It	could	be	argued	that	Learning	From	Other	Students	takes	place	equally	across	
both	clinical	practice	and	Higher	Education,	and	indeed	such	a	contention	is	
central	to	Lave	and	Wenger’s	(1991)	Communities	of	Practice.	Although	this	may	
well	be	the	case,	no	reference	was	made	to	it	within	the	data.	I	would	suggest	
that	this	is	because	the	participants	within	the	sample	had	been	individually	
drawn	from	a	diverse	range	of	clinical	areas,	and	therefore	failed	to	encounter	
each	other	within	clinical	practice;	consequently,	they	saw	learning	from	other	
students	(and	the	Communities	of	Practice	that	formed	in	relation	to	this)	as	
something	that	took	place	only	when	they	attended	the	HEI	for	their	study	days.	
	
This	exclusive	association	between	Learning	From	Other	Students	and	the	HEI	
could	have	been	further	exacerbated	by	the	overarching	pedagogical	strategy	
utilised.		A	high	degree	of	collaborative	learning	has	been	engineered	into	the	
MSc	CP	programme,	and	this	may	have	produced	a	‘blinding’	effect	upon	any	
opportunities	for	Learning	From	Other	Students	that	might	have	presented	
themselves	beyond	the	Co-operative	Inquiry	group	(and	thus	the	HEI	
environment).	Equally,	the	more	conventional	mode	of	delivery	employed	within	
the	MSc	ACP	programme	could	have	resulted	in	the	participants	being	less	able	
to	recognise	either	the	presence	of	such	processes	beyond	the	HEI,	or	utilising	
them	without	actually	realising	it.			
	
Again,	a	number	of	the	codes	reference	processes	that	took	place	exclusively	
within	the	Co-operative	Inquiry	group,	and	these	are	indicated	in	purple.	The	
Working	Collaboratively	subcategory	is	connected	to	Collaborative	Learning	with	
a	bidirectional	arrow	as	it	embodies	both	process	and	outcome	i.e.	Working	
Collaboratively	within	the	respective	programmes	(process)	translates	directly	
into	clinical	practice	as	a	more	negotiated	and	collegial	working	style	(outcome).		
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Learning	From	Other	Students	

Learning	From	Other	Students	encompasses	a	variety	of	processes	that	include	
vicariously	experiencing	other	clinical	environments,	discussing	and	reflecting	
upon	the	practice	of	fellow	students	(both	formally	and	informally),	supporting	
peers	in	their	learning,	and	modelling	the	skills	and	behaviours	of	others.	Indeed,	
the	very	act	of	being	on	a	programme	with	a	group	of	like-minded	individuals	
can	provide	a	rich	educational	resource,	and	processes	such	as	implicit	and	
reactive	learning	through	student	interaction	(Eraut	2000),	or	the	use	of	peers	as	
‘more	knowledgeable	others’	to	bridge	an	individual’s	‘Zone	of	Proximal	
Development’	(Vygotsky	1978)	may	be	readily	perceived	within	participant	
narratives:	
	

But	it	is	the	interaction	with	your	other	peers	on	the	course	that	helps	as	well.	The	learning	

you	get	from	each	other.	

Participant	M1	ACP7	

	
You	use	the	others	when	you	are	learning.	You	might	struggle	with	something,	or	they	

might	struggle	and	you	can	show	them.	So	you	both,	your	sharing	your	knowledge	as	well.	

Participant	M1	ACP2	

	
Well,	being	set	the	same	task	and	seeing	how	many	different	interpretations	there	were	of	

the	same	thing.	

Participant	M1	C4	

	
Drawing	practitioners	together	from	a	variety	of	backgrounds	also	affords	them	
the	opportunity	to	gain	a	deeper	appreciation	of	the	diverse	range	of	clinical	
environments	(coded	as	Gaining	Insight	into	Other	Areas)	 	this	may	take	
place	informally,	or	be	deliberately	facilitated	through	a	specific	pedagogical	
strategy.		
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The	value	of	such	insights	is	recognised	across	the	sample;	within	the	excerpt	
below,	Participant	M1	ACP2	likens	the	vicarious	experience	of	practice	to	
looking	in	through	‘a	window’:	
	

But	it	gives	you	an	insight	into	a	few	different	areas	then.	You	are	not	going	to	know	

everything,	but	it’s	good	to	see	-	it’s	like	a	window	into	what	other	people	do.	

	
Within	the	following	extract,	they	further	elaborate	upon	how	such	insights	
allow	one	to	better	understand	specific	treatment	pathways,	thus	enhancing	
their	ability	to	deliver	optimal	care:	
	

Because	you	are	never	going	to	experience	working	in	all	these	different	places	ever,	but	it’s	

good	to	know.	And	then	also,	when	you	are	learning,	you	need	to	know	what	you	would	do	

to	follow	on,	or	people	are	saying,	“How	am	I	going	to	know	about	this	illness	or	that	

illness?	Who	do	I	refer	on	to?	

Participant	M1	ACP2	
	
Participants	from	the	MSc	CP	programme	also	acknowledge	the	importance	of	
this	‘window’	into	other	clinical	areas	within	their	narratives:	
	

	But	I	think	that	the	content	of	the	course	for	me,	and	the	learning	from	other	people,	the	
discussion	around	the	situations	that	people	came	with,	and	everybody	on	my	course	was	in	

completely	different	areas,	and	it	was	absolutely	fascinating	listening	to	the	things	people	

did,	and	the	decisions	they	made.	

Participant	M1	C5	

	
And	what	was	fantastic	about	that	is	that	I	learned	so	much	about	current	practices	in	

critical	care,	which	will	have	an	impact	on	what	I	may	well	do.	

Participant	M1	C9	
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In	this	example,	Participant	M1	C6	refers	to	a	piece	of	academic	writing	in	
which	group	members	focused	upon	service	development	within	their	specific	
domain	of	practice.	In	presenting	this	summative	work	to	the	whole	group	(as	
opposed	to	a	single	supervisor	or	marker),	participants	not	only	experience	
other	areas	of	practice	vicariously.	Propositional	knowledge	is	also	increased	in	
relation	to	a	new	topic,	but	without	recourse	to	a	didactic	transmission	model	
that	has	limited	congruence	with	the	programme’s	underpinning	epistemological	
foundations:	
	

And	it's	the	way	the	course	was	run,	actually	by	them	presenting	their	scenarios,	their	

essays	and	things.	I	wouldn't	have	known	that,	because	maybe	you'd	been	doing	your	essay	

on	infection	control,	I	would	have	been	doing	mine	on	bladder	cancer.	Everybody	doing	

theirs.	Well	I	wouldn't	have	known,	so	I	learned	a	huge	amount	from	what	your	essay	

would	have	been,	which	I	wouldn't	have	learned	otherwise.	I	think,	with	that	course,	you	

have	the	benefit	of	other	people's	wider	reading.	

	
These	‘windows’	into	practice	also	appear	to	develop	confidence	and	agency	
amongst	participants,	allowing	them	to	recognise	the	innate	complexity	of	their	
own	clinical	practice:	
	

Yeah,	but	even	thinking	about	the	group	that	I	was	in,	you	know,	there	were	ITU	nurses,	

there	were	people	that	I	saw	as	being	more	technical	in	their	field	who	were	dealing	with	

really	difficult	situations	in	my	perception.	But	they	viewed	my	situations	as	being	complex	

too?	And	gradually	that	gave	credibility	to	what	I	do,	for	me,	personally?	

Participant	M1	C4	

	
It	was	listening	to	the	others	within	the	Co-operative	Inquiry,	which	made	me	realise	that	I	

was	as	expert	as	they	were,	that	they	hit	the	same	barriers	and	challenges	that	I	do,	just	

albeit	in	a	different	subject	area.	

Participant	M1	C8	
	
Although	the	value	of	Learning	from	Other	Students	is	clearly	acknowledged	by	
the	study	participants,	the	manner	in	which	it	is	facilitated	is	quite	variable	
across	the	programmes	examined.		
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The	most	prominent	shared	learning	strategy	utilised	within	the	MSc	ACP	
programme	involves	the	use	of	the	previously	discussed	‘case	presentations’	but	
this	appears	to	be	of	limited	utility	(see	Learning	Through	Experience).	There	is	
also	a	heavy	emphasis	placed	upon	the	acquisition	of	an	advanced	clinical	skills	
set	within	the	course	-	reflected	in	two	of	the	core	modules	(Clinical	Skills	I	&	II),	
and	this	is	another	area	in	which	shared	learning	takes	place	formally.		
	
Whilst	specific	pedagogical	mechanics	are	not	articulated	within	the	programme	
validation	document	(Pontin	2013),	aspects	of	both	Legitimate	Peripheral	
Participation	(Lave	and	Wenger	1991)	and	Modelling	(Bandura	1977)	may	be	
discerned	in	relation	to	the	teaching	of	clinical	skills.	At	the	commencement	of	
the	modules,	students	are	placed	into	‘skills	groups’	of	6-8	students	(they	remain	
consistently	within	these	groups	for	this	form	of	teaching).	Following	the	initial	
demonstration	of	a	specific	examination	sequence	e.g.	cardiovascular	system,	the	
students	consolidate	within	their	groups	with	a	member	of	the	teaching	staff.	
Participation	takes	place	in	a	scaled	form,	and	is	dependent	upon	the	abilities	of	
the	individual	students,	with	group	members	also	having	the	opportunity	to	
observe	and	model	the	behaviour	of	those	who	may	have	more	rapidly	
assimilated	the	requisite	clinical	skills.		
	
Participant	M1	ACP2	indicates	that	they	felt	learning	in	this	way	did	have	value,	
although	as	with	the	‘case	presentations’,	it	seems	that	a	fear	of	humiliation	may	
also	have	acted	as	an	extrinsic	motivator:	
	

So	your	practice	[clinical	skills],	that	does	work.	Like	your	confidence	–	having	to	discuss	

things	and	do	examinations	in	front	of	the	class,	and	that	side	of	things,	then	you’re	

practising	it.	And	everyone	hates	that,	but	then	maybe	they	don’t	realise	that	you	have	to,	

you	have	to	do	that,	and	build	the	confidence	to	do	it	in	their	practice.	
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It	is	important	to	note	that	this	was	not	however	a	universal	experience	within	
the	group.	Indeed,	Participant	M1	ACP3	was	highly	enthusiastic	about	skills	
teaching	on	the	programme:	
	

It	was	great,	I	loved	it!	Anything	that	inspired	me	to	go	and	do	better	or	learn.	I	loved	the	

OSCE’s,	I	loved,	practicing	for	the	OSCE’s.	I	loved	the	clinical	skills	suite.	

	

The	inherently	collaborative	nature	of	Co-operative	Inquiry	ensures	that	
Learning	From	Other	Students	is	at	the	core	of	the	MSc	CP	programme.	The	
shared	experience	of	coming	together	and	Reflecting	as	a	Group	is	particularly	
effective	in	this	respect,	utilising	the	multiple	subjectivities	(Heron	1996)	of	
group	members	as	a	key	resource	for	problem-solving	and	the	deepening	of	
critical	reflexivity:	
	

I’m	not	saying	we	all	think	the	same,	but	I	think	we	got	more	out	of	it	because	there	were	

people	from	all	those	different	areas,	and	they	could	bring	their	thoughts,	experiences	etc.	

into	it.	So	it	sort	of	made	you	critically	think	then,	of	all	the	different	aspects,	and	not	

perhaps	just	be	tunnel-visioned	then,	and	perhaps	I	have	taken	that	into	some	of	my	

practice	now.	

Participant	M1	C1	

	
Initially	I	thought	to	myself,	"God	what	am	I	doing	here?	Because	this	is,	why	am	I	

bothering?”	But	actually,	no	I	think	I	got	a	lot	out	of	the	experiences	that	they	shared?	

Participant	M1	C3	

	
Because	even	though	the	clinical	situation	may	have	been	different,	the	scenario	and	the	

type	of	issues	that	crop	up,	the	chances	are	that	people	within	that	group	had	already	had	

some	kind	of	experience	of	a	similar	situation,	and	could	give	you	guidance.	

Participant	M1	C9	

	
And	even	though	a	lot	of	the	group	members	were	from	different	areas,	I	suppose	principles	

of	the	problems	with	the	same	as	how	they	dealt	with	things,	and	it's	giving	a	different	

opinion	on	how	to	deal	with	things	as	well	

Participant	M1	C10	
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However,	as	the	excerpts	below	indicate,	it	is	more	than	simply	a	case	of	
passively	regarding	the	reflections	of	fellow	group	members.	It	is	through	the	
active	process	of	Reflecting	on	the	Actions	of	Others,	that	those	within	the	Co-
operative	Inquiry	group	generate	insights	leading	to	the	schema	construction	
and/or	modification	that	may	influence	both	their	own	practice,	and	that	of	
other	group	members:	
	

And	while	you	always	encourage	them	to	reflect	on	things,	also	I	think	I	reflect	upon	what	I	

would	have	done	in	that	situation	as	well.	

Participant	M1	C3	
	

And	it	kind	of,	each	time	we	did	something	and	we	had	this	Co-operative	Inquiry,	I	would	

come	away	thinking,	oh	now	they	say	so	and	so,	perhaps	I	should	be	saying	something	like	

that,	something	a	little	bit	differently.	

Participant	M1	C5	

	
Because	I	work	a	lot	on	the	ward	as	well,	I	start	my	shift	with	a	ward	round,	so	things	that	

I've	learned	from	their	work,	the	work	that	they	presented	back	to	us	has	been	

incorporated	greatly,	much	more	than	you	actually	realise.	

Participant	M1	C6	

	

Learning	need	not	necessarily	relate	to	the	sharing	of	experiences	with	positive	
consequences;	establishing	a	mutually	supportive	psychological	learning	
environment	facilitates	the	sharing	of	practice	where	outcomes	may	have	been	
suboptimal.	In	the	following	example,	Participant	M1	C3	discusses	how	this	
form	of	reflection	allows	one	to	vicariously	learn	from	others	‘mistakes’:	
	

I	think,	that	you	can	actually,	you	can	make	yourself	a	better	practitioner	through	looking	

at	not	only	what	you've	done	wrong	in	the	past,	but	what	other	people	have	done	wrong.	
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The	inverse	of	this	also	occurs	within	the	data;	when	group	members	reflect	
upon	a	situation	that	the	individual	sharing	perceives	to	be	less	than	ideal,	it	may	
lead	to	insights	regarding	the	positive	aspects	of	their	performance:	
	

But	this	so	affected	me	that	it	was	very	difficult	to	sit	there	in	front	of	the	group	and	

actually	talk	about	it.	But	I	had	very,	very	positive	and	encouraging	feedback	from	each	

member	of	the	group	that	helped	me	to	look	at	different	aspects	of	things	that	I	had	

previously	put	aside.	

Participant	M1	C10	

	
The	iterative	collaborative	cycles	of	presentation,	deconstruction,	and	critique	
also	constitute	the	summative	aspect	of	the	MSc	CP	programme	(coded	as	Peer	
Assessment),	thus	fully	integrating	assessment	into	the	Co-operative	Inquiry	
process.	As	group	members	move	through	the	cycles	of	CI,	formative	feedback	is	
initially	provided,	resulting	in	the	development	and	refinement	of	ideas	-	after	
two	to	three	iterations	have	taken	place,	group	members	present	their	work	for	
summative	evaluation.	This	is	not	to	say	that	such	an	approach	is	without	its	
challenges,	and	participants	do	appear	to	be	initially	quite	reticent	about	this	
aspect	of	the	programme:	
	

Yes.	I	said	about	academic	study	being	my	big	heart	sink	because	you	get	grades,	and	then	

you're	rubbish.	And	not	because	you	didn't	work	hard,	but	because	you	didn't	do	the	right	

thing.	Bearing	that	in	mind,	the	biggest	challenge	for	me	was	the	fact	that	we	had	to	mark	

each	other's	work.	

Participant	M1	C4	

	
However,	as	the	course	progresses,	participants	become	more	comfortable	in	
providing	this	summative	feedback,	indicating	that	the	development	of	an	
environment	that	is	psychologically	supportive	may	significantly	enhance	this	
process,	whilst	also	fostering	the	critical	subjectivity	that	is	crucial	to	CI	(Heron	
1996).		
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Again,	this	reinforces	the	need	for	initial	investment	in	what	Reason	(1992)	
terms	the	‘inclusion	phase’	i.e.	creating	an	environment	in	which	group	members	
feel	safe	and	valued:		
	

Towards	the	end	of	the	first	year	people	had	built	up	such	strong	relationships	they	were	

quite	confident	and	comfortable	in	saying	what	they	actually	thought.	That	became	evident	

through	the	process	of	academic	review	and	reviewing	each	other's	work.	

Participant	M1	C9	

	

One	might	of	course	argue	that	as	the	CI	group	identity	develops,	so	too	does	the	
potential	for	‘consensus	collusion’	(Heron	1996).	I	brought	this	up	with	the	same	
participant,	who	stated	that	the	opposite	was	in	fact	true,	suggesting	that	as	
immersion	within	CI	process	grows,	so	too	does	the	ability	to	appreciate	the	
value	of	an	array	of	critical	subjectivities:	
	

Yes.	I	certainly	agree	with	the	point	that	it's	a	case	of,	"you	scratch	my	back	and	I'll	scratch	

yours",	because	ultimately	nobody	wants	to	go	through	the	two	years	and	not	be	successful	

in	gaining	a	qualification,	because	it	is	a	lot	of	work.	But	I	think,	if	anything,	it	was	the	

opposite.	The	level	of	scrutiny	that	occurred	within	the	group,	in	fact	in	some	cases	it	was	

actually	quite	strong.	And	although	your	ego	initially	thinks,	"well	didn't	think	it	was	that	

bad",	and	you	can	become	defensive,	ultimately	it	allows	you	to	provide	a	better	quality	

piece	of	work.	

Participant	M1	C9	

	
Within	the	extract	below,	Participant	M1	C7	concurs,	noting	how	the	cycles	of	
critical	examination,	rather	than	being	threatening,	actually	pushed	them	to	
develop	higher	quality	work:	
	

Bang,	there's	a	process	where	you	get	other	people	to	review	that,	prod	that,	poke	that,	

whatever	we	want.	And	help	to	shape	and	inform	that.	So	I	think	that	was	the	most	

valuable	thing	from	that,	is	there	was	a	cycle	of	other	people	being	involved,	and	helping	to	

shape	your	thinking	and	critiquing.	I	think	what	I	learned	from	the	course,	is	that	the	more	

questioning,	the	better	the	end	product.	
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Ultimately,	the	use	of	Peer	Assessment	within	the	CI	process	is	identified	as	a	
positive	aspect	of	CI	that	contributes	to	the	development	of	the	participants’	
academic	and	clinical	practice:	
	

If	comments	were	made,	they	were	made	for	a	valid	reason,	not	just	to,	you	know	as	people	

used	to	say,	"When	you	submit	something	they'll	always	find	something	wrong,	because	

that's	their	job".	It	didn't	feel	like	that	at	all.	

	

Participant	M1	C9	

	
It	helped	hugely;	the	feedback	was	always	absolutely	spot	on,	it	was	the	right	thing	for	me	

at	the	right	time,	and	I	enjoyed	every	minute	of	it.	

Participant	M1	C8	

	
It	was	stuff	that	has	been	bedrock	for	me	in	future	work	in	terms	of	how	I	work	with	people.	

Building	that	picture	up,	questioning	work,	"okay	let's	see	what	it	looks	like	next	time".	It	

might	be	around	caseload	management	now,	it	might	be	around	a	business	case	for	

something,	but	that	whole	process	of	difficult	conversations	and	questioning	I	think	has	got	

to	be	key	for	me.	

Participant	M1	C7	

	

Although	Learning	From	Other	Students	may	be	readily	perceived	across	both	
programmes,	the	nature	of	the	MSc	CP	(and	its	intrinsically	collaborative	
mechanic)	does	result	in	these	participants	featuring	very	prominently	within	
this	subcategory.	Reflecting	as	a	Group	occurs	as	a	direct	consequence	of	the	CI	
process,	although	the	active/dynamic	nature	of	this	has	been	clarified	within	the	
code	Reflection	on	the	Actions	of	Others.	Formal	Peer	Assessment	also	takes	
place	exclusively	within	the	MSc	CP	programme,	and	although	this	manifests	as	
an	initially	challenging	activity,	the	data	indicates	that	it	may	have	significant	
value	in	terms	of	enhancing	both	academic	and	clinical	practice.		
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The	ability	to	vicariously	experience	other	clinical	environments	(Gaining	
Insight	into	Other	Areas)	is	however	highlighted	and	clearly	valued	within	both	
participant	groups,	although	the	means	by	which	it	is	formally	facilitated	varies.		
The	CI	group	is	built	around	the	sharing	of	narratives	from	the	practice	of	
individual	group	members,	so	it	is	understandable	that	the	approach	proves	
efficacious	in	this	respect.	‘Case	presentations’	are	used	within	the	MSc	ACP	
programme	as	a	means	of	providing	a	structured	environment	in	which	shared	
learning	can	take	place,	but	their	relative	novelty	as	a	pedagogical	strategy	
results	in	high	levels	of	anxiety	that	may	impede	effective	learning.	This	is	also	to	
some	degree	the	same	case	with	the	clinical	skills	demonstrations,	although	the	
more	relaxed	nature	of	the	‘skills	groups’	approach	does	ameliorate	this.			
	
It	seems	that	Learning	From	Other	Students	may	be	a	rich	and	potentially	
underdeveloped	resource	within	Advanced	Practice	education.	One	cannot	hope	
to	expose	students	to	the	vast	range	of	experiences	that	constitute	clinical	
practice,	or	even	provide	external	‘experts’	in	these	areas	to	share	their	
knowledge	and	expertise.	Yet	some	of	this	expertise	already	exists	 	within	the	
students	on	these	postgraduate	programmes.	By	being	more	cognisant	of	the	
knowledge,	skills,	and	experience	that	each	individual	student	brings	with	them	
onto	a	course	of	study,	and	planning	learning	activities	that	harness	these	
valuable	commodities,	Learning	From	Other	Students	can	be	embedded	in	
professional	education,	rather	than	simply	occurring	as	a	convenient	corollary	of	
HEI-based	study.	
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Learning	in	Practice	

Although	much	of	the	discussions	around	‘learning’	for	both	groups	centre	upon	
processes	or	experiences	occurring	within	the	HEI,	participants	also	make	
reference	to	the	importance	of	the	learning	that	takes	place	within	the	clinical	
environment	(subcategorised	as	Learning	in	Practice):	
	

If	I	had	to	put	money	on	it,	I	wouldn’t	say	that	it	was	formal,	classroom,	one	to	one.	I	would	

say	that	it	was	more	about	me	being	a	practitioner	and	learning	from	consultants,	and	

from	colleagues.	

Participant	M1	ACP3	

	
I	was	initially	unsure	of	where	this	should	feature	in	relation	to	my	overall	
theoretical	scheme.	However,	following	further	memoing	and	reflecting	upon	the	
data	at	some	length,	I	realised	that	effective	learning	within	the	clinical	
environment	is	contingent	upon	Collaborative	Working	on	both	the	part	of	the	
student	and	individual	facilitating	the	learning	experience	 	it	has	therefore	been	
included	within	this	category.	This	facilitator	may	be	a	formal	role	(e.g.	the	
‘medical	mentor’	specified	within	the	MSc	ACP	programme),	but	could	equally	be	
a	colleague	the	student	encounters	within	the	clinical	environment.	In	the	extract	
below,	the	value	of	both	is	highlighted:	
	

Okay,	one	of	the	biggest	things	really	for	my	practice	is	that	I’ve	got	an	excellent	supervisor,	

and	excellent	colleague	support	as	well.	I	think	that's	critical	really.	Absolutely	with	any	

sort	of	practice	anyway,	but	particularly	in	advanced	practice	where	there’s	new	areas	of	

practice	that	you	are	going	into,	and	going	over	your	original	roles,	you	know,	when	you	

are	in	an	advanced	practice	role.	

Participant	M1	ACP10	
	
And	within	the	following	example,	the	collaborative	aspects	of	Learning	in	
Practice	are	made	extant:	
	

I	mean	every	patient	I	discuss	with	the	consultant	after.	I	have	a	good	feedback	system,	so	

they'll	discuss	the	pros	and	cons	of	what	I	did,	and	what	they	would	have	done	differently.	

So	that's,	I	guess,	a	learning	environment.		

Participant	M1	ACP7	
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Although	both	programmes	examined	within	this	study	involve	the	development	
of	one’s	clinical	practice,	a	more	externally	codified	process	exists	for	those	
undertaking	the	MSc	ACP,	requiring	the	allocation	of	a	medical	mentor,	the	
undertaking	of	assessment	in	practice,	and	the	accumulation	of	‘clinical	practice	
hours’.	Consequently,	the	importance	of	being	appropriately	supported	in	such	
an	endeavour	(coded	as	Being	Effectively	Supported	in	Practice)	emerges	as	a	
strong	theme	within	the	narratives	of	the	MSc	ACP	group.	Given	the	consistency	
applied	to	the	processes	stipulating	the	form	of	learning	in	practice	that	the	
students	must	undertake,	the	way	in	which	it	is	facilitated	does	appear	to	vary	
considerably	within	the	programme.	For	some	participants,	learning	was	
embedded	within	very	clear	structures:	
	

So	the	consultants	designed	it	really,	it	ran	along	the	lines	similarly	to	what	the	registrars	

do?	So	direct	observational	practices,	case	studies,	clinical	management	plans.	And	then	

you	would	be,	you	gradually	get	to	do	more	and	more	stuff	really	until	you	were	able	to	just	

manage	a	patient	yourself.	I	had	been	supernumerary	on	the	registrar	rota	for	about	a	

year	and	a	half	I	think	in	order	to	sort	of	build	me	up	to	this.	

Participant	M1	ACP4	
	
Other	facilitators	used	strategies	such	as	the	selection	of	specific	patients	as	
‘cases’	for	learning:	
	

Right,	with	the	GP,	he	would	cherry	pick	some	patients	off	the	screen;	I'd	take	them	next	

door	and	do	the	assessment.	And	then	I	come	back	in,	report	back	to	him	and	go	through	

my	assessment,	and	then	the	patient	would	come	in	and	he	would	re-examine	them,	and	go	

through	my	findings,	and	see	if	I	sort	of	came	up	with	the	right	thing,	and	how	I	would	

address	it,	things	like	that.		

Participant	M1	ACP8	

	
Within	this	example,	a	collaborative	and	reflective	dialogue	is	clearly	present:	
	

It’s	the	opportunity	to	feedback	and	reflect	upon	it	as	well.	To	the	person	every,	because	I	

speak	to	the	consultant	about	it,	although	I	was	only	having	supervision	every	six	weeks	

usually,	I’ll	see	him	every	week	so	I’ll	always	mention	it	to	him.	I'll	say,	"so	and	so	is	getting	

on”,	and	he'll	say,	"How's	that	chap	now?”	And	we’ll	have	just	informal	chats	about	it	as	

well,	and	reflecting	on	it	on	a	regular	basis	as	well,	so	that	was	crucial.	

Participant	M1	ACP10	



	159	

There	were	however	incidences	in	which	learning	was	facilitated	in	a	less	
optimal	manner:	
	

The	one	consultant	I	had	an	issue	with,	when	he	came	to	do	post	take,	and	he	said,	“Who’s	

presenting?”	And	I	said,	“Me”.	I	said	that,	“When	I	percussed	the	chest,	it	was	dull	at	the	left	

base”,	and	he	said,	“Show	me	how	you	percuss”.	And	I	said,	“I	beg	your	pardon?”	And	he	

said,	“On	the	wall	now.	Show	me	on	the	wall	how	you	percuss”,	and	I	was	thinking	that	he’d	

never	do	that	to	a	house	officer,	so	why	has	he	put	me	on	the	spot	in	front	of	the	team?		

Participant	M1	ACP3	

	
With	the	doctor	in	the	hospital,	it	wasn't	a	good	experience	in	some	ways.	Because	I	used	to	

go	on	the	ward	and	just	follow	the	team	around.	And	I	did	learn	a	lot	that	way,	but	I	didn't	

have	a	lot	of	opportunity	to	practice	the	clinical	examination	as	much.		

Participant	M1	ACP8	

	
The	participants	who	undertook	the	MSc	CP	make	less	direct	reference	to	Being	
Effectively	Supported	in	Practice.	This	is	understandable	given	the	fact	that	
the	programme	does	not	specify	the	clinical	learning	outcomes	and	associated	
support	and	assessment	mechanisms	in	such	a	definitive	manner.	Nevertheless,	
the	relative	lack	of	reference	to	this	code	by	the	MSc	CP	group	members	does	
have	potential	further	implications	here.	The	importance	of	the	Co-operative	
Inquiry	group	as	a	supportive	structure	repeatedly	emerges	in	the	data,	but	when	
utilising	it	as	a	pedagogical	strategy,	one	must	remain	cognisant	of	its	finite	
lifespan	and	potential	to	foster	dependency.	Both	Reason	(1992)	and	Heron	
(1996)	make	reference	to	the	‘ending’	of	a	Co-operative	Inquiry,	highlighting	the	
need	to	take	stock	and	engage	in	a	final	reflective	meeting	in	which	sense	is	made	
of	the	whole	inquiry.		Indeed,	Reason	(1992,	p.	39)	states	that	it	can	herald	a	
period	of	mourning	in	which	some	group	members	“may	be	lonely	and	hurt”.	
Clearly	strategies	are	required	that	mitigate	against	such	a	potentially	negative	
corollary	of	the	Co-operative	Inquiry	process.		
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Unlike	the	students	undertaking	the	MSc	ACP	who	will	have	been	impelled	to	
actively	seek	out	and	develop	support	structures	that	have	a	potential	to	endure	
beyond	their	course	of	study,	those	on	the	MSc	CP	programme	may	not	have	
experienced	the	salience	of	Being	Effectively	Supported	in	Practice,	relying	
instead	upon	the	CI	group	for	psychological	support.	One	must	therefore	
consider	the	impact	of	such	a	time-limited	group	without	this	group	at	the	
cessation	of	the	programme.	
	
Interestingly,	where	the	code	does	manifest	within	the	narratives,	it	involves	
circumstances	in	which	the	participants	felt	they	were	effectively	supporting	the	
learning	of	others	in	practice:	
	

And	I	could	support	those	two	members	of	staff	that	cared	for	that	patient;	I	could	take	

them	back	through	the	process	that	I	went	through.	I	encouraged	them	to	write	a	

reflection,	I	sat	and	went	through	the	aspects	and	helped	them	to	focus	upon	the	things	

that	they	did	beneficially	as	well.	And	it	just	reminds	me	that	however	experienced	I	am,	

that	I've	always	got	something	to	learn.	I'm	never	going	to	be	all-knowledgeable.	

Participant	M1	C10	
	

Because	there	was	another	member	of	staff	involved,	I	made	sure	we	sat	down,	"right,	we	

need	to	look	at	what	we've	done	here.	And	yes,	we	dealt	with	it	well,	however	there	were	

things	we	could	have	done	better".	

Participant	M1	C6	

	
Well	I	do	think	I	needed	to	go	back	and	have	a	chat	with	that	nurse,	because	I	knew	I	had	

reflected	upon	it,	but	I	wasn’t	sure	that	she	had.	I	knew	we	had	‘the	chat’,	but	I	didn’t	think	

that	was	enough.	We	needed	to	have	a	little	look	at	what	she	could	have	done	differently.	

Participant	M1	C3	

	
This	may	relate	to	the	lack	of	any	pre-existing	agenda	regarding	the	clinical	skills	
that	must	be	consolidated	within	practice.	Equally,	it	could	be	connected	to	the	
personal	growth	and	increased	reflexivity	that	takes	place	as	a	consequence	of	
Co-operative	Inquiry.	It	may	even	simply	be	a	coincidental	coding	anomaly.	Such	
a	finding	nevertheless	remains	worthy	of	note,	and	may	repay	more	detailed	
examination	within	a	separate	study.	
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Informal	learning	that	takes	place	within	clinical	practice	(coded	as	Unplanned	
Learning	with	Colleagues)	may	be	discerned	within	the	narratives	of	both	
groups,	but	the	code	is	more	prevalent	within	those	of	the	students	who	
undertook	the	MSc	CP.	Again,	this	could	be	explained	by	the	freedom	afforded	to	
them	in	addressing	the	clinical	learning	outcomes	within	their	programme:	
	

I've	been	able	to	have	others	with	more	knowledge	and	experience	show	me	the	correct	

way	to	do	things,	allow	me	to	do	it,	and	correct	me	if	necessary.	
Participant	M1	C9	

	
Yeah,	there’s	a	lot	of	practical	learning	of	being	on	the	unit,	and	learning	from	your	

colleagues,	learning	from	your	medical	colleagues.	

Participant	M1	C10	

	
The	data	indicates	that	whilst	participant	across	both	programmes	make	
reference	to	this	form	of	learning,	there	are	subtle	differences	regarding	its	exact	
nature.	At	one	level,	Unplanned	Learning	with	Colleagues	consists	of	exposure	
and	informal	feedback,	as	can	be	seen	in	the	following	examples	from	the	MSc	
ACP	group:	
	

And	obviously	I	learned	things	from	shadowing	people	as	well.	
Participant	M1	ACP8	

	
So	I	think,	just	all	the	positive	feedback	and	lots	of	the	registrars	who	come	to	work	here	

are	quite	senior?	So	they've	got	lots	of	experience	as	well,	so	you	constantly	learn	from	

them.	

Participant	M1	ACP4	
	
It	can	also	entail	a	far	more	dynamic	process	 	in	which	the	student	is	actively	
attuned	to	potential	learning	opportunities:	
	

But	on	the	ward	rounds,	the	ward	rounds	here	are	very	educational	because	the	consultant	

will	be	actively	teaching	the	trainees	and	the	junior	doctors.	Well	you	could	go	round	and	

sort	of	think	about	the	weather	and	shopping,	or	you	could	engage	in	the	teaching	yourself.	

And	I	tend	to	engage	in	the	teaching	myself.	

Participant	M1	C2	
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This	same	dynamic	process	is	visible	within	the	example	below,	in	which	
Participant	M1	C7	talks	about	the	way	in	which	they	actively	followed	up	on	
salient	themes	when	learning	with	peers	at	a	conference:	
	

But	I’m	also	learning	from	peers	in	a	more	informal	network	way,	so	if	I	sit	at	a	conference	

on	something	that	was	really	interesting,	that	will	be	someone	I	will	follow	up	on	

afterwards	-	they	have	stretched	my	thinking	differently,	therefore	that’s	someone	to	be	in	

touch	with.	

	
It	could	be	argued	that	such	ability	is	enhanced	as	a	consequence	of	the	CI	
process.	Heron	(1996)	identifies	the	need	for	the	development	of	a	‘radical	
perception’	within	Co-operative	Inquiry,	through	which	individuals	remain	
constantly	present	and	open	to	new	experiences.	Indeed,	it	is	through	this	
evolving	‘radical	perception’	that	the	MSc	CP	students	identify,	reflect	upon,	and	
present	experiences	that	address	their	negotiated	competencies	to	the	wider	CI	
group.	Thus,	it	may	be	that	MSc	CP	members	are	better	equipped	to	maximise	a	
variety	of	latent	learning	experiences	within	the	clinical/professional	
environment.			
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Whilst	conducting	my	interviews	across	the	respective	programmes,	a	further	
aspect	of	Learning	in	Practice	became	apparent,	although	I	was	only	able	to	
elucidate	the	theme	within	two	participant	narratives	(incidentally	reflecting	
both	courses)	despite	pursuing	it	through	theoretical	sampling	(Coyne	1997,	
Draucker,	Martsolf	et	al.	2007,	Corbin	and	Strauss	2008).	Those	in	question	make	
reference	to	a	series	of	rules	that	apply	in	very	specific	situations	 	coded	as	
Urban	Myths	(in	vivo	code):	
	

Yeah,	and	I	think	also	you,	around	certain	conditions,	I	don’t	know	if	you’d	want	to	call	

them	urban	myths	or	whatever,	but	like	you	know,	a	little	bit	of	confusion,	“Oh,	is	he	3rd	

day	post	op	AAA?”	Yeah.	So,	you	know,	there’s	some	of	that	going	on	as	well.	You	are	almost	

sort	of	watching	for	it	a	bit,	you	know?	

	

And	that’s	the	sort	of	thing	you	either	consciously	or	unconsciously	pass	on	to	your	junior	

colleagues.	Because	you	are	saying	to	them,	“Oh	well,	you	know	he	is	3rd	day	post	op,	and	

he’s	a	triple	A	repair,	and	they	always	go	a	bit	confused	on	the	3rd	day	you	know?”		

And	then	they	will	probably	start	thinking	about	their	um,	you	know,	that	will	sort	of	stick	

with	them,	and	that	sort	of	knowledge	gets	passed	on	that	way,	and	I’m	sure	that	someone	

probably	said	to	me,	at	some	point	I	can’t	remember,	but	someone	probably	said	to	me,	

“You	know,	that	does	tend	to	happen”.	So	it’s	not	written	down,	it’s	not	a	formal	sort	of,	it’s	

not	in	any	textbooks.	These	things,	they	are	almost	like	clichés,	but	then	clichés	are	clichés	

because	they	happen	all	the	time.	

Participant	M1	C2	

	
But	when	you	are	dealing	with	people	there	are	parameters	that	they	don't	actually	state	

in	the	book.	Like	this	gentleman	now,	when	we	took	his	catheter	out,	he	had	a	residual	of	

157.	So	the	continence	guy	and	I,	we	were	there,	and	I	thought,	"that’s	not	too	bad	

actually”,	although	according	to	the	book	it’s	still	quite	a	lot.	And	on	speaking	to	[name	

removed]	then,	he	said	sometimes	the	urologist	says	that	if	you	have	a	chronic	retention,	

some	patients	are	left	even	if	they've	got	hundreds	and	hundreds	of	mls	as	a	residual,	

because	it	doesn't	bother	them…	

Participant	M1	ACP8	
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These	rules	are	not	borne	of	the	individual’s	experience;	neither	are	they	
transmitted	propositionally	within	the	HEI	environment.	They	appear	instead	to	
be	some	form	of	practice-based	‘lore’	that	represents	a	distillation	of	both	
proposition	and	experience,	which	is	transmitted	from	the	expert	practitioner	to	
the	neophyte	exclusively	within	the	clinical	environment.		
	
I	chose	to	retain	the	code	for	two	specific	reasons.	Firstly,	it	represents	an	
important	yet	tacit	aspect	of	Learning	in	Practice	that	may	impact	upon	schema	
construction.	This	impact	may	be	of	a	positive	or	negative	nature	depending	
upon	the	efficacy	of	the	transmitted	‘lore’.	Secondly,	these	Urban	Myths	can	be	
thought	of	as	analogous	to	a	more	abstracted	form	of	one’s	personal	theory	of	
practice.	Such	a	consideration	leads	me	to	wonder	whether	it	might	be	possible	
to	harness	strategies	such	as	Co-operative	Inquiry,	or	practitioner-based	
reflexive	action	research	(Rolfe	1996)	in	order	to	surface,	examine,	and	more	
clearly	delineate	these	Urban	Myths	 	resulting	in	the	development	of	Practice	
Theory	(Dickoff	and	James	1968)	capable	of	challenging	the	Technical	Rational	
model	of	knowledge	(Schon	1983,	Schon	1987)	that	remains	prevalent	within	
contemporary	nurse	education.	
	
The	data	from	this	study	indicates	that	although	Learning	in	Practice	is	
recognised	by	all	participants	as	being	of	fundamental	importance	in	terms	of	
knowledge	and	skills	development,	the	nature	and	quality	of	learning	experience	
afforded	can	nonetheless	be	highly	variable.		Those	undertaking	the	MSc	ACP	
programme	(with	its	specific	clinical	practice	requirements)	prominently	
highlight	the	significance	of	Being	Effectively	Supported	in	Practice.	This	is	
seen	as	being	particularly	efficacious	when	student	and	facilitator	enter	into	a	
collaborative	relationship	involving	not	only	the	actual	‘supervision	of	practice’,	
but	also	the	reflective	deconstruction	of	clinical	events	and	associated	decision	
making.		
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The	value	of	Unplanned	Learning	with	Colleagues	emerges	across	both	
participant	groups,	although	the	way	in	which	learning	opportunities	are	
engaged	with	does	vary	according	to	the	programme	being	undertaken.	Although	
the	degree	to	which	this	is	contingent	upon	the	respective	pedagogical	approach	
remains	open	to	interpretation,	the	potential	value	of	Unplanned	Learning	with	
Colleagues	is	nevertheless	important	to	note,	and	this	finding	may	catalyse	the	
development	of	strategies	that	maximise	this	important	yet	potentially	under-
utilised	aspect	of	professional	education.	Although	Urban	Myths	was	only	coded	
in	a	very	small	number	of	interviews,	it	provides	an	interesting	insight	into	a	
highly	‘situated’	(Sawyer	and	Greeno	2009)	knowledge	source,	echoing	the	
‘enculturation’	process	outlined	in	the	work	of	Brown,	Collins	et	al.	(1989).	
	

Working	Collaboratively	

Thus	far,	I	have	presented	Collaborative	Learning	as	a	supportive	and	
developmental	‘process’.	However,	during	the	course	of	axial	coding,	I	began	to	
see	the	way	in	which	Collaborative	Learning	also	flowed	through	into	the	clinical	
practice	of	the	study	participants	 	positively	affecting	the	way	they	interacted	
with	colleagues	within	their	work	environment.	Consequently,	the	‘process’	of	
Working	Collaboratively	can	also	be	thought	of	as	yielding	a	tangible	net	‘product’	
i.e.	an	increase	one’s	ability	to	work	in	a	negotiated	and	collegial	manner	within	
clinical	practice.	This	‘process/product’	effect	may	be	readily	perceived	within	
the	excerpts	below,	as	MSc	CP	students	discuss	the	way	in	which	the	
collaborative	nature	of	the	programme	helped	them	to	work	more	effectively	
within	their	team:	
	

Yeah,	and	I	think	it	does	make	a	difference,	because	if	you're	in	a	small	team,	if	you	can	get	

people	to	actually	listen	to	each	other,	it	can	influence	how	you	manage	patient	care	as	

well.	Certainly	it	has	done	on	numerous	occasions,	were	it	has	actually	changed	what	we	

were	going	to	do	because	we've	had	those	sort	of	different	approaches	coming	together	

then.	

Participant	M1	C5	
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I	very	rarely	do	anything	in	isolation	any	more,	and	that	sometimes	means	that	my	pace	is	

a	little	bit	slower	than	some	of	my	peers,	who	will	simply	describe	a	model	and	implement	

it,	and	say	that's	how	it's	going	to	happen,	but	my	style	is	more	about	sustainable	service	

impact.	

Participant	M1	C7	
	
Within	this	example,	Participant	M1	C7	highlights	the	way	in	which	their	ability	
to	engage	with	others	has	increased:	
	

I	think	engaging	others	was	probably	one	of	the	big	changes	I	see	in	my	style	of	working	I	

guess,	if	given	a	project	a	few	years	ago	and	given	one	to	do	now.	I	want	to	engage	people	

on	that	process,	and	really	get	them	shaping	it,	and	even	if	that's	only	one	focus	group	of	

some	sort,	there’s	something	about	completely	engaging	people	in	all	of	that	work.	

	
The	need	to	remain	‘open’	to	the	ideas	and	opinions	of	others	also	emerges	
within	a	number	of	the	narratives:	
	

I’m	now	more	open	about	things.	You	know,	and	not	just	within	the	team	either,	in	that	you	

are	bringing	other	people	in,	because	in	some	ways	you	learn	more	from	outside	than	you	

do	internally.	

Participant	M1	C1	
	

So	I	kind	of	think	you're	a	bit	more	open	to	asking	people	things	and	saying,	rather	than	

perhaps	before,	when	you	went	confident	enough	that	what	you	were	thinking	was	right	

anyway.	But	now	I'm	not	afraid	to.	

Participant	M1	C5	
	
The	way	in	which	Working	Collaboratively	has	developed	the	ability	of	
participants	to	deal	with	more	challenging	situations	may	also	be	discerned	
within	the	MSc	CP	narratives:	
	

But	it	may	have,	when	you’ve	looked	at	perhaps	how	people	adapt	to	change,	clinical	

judgement,	different	personalities	etc.	It	might	have	helped	you	cope	with	those	different	

personalities	in	those	circumstances,	because	sometimes	people	are	at	different	levels	due	

to	different	reasons,	so	it	makes	you	communicate	on	that	level	really.	

Participant	M1	C1	
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I	think	if	I	was	going	to	drag	anything	out	of	the	Masters	course	and	this	situation,	is	yeah,	I	

suppose,	even	in	confrontational	discussions	around	the	table,	with	the	Co-operative	

Inquiry	I	think	it	helped	me	to	be	a	little	bit	more,	to	adopt	a	calm	approach	to	try	and	

influence	things.	And	I	would	say	since	the	course,	I	have,	I	do	adopt	a	calm	approach	to	

things.	

Participant	M1	C3	

	
Because	I	think,	for	me,	it	helped	bring	a	new	maturity	to	relationships	that	I	had	with	

bosses,	peers,	executives,	that	was	much	more	questioning,	but	carefully	questioning.	

Participant	M1	C7	

	
At	a	somewhat	more	prosaic	level,	the	ability	to	cultivate	effective	
interprofessional	relationships	through	processes	such	as	‘networking’	also	
emerged	 	this	time	occurring	within	the	narratives	of	both	groups.	Within	the	
first	example,	I	had	asked	Participant	M1	ACP5	to	highlight	the	features	from	
their	course	they	felt	to	be	particularly	beneficial:	
	

And	also	be	able	to	access	individuals,	and	to	gain	skills.	

	
I	further	probed,	requesting	that	they	elaborate	regarding	what	they	meant	by	
“accessing	individuals”:	
	

Individuals	in	sort	of	specialist	fields,	where	I	would	probably	never	have.	Sort	of	

networking,	you	know,	developing	contacts?	I	think	that	networking	came	from	having	

done	the	course.	

	

This	‘networking’	process	can	also	be	seen	in	the	MSc	CP	group:	
	

And	the	ability	to	network;	certainly	things	like	the	Co-operative	Inquiry,	to	network	with	

people	who	came	from	different	backgrounds	clinically,	but	were	all	at	a	similar	level	in	

terms	of	years	in	the	job,	seniority,	and	experience	in	their	field.	I	think	that	was	really	

important	in	being	able	to	discuss	the	issues	that	cropped	up	with	peers.	

Participant	M1	C9	
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It	seems	that	Working	Collaboratively	with	students	drawn	from	a	wide	variety	of	
clinical	backgrounds	creates	a	resource	that	may	be	later	drawn	upon	in	an	
individual’s	clinical	practice.	One	might	argue	that	such	a	resource	would	be	
available	in	any	environment	where	individuals	from	a	variety	of	professions	or	
specialist	groups	come	together,	and	indeed	this	may	be	the	case.	The	finding	
does	however	indicate	that	these	networks	were	seen	to	be	of	value	by	the	
participants,	and	have	clear	utility	in	terms	of	supporting	the	development	of	
advanced	clinical	practice.	As	in	the	case	of	with	Learning	From	Other	Students,	
there	may	then	be	some	benefit	in	adopting	strategies	that	catalyse	this	process,	
rather	than	considering	it	to	be	an	ancillary	outcome	with	only	limited	relevance	
to	the	overall	learning	experience.	
	

Summary	–	Collaborative	Learning	

Socio-cultural	learning	perspectives	assert	that	learning	involves	not	only	the	
individual,	but	is	also	embedded	within	the	context	of	learning,	and	social	
relationships	therein	(Vygotsky	1978,	Lave	and	Wenger	1991,	Eraut	2000,	
Sawyer	and	Greeno	2009,	Mann	2011).	Such	a	contention	is	borne	out	within	my	
work,	and	the	manner	in	which	Collaborative	Learning	functions	within	the	
construction	of	‘A	Personal	Knowing’	may	be	readily	perceived	within	the	
narratives	of	participants	across	both	programmes.		
	
Within	this	study,	three	facets	of	Collaborative	Learning	have	been	inducted	from	
the	data.	Learning	From	Other	Students	ranges	from	the	modelling	of	behaviours	
within	clinical	skills	demonstration	through	to	the	use	of	vicarious	reflection	as	a	
means	of	schema	construction	and/or	modification.	By	its	very	nature	Co-
operative	Inquiry	fosters	a	Collaborative	Learning	approach,	creating	a	
Community	of	Practice	(Lave	and	Wenger	1991)	in	which	MSc	CP	group	members	
collectively	share	and	deconstruct	their	clinical	practice	in	order	to	generate	new	
knowledge	that	ultimately	contributes	to	their	Personal	Knowing.		
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Yet	the	strength	of	Co-operative	Inquiry	here	is	also	its	weakness	i.e.	one	may	
become	dependent	upon	this	Community	of	Practice	only	to	be	metaphorically	
cast	adrift	from	it	at	the	cessation	of	the	programme.	The	pedagogical	
approaches	that	engender	Learning	From	Other	Students	within	the	MSc	ACP	
programme	are	not	so	fully	developed,	and	consequently	the	participants’	
experiences	regarding	this	form	of	learning	are	less	consistent.	
	
As	its	name	suggests,	the	second	facet	-	Learning	in	Practice	involves	
collaborative	activity	within	the	clinical	environment.	Although	well-recognised	
themes	such	as	the	facilitation	of	learning	experiences	and	the	provision	of	
corrective	instruction	surface	here,	the	data	indicates	that	developing	high	
quality	relationships	in	which	student	and	facilitator	engage	in	a	collaborative	
and	reflective	dialogue	are	also	an	important	factor	in	maximising	learning.	
Unplanned	or	informal	learning	processes	likewise	emerge	strongly	within	the	
subcategory,	and	although	occurring	only	in	small	number	of	responses,	the	
practice-based	wisdom	embodied	within	Urban	Myths	is	another	area	that	
merits	further	exploration.			
	
Lastly	Working	Collaboratively	emerges	as	a	significant	finding,	embodying	both	
process	and	outcome.	It	appears	that	the	process	of	Collaborative	Learning	in	
addition	to	contributing	to	the	construction	of	‘A	Personal	Knowing’	also	
transfers	directly	into	clinical	practice,	increasing	one’s	ability	to	effectively	build	
working	relationships	and	professional	networks.	
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Collaborative	Learning	represents	a	significant	yet	underutilised	resource	for	the	
development	of	advanced	clinical	practice.	The	participants	on	the	programmes	
that	I	have	examined	are	drawn	from	a	wide	range	of	clinical	backgrounds,	and	
have	a	wealth	of	both	personal	and	clinical	experience.	Rather	than	simply	
assuming	a	common	deficit	in	knowledge	and	commencing	any	teaching	from	
this	premise,	it	seems	far	more	reasonable	to	harness	this	rich	vein	of	knowledge	
and	skills	through	collaborative	learning	strategies.	The	development	of	
collaborative	skills	can	also	allow	students	to	make	better	use	of	another	scarce	
resource	i.e.	the	clinical	environment.	Through	the	development	of	collaborative	
learning	skills,	one	may	enter	into	more	fruitful	relationships	with	facilitators	
and	so	become	more	attuned	to	maximizing	any	unplanned	learning	
opportunities	that	manifest,	as	well	as	taking	the	skills	forward	into	their	own	
clinical	teams	where	ultimately	they	may	contribute	to	enhanced	patient	care.	
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‘Making	Connections’	

Making	Connections	was	another	particularly	challenging	category	to	code.	I	was	
able	to	see	how	the	subcategories	fitted	together,	but	initially	struggled	with	
finding	a	categorical	label	that	effectively	encapsulated	the	underpinning	
processes.	In	this	respect,	the	practice	of	diagramming	and	memoing	proved	
particularly	helpful,	and	I	was	eventually	able	to	ascertain	that	all	the	processes	
coded	here	ultimately	related	to	a	need	for	Making	Connections.	These	coalesce	
around	two	themes	-	represented	in	the	subcategories	Integrating	Formal	
Learning,	and	Thinking-Doing-Feeling.	The	programmes	examined	within	this	
study	vary	quite	markedly	in	terms	of	overall	learning	and	teaching	approach,	
and	consequently	this	category	includes	a	number	of	course-specific	code.	
Within	the	diagram	below	(figure	11)	those	relating	to	the	MSc	ACP	are	coded	
green,	whilst	those	involving	only	participants	from	the	MSc	CP	are	as	
previously,	indicated	in	purple.	

	
	

Figure	11.	'Making	Connections'	
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Integrating	Formal	Learning	

University	education	has	been	guided	by	the	assumption	that	if	general	concepts	
and	principles	are	learned,	they	may	then	be	adapted	to	specific	practice	
situations	(Leinhardt,	Young	et	al.	1995).		Exposure	to	primarily	classroom	based	
‘formal’	learning	is	thus	characteristic	of	many	higher	education	programmes,	
and	those	examined	within	this	study	are	no	exception.	Yet	the	integration	of	this	
(predominantly	proposition)	formal	knowledge	with	other	forms	of	knowing	
appears	to	be	far	from	straightforward,	resulting	in	the	eponymous	theory-
practice	gap	(Schon	1983,	Rolfe	1993,	Ferguson	and	Jinks	1994,	Heath	1998).	
Participants	across	the	sample	make	reference	to	the	importance	of	Integrating	
Formal	Learning	with	other	ways	of	knowing,	in	order	for	it	to	be	of	utility	within	
their	own	clinical	practice	 	a	process	termed	Making	it	Real	(in	vivo	code):	
	

The	theory?	That	alone	is	not	enough.	It	is	not	enough.	It’s	got	to	be	linked	with	experience	

to	make	it	real.	To	make	it…	I	found,	just	reading	from	books	didn't,	I	mean	you	learned,	

yeah.	You	increased	your	knowledge	on	everything,	but	when	you	are	dealing	with	people	

there	are	parameters	that	they	don't	actually	state	in	the	book.	

Participant	M1	ACP8	

	
With	the	PowerPoint,	it's	all	very	interesting,	but	how	much	of	that	information	actually	

stays	with	you,	because	it	doesn't	really	mean	a	thing	personally.	It	doesn't	fit	into	your	

personal	experiences.	

Participant	M1	C10	
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The	utilisation	of	a	primarily	conventional	pedagogical	approach	within	the	MSc	
ACP	programme	seems	to	have	impacted	particularly	in	this	area,	with	students	
struggling	to	integrate	material	presented	in	an	abstract	and/or	acontextual	
form.	This	manifested	in	the	adoption	of	strategic	approaches	to	learning	(Biggs	
and	Tang	2011)	in	which	individuals	did	only	what	was	necessary	in	order	to	
progress	within	their	course:	
	

The	abnormal	and	normal	physiology,	the	lectures	-	I	can’t	say	that	there	was	anything	

that	wasn’t	useful,	but	I’m	not	sure	that	it	actually	encouraged	me	to	think	‘outside	the	box’	

then,	if	you	like?	

Participant	M1	ACP1	

	
To	be	honest,	I	blanked	a	lot	of	the	A	&	P	[Anatomy	and	Physiology]	stuff	out;	it	was	like	

plodding	through	treacle.	And	I	love	reading,	I	buy	books	that	have	got	nothing	to	do	with	

my	practice,	and	I’ll	read	them.	But	no,	I	got	my	book,	and	I	plodded	through	it,	and	I	did	

my	essays,	but	that	was	because	I	had	to.	

Participant	M1	ACP3	

	

Interestingly,	within	this	excerpt	the	student	defends	the	pedagogical	strategy	as	
the	only	way	of	‘transmitting’	large	volumes	of	material.	The	use	of	language	is	
quite	telling	here,	and	echoes	my	earlier	findings	regarding	the	general	
epistemological	position	held	by	the	students	undertaking	the	MSc	ACP	
programme:	
	

There’s	no	other	way	of…	sometimes	you	have	to	do	it	like	that	[teach	physiology].	And	it	is	

a	bit	monotonous	but	I	don’t	see	how,	if	you	did	group	work,	or	you	I	don’t	know.	Maybe	

people	went	away	and	researched	and	brought	it	back?	You’re	not	going	to,	I	think	that’s	

the	best	way	of	getting	that	maximum	amount	of	information	over	in	the	time	that	the	

university	has	got	to	give	to	the	pathophysiology	bit	of	it.	I	don’t	see	how	you	can	do	it	any	

other	way.	

Participant	M1	ACP2	
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I	attempted	to	gain	a	greater	understanding	of	the	integration	process	by	asking	
participants	to	elaborate	upon	the	manner	in	which	theory	is	transformed.	It	
seems	that	for	them,	classroom-based	learning	is	primarily	‘made	real’	through	
direct	application:	
	

It	just	goes	to	show	doesn’t	it,	no	matter	how	much	reading	you	do,	you’ve	got	to	be	

meeting	people,	and	seeing	patients	every	day.	Because	you	can	sit	back	and	read	as	much	

as	you	want,	but	you	need	to	have	that	patient	contact,	and	that	patient	experience.	You	

need	to	meet	patients	from	practice.		

Participant	M1	ACP3	

	
No,	you've	got	to	do	it	haven't	you?	You’ve	got	to	practice	it	yourself,	and	have	had	that	

experience	of	taking	responsibility	for	it	as	well.	

Participant	M1	ACP10	

	
	

Yeah.	But	I	think	for	me,	if	I	have	formal	teaching,	I	need	to	go	straight	out	and	practice,	

put	it	into	practice.	Otherwise	it	doesn’t	get	embedded.	

Participant	M1	C2	

	
You	might	remember	the	basics	of	it,	but	actually	putting	it	into	practice	is	different.	It’s	the	

doing	that	actually	makes	it	real.	

Participant	M1	C6	

	
Ultimately,	it	is	through	this	operationalization	process	that	propositional	
knowledge	is	integrated	with	other	forms	of	knowing,	and	abstract	factual	
material	becomes	subsumed	into	one’s	own	personal	theory	of	practice:	
	

It’s	gone	from,	‘These	are	the	clinical	features	in	a	book’,	to,	“I’ve	seen	someone	with	those	

clinical	features?”	Rather	than	recalling	these	lines	in	a	textbook,	I	am	actually	recalling	

real	patients.	
Participant	M1	ACP3	
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Such	a	finding	represents	a	potential	challenge	for	the	educationalist	 	patently	
there	is	a	requirement	for	the	inclusion	of	theoretical	material	within	formal	
programmes	of	study,	but	to	simply	‘deliver’	it	in	a	didactic	and	acontextual	form	
seems	to	have	limited	benefit	for	the	learner.		Nevertheless,	the	data	indicates	
that	a	range	of	pedagogical	strategies	may	have	utility	within	this	endeavour.	For	
example,	participants	on	the	MSc	ACP	programme	highlight	the	way	in	which	
clinical	vignettes	or	short	reflections	helped	them	to	consciously	embed	theory	
with	practice:	
	

And	I	find	more	benefit	from	hearing	about	real-life	experience.	It’s	just	something	that	you	

can	really	take	back	to	practice.	

Participant	M1	ACP7	

	
Reflections;	you	know	like	when	people	talk	in	classrooms	about	things	like	this,	if	tutors	

start	talking	about	clinical	issues	like	that,	that	makes	you	think	outside	of	the	box,	outside	

of	the	books,	and	makes	it	individual	for	that	patient,	doesn't	it?	

Participant	M1	ACP8	

	
Within	the	following	excerpt,	Participant	M1	ACP3	discusses	their	experience	
of	a	guest	lecturer	(employed	substantively	within	clinical	practice)	using	such	
vignettes	to	more	fully	contextualise	knowledge:	
	

We	had	one	person	in	three	years	who	came	from	[location	removed].	They	were	something	

to	do	with	respiratory	–	it	was	the	best	session	we	ever	had.	She	brought	X-Rays	with	her,	

and	she	gave	us	clients.	She	said,	“This	is	case	1,	this	is	case	2,	this	is	case	3”,	and	said,	

“What	do	you	think?	What	would	you	do	next?”	And	that’s	what	makes	you	think	about	

your	practice.	‘Stony	Dull’	became	real	to	me,	and	the	palpation,	and	you	could	just	link	it	

all,	and	it	would	make	sense.		
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Participants	from	the	MSc	CP	programme	appeared	to	find	the	process	of	
Integrating	Formal	Learning	less	problematic,	and	this	correlates	with	the	use	of	
Co-operative	Inquiry	as	the	primary	pedagogical	strategy.	Rather	than	first	
presenting	students	with	acontextual	theory	that	must	then	be	integrated	with	
their	existing	personal	theories	of	practice,	participants	bring	experiences	to	the	
group,	which	are	then	deconstructed	and	related	to	extant	theory	in	a	post	hoc	
fashion	-	a	process	that	inversely	mirrors	many	conventional	pedagogical	
approaches.	Indeed,	it	appears	that	presenting	theoretical	material	in	this	
manner	may	actually	enhance	its	assimilation	or	accommodation	(Piaget	1970,	
Ausubel	2000)	into	existing	cognitive	schemata:	
	

And	trying	to	figure	out	where	it	all	[the	theory]	fits	in,	and	I	think	that	the	Masters	course	

was	good	from	that	point	of	view,	because	actually,	it	was	all	interwoven.	And	so	you	could	

go	off	and	learn	about	things,	but	it	made	sense	in	your	practice,	because	you	were	all	able	

to	talk	about	it.	

Participant	M1	C4	

	
And	I	tend	to	do	experience	first	and	then	apply	the	learning	to	that	

Participant	M1	C7	
	
	
	

And	even	though	a	lot	of	the	group	members	were	from	different	areas,	I	suppose	principles	

of	the	problems	were	the	same,	and	how	they	dealt	with	things,	and	it's	giving	a	different	

opinion	on	how	to	deal	with	things	as	well.	And	then	with	the	course	leaders	then,	them	

being	able	to	bring	in	something	from	theory	that	we	could	look	at	to	help	us	move	forward	

with	certain	problems,	or	understand	the	processes	as	well.	You	start	with	your	experience	

and	show	how	the	theory	fits,	rather	than	saying,	“Well	here's	the	theory,	now	go	and	try	

it”.	

Participant	M1	C10	
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The	importance	of	maintaining	consistent	alignment	between	theoretical	
knowledge,	clinical	skills,	and	practice	in	order	for	effective	schemata	
construction	to	take	place	also	strongly	emerges	within	this	subcategory	(coded	
as	Linking	it	all	Together).	In	the	excerpts	below,	participants	on	the	MSc	ACP	
programme	make	reference	to	the	way	in	which	the	course	has	facilitated	the	
integration	of	the	propositional	and	the	practical	(I	was	unable	to	elucidate	any	
data	regarding	how	the	course	facilitated	this):		
	

It	certainly	brought	me	to	a	different	level	from	doing	the	course,	and	that's	part	of	the	

process	of	the,	doing	the	assignments,	doing	all	the	reading	around	clinical	decision-

making,	critical	analysis.	And	putting	it	all	together	isn't	it,	and	mixing	it	with	your	clinical	

activities?	
Participant	M1	ACP7	

	
You	know,	I	think	I’ve	got	more	knowledge	in	that	area,	and	tying	it	all	in	together,	

whereas	I	might	not	have	known	all	that	before	I	did	the	course.	
Participant	M1	ACP8	

	
For	those	undertaking	the	MSc	CP,	ensuring	programme	competencies	are	
aligned	with	the	actual	clinical	practice	of	the	participants	appears	to	be	an	
efficacious	strategy	for	the	effective	integration	of	‘formal’	and	experiential	
learning.	Within	the	following	excerpt,	Participant	M1	C9	discusses	the	way	in	
which	the	‘embedding’	of	programme	competencies	allowed	them	to	develop	
and	integrate	knowledge,	whilst	concurrently	working	on	a	project	that	
impacted	directly	upon	the	delivery	of	clinical	services:	
	

And	what	I	found,	was	looking	through	the	handbook,	and	you	see	the	various	

competencies,	if	you	are	fortunate	enough	to	be	in	a	full-time,	or	part-time	clinical	role,	

every	one	of	those	competencies	can	be	based	around	a	real	patient	scenario	or	an	

intervention.	Looking	at	other	aspects	of	the	course,	it’s	really	quite	useful	because	some	

other	things,	and	some	of	the	competencies	that	we	were	exploring	were	actually	on	going	

at	the	time?	So	in	addition	to	that	task	or	project,	you	were	also	studying	it	as	part	of	an	

educational	outcome,	and	the	ability	to	dovetail	the	academic	work	and	the	actual	task	or	

project	at	the	same	time,	I'm	certain	allowed	a	better	outcome	to	the	project	itself.	
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Similarly,	Participant	M1	C7	built	a	number	of	their	competencies	around	the	
inception	of	a	new	service	within	their	clinical	practice:	
	

And	I	had	the	opportunity	during	the	Masters	course	to	do	a	lot	of	work	around	that	

[setting	up	a	new	service],	both	in	terms	of	clinically	what	is	an	appropriate	level	of	care,	

but	actually	had	you	help	services	to	manage	that	client	group	positively,	because	that	is	

often	quite	a	challenge.	And	I	had	the	opportunity	towards	the	end	of	my	Masters	to	set	up	

a	crisis	resolution	and	home	treatment	team	from	scratch,	six	months’	project	management	

time	out,	and	to	really	come	up	with	a	model,	come	up	with	the	risks,	and	plan	the	whole	

implementation	of	that	service.	

	
These	last	two	examples	in	particular	demonstrate	the	way	in	which	the	MSc	CP	
programme	maintains	a	high	degree	of	constructive	alignment	(Biggs	and	Tang	
2011)	i.e.	the	learning	outcomes,	assessment,	and	activities	are	coherently	
organised	to	ensure	a	seamless	and	meaningful	educational	experience.		
		
To	summarise,	Integrating	Formal	Learning	requires	the	practitioner	to	take	
knowledge	of	a	principally	propositional	nature,	and	integrate	it	with	their	
existing	Personal	Knowing	-	resulting	in	an	expanded	Theory	of	Practice.	This	
integration	primarily	occurs	when	the	knowledge	is	actually	operationalized	
within	clinical	practice,	but	within	the	data	from	this	study	I	was	nevertheless	
able	to	identify	two	pedagogical	elements	that	have	the	potential	to	catalyse	the	
process.	Making	it	Real	involves	helping	the	student	to	make	connections	
between	theory	and	practice	by	contextualising	material	within	personal	
narratives,	clinical	vignettes,	and	problem-based	learning	activities.	The	use	of	
reflection-on action	(Schon	1983)	also	emerges	here	as	a	useful	integrative	tool,	
both	in	relation	to	one’s	own	clinical	practice	and	that	of	others.		
	
As	the	coding	label	suggests,	Linking	it	All	Together	highlights	the	importance	
of	identifying	meaningful	learning	outcomes	(or	ideally	allowing	the	students	to	
identify	them),	and	ensuring	these	are	constructively	aligned	with	learning	
activities	and	assessments	across	the	range	of	programme	modules.		
Anchoring	competencies	or	learning	outcomes	with	goals	/projects	from	the	
learners	clinical	practice	seems	to	be	particularly	efficacious	in	this	respect.		
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Lastly,	some	of	the	findings	within	this	section	have	also	led	me	to	question	the	
value	of	theoretical	‘frontloading’	 	an	approach	that	remains	widespread	within	
my	own	experiences	of	higher	education	as	both	student	and	teacher.	Although	
such	a	strategy	has	demonstrable	value	within	primary	and	secondary	education	
in	areas	such	as	language	acquisition	(Zemelman	and	Daniels	2004,	Cummins	
and	Quiroa	2012),	its	efficacy	is	more	questionable	within	professional	
education	 	indeed	Eraut	(1994)	suggests	that	such	a	practice	may	actually	
maximise	separation	between	theory	and	practice,	a	contention	substantiated	
within	this	study.	If	we	are	to	facilitate	the	effective	integration	of	propositional	
knowledge	with	other	ways	of	knowing,	then	transmissional	models	of	learning	
must	be	eschewed	in	favour	of	more	contextualised	approaches	of	the	type	
highlighted	within	this	study,	in	which	the	learners	(as	opposed	to	content)	are	
placed	more	fully	at	the	centre	of	any	pedagogical	strategy.	
	

Thinking-Doing-Feeling		

The	second	subcategory	that	I	have	identified	encapsulates	more	generally	the	
experiences	of	the	study	participants	as	they	proceeded	through	their	respective	
courses.	I	did	initially	struggle	with	the	way	the	codes	here	could	be	organised	
into	an	appropriate	subcategory;	the	themes	all	seemed	to	emerge	in	relation	to	
discussions	around	the	overall	pedagogical	experience,	but	I	felt	this	would	a	
somewhat	facile	label	that	failed	to	fully	indicate	the	dimensions	of	the	
subcategory.	Upon	further	analysis	I	came	to	see	that	within	each	of	the	themes	
coded,	reference	was	being	made	to	one	or	more	of	three	closely	linked	
processes	congruent	with	the	higher	order	concept	of	Making	Connections	i.e.	
cognition,	action,	and/or	the	feelings	associated	with	these.	I	have	thus	identified	
the	subcategory	as	Thinking-Doing-Feeling.	The	students	flag	up	a	diverse	range	
of	elements	here,	ranging	from	the	overall	teaching	approach	through	to	course	
structure,	pacing,	and	skills	acquisition.		
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A	key	outcome	for	any	Masters	level	programme	is	the	development	of	higher-
level	critical	thinking	(Drennan	2010),	and	participants	across	both	programmes	
make	reference	to	evolution	of	this	ability,	coded	as	Thinking	on	a	Different	
Level	(in	vivo	code):	
	

I	think	it's	also	how	you	think,	you	think	on	a	different	level	really.	So	I	think	it's	sort	of	

opens	your	mind	to	a	huge	amount	of	stuff	that	you	didn't	know	before.	And	your	critical	

thinking	is	on	a	very	different	level.	

Participant	M1	ACP4	

	
It	certainly	brought	me	to	a	different	level	from	doing	the	course,	and	that's	part	of	the	

process	of	the,	doing	the	assignments,	doing	all	the	reading	around	clinical	decision-

making,	critical	analysis.	And	putting	it	all	together	isn't	it,	and	mixing	it	with	your	clinical	

activities?	

Participant	M1	ACP7	

	
I	think	the	course	and	this	position	has	definitely	made	me	think	a	level	above	again.	

Participant	M1	ACP8	

	
I	think	it	makes	you	think	at	a	higher	level.	I	think	it	makes	you	look	at	things	and	

question	why	things	are	happening	and	if	have	the	skills	to	respond	to	that.	It	opens	your	

mind	more.	

Participant	M1	C5	

	
This	enhanced	thinking	often	seemed	to	revolve	around	the	critical	evaluation	of	
‘evidence’,	and	although	the	finding	manifests	across	the	sample,	it	is	more	
prevalent	within	the	narratives	of	the	MSc	ACP	group	 	again	I	would	suggest	
this	is	a	corollary	of	the	programme’s	pedagogical	strategy	(and	underpinning	
epistemological	position):	
	

I	think	it’s	about	the	ability	to	look	at	the	evidence,	sort	of	in	more	detail.	

Participant	M1	ACP5	
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From	studying	at	Masters	level	now,	you	know	how	to	sort	of	sort	the	wheat	from	the	chaff.	

It	teaches	you	those	skills	as	well.	To	question	evidence	as	well,	you	know?	Yeah,	learning	

more	about	how	to	critique	evidence	and	challenge	stuff,	and	look	at	it	and	think,	"Hmm”.	

Participant	M1	ACP10	

	
It	allowed	us	to	be	even	more	critical	of	evidence,	theories,	relating	to	what	we	were	doing.	

To	study	in	much	greater	depth	why	we	did	the	things	that	we	did,	and	how	they	could	be	

improved	upon.	

Participant	M1	C9	

	

Nevertheless,	reference	is	also	made	to	development	in	the	areas	of	enhanced	
cognition	and	diagnostic	reasoning:	
	

I	remember	I	did	a	lot	of	reading	around	clinical	decision-making,	and	people's	ability	to	

think	critically	about	the	information	they	were	given,	and	about	developing	processes,	and	

different	ways	of	thinking	around	that.	

Participant	M1	ACP7	

	
Well	you're	looking	at	things	critically,	it’s	about	drawing	all	that	information	together.	

That	way	of	thinking,	it	probably	wouldn't	have	been	something	I	would	have	done	at	this	

level	if	I	hadn't	done	the	Masters.	

Participant	M1	ACP9	
I	certainly	didn't	get	anything	more	from	a	urology	perspective	from	the	course.	But	what	I	

did	do	was	realise	how	I	arrive	at	decisions,	what	I	say,	how	I	do	things,	it's	maybe	look	at	

things	more	critically.	

Participant	M1	C5	

	
The	contemporary	model	of	‘Advanced	Practice’	has	ostensibly	evolved	beyond	
simple	role	extension	(Bowler	and	Mallik	1998,	Read	2003)	and	physician	
replacement	and	/or	support	(Bryant-Lukosius,	DiCenso	et	al.	2004).	A	more	
multifaceted	model	has	now	emerged	 	encompassing	the	so-called	‘four	pillars’	
of	clinical	activity,	leadership,	education,	and	research	(National	Leadership	and	
Innovation	Agency	for	Health	2010).	Yet	even	so,	one	may	still	detect	vestiges	of	
this	earlier	thinking	within	more	recent	policy	documents	such	as	Achieving	
Prudent	Healthcare	in	NHS	Wales	(Bradley	and	Willson	2014).		
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The	MSc	ACP	programme	in	particular	was	created	as	a	means	of	addressing	
such	service	need	(Pontin	2013),	and	as	a	consequence	there	is	a	strong	focus	
upon	skills	acquisition	throughout	the	curriculum.	A	series	of	core	skills	are	
stipulated	and	taught	through	a	‘clinical	skills’	module	running	over	the	first	two	
years	of	the	programme,	with	competence	being	assessed	through	concomitant	
summative	OSCE	examinations.	The	importance	of	this	skill	acquisition	thus	
manifests	clearly	within	the	participant	narratives	(coded	as	Learning	Skills):	
	

l	think	the	OSCE	skills;	those	skills	give	you	the	opportunity	really	to	be	able	to	examine	a	

child	from	head	to	toe.	From	the	OSCE’s,	you	know,	where	you	learn	to	actually	assess	your	

patient	properly?	

Participant	M1	ACP4	

	
Probably	the	physical	assessment	and	things	like	that	that	we	learned.	So	it	was	all	the	

physical	skills,	you	know	the	skills?	

Participant	M1	ACP5	

	
Yeah,	obviously,	you	know,	with	my	clinical	examination	skills,	all	work	that	you	do	in	the	

clinical	simulation	suite;	I	mean	that's	invaluable,	that	is.	It	was	drummed	into	us	all	the	

way	through	the	course.	This	particular	way	of	taking	a	history	and	doing	the	examination,	

and	you	know	that	is	with	me	every	day	now	when	I'm	seeing	a	new	patient.	And	it's	almost	

like	I've	got	to	do	all	that,	or	I	don't	feel	right	otherwise?	

Participant	M1	ACP10	

	

Learning	Skills	was	not	coded	directly	within	any	of	the	MSc	CP	narratives;	
although	the	MSc	CP	programme	also	contains	a	module	dealing	with	skills	
acquisition	(PE4S010	 	Developing	and	Evaluating	Clinical	Skills),	there	is	less	
emphasis	upon	the	production	of	a	universal	practitioner,	and	instead	the	focus	
is	upon	developing	the	current	clinical	practice	of	the	individual	(Pugh	2009).	
Unlike	the	MSc	ACP	programme,	appropriate	skills	are	identified	by	the	students	
(as	opposed	to	being	externally	derived	and	imposed	through	the	curriculum),	
and	assimilated	in	practice,	thus	fully	contextualising	skills	acquisition	within	the	
clinical	environment	and	aligning	it	with	the	demands	of	the	student’s	current	
service.		
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Within	the	MSc	CP,	learning,	teaching,	and	assessment	around	actual	skills	
acquisition	takes	place	almost	exclusively	under	the	guidance	of	a	clinical	mentor	
that	has	been	identified	by	the	student	and	ratified	within	the	CI	group	 	
competence	is	then	demonstrated	to	the	CI	group	through	negotiated	evidence	
that	might	include	a	video	recording,	PowerPoint	presentation,	reflective	
account,	completed	proforma,	or	a	combination	of	these	sources.	Nevertheless,	
such	a	strategy	does	not	come	without	incumbent	risks.	For	instance,	if	teaching,	
learning	and	primary	assessment	is	to	take	place	within	the	clinical	area,	there	is	
nothing	to	stop	the	transmission	and	validation	of	potentially	outmoded	or	
idiosyncratic	practices.	The	programme	does	not	contain	any	mechanisms	to	
police	this	beyond	the	aforementioned	evidence,	but	to	assume	that	such	
practices	may	take	place	is	to	elevate	the	academic	environment	above	the	
clinical,	a	concept	that	stands	outside	both	the	ontological	and	epistemological	
position	of	the	programme.	
	
A	number	of	further	factors	may	also	serve	to	heighten	the	focus	upon	skills	
acquisition	amongst	those	undertaking	the	MSc	ACP.		Although	there	was	a	mix	
of	role	profiles	across	both	courses,	those	working	in	a	more	‘technical’	capacity	
did	seem	to	predominate	within	the	MSC	ACP	programme.	It	is	not	inconceivable	
to	surmise	that	for	those	engaged	in	roles	that	parallel	or	substitute	the	work	of	
the	physician,	workplace	socialisation	could	result	in	an	association	between	
advanced	practice	and	the	acquisition	of	clinical	skills	-	such	a	belief	being	
further	reinforced	by	the	programme	curriculum.	The	following	excerpt	from	
Participant	M1	C4	indicates	how	such	beliefs	may	prevail	across	the	profession,	
whilst	also	acknowledging	the	way	in	which	the	MSc	CP	impacted	upon	this,	
allowing	them	to	consider	a	more	holistic	scope	of	practice:	
	

Yes,	because	before	I	did	the	course	I	placed	value	on	different	things	to	the	things	that	I	

value	now.	I	didn't	recognise	the	value	of	some	of	the	things	that	I've	just	talked	about,	

those	kind	of	softer	elements	of	the	role.	Almost	apologising,	and	I	think	I	mentioned	to	you	

before	about	working	with	a	nurse	practitioner	who	is	also	a	very	good	friend,	but	kind	of	

banter	around	me	doing	all	the	soft	stuff,	whilst	they	get	all	the	hard	stuff.	And	actually,	but	

really	feeling	that?	Deep	down	thinking	that	what	I	actually	do	isn’t	quite	as	good	as	that.	

Because	those	things	are	what	people	value	and	see,	because	they	are	easy	to	measure.	
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This	following	example	similarly	acknowledges	these	‘softer’	aspects	of	practice,	
and	how	they	have	developed	following	immersion	within	the	Co-operative	
Inquiry	process:	
	

You	know	there	was	a	lot	of	things	I	could	have	done	in	the	anaesthetic	room	but	I	felt	that	

I	had	to	be	there	for	her,	that	was	my	main	role.	And	I	think	in	the	past	I	might	have	been	

involved	with	more	of	the,	you	know	the	sort	of	acute	things	at	where	going	on…?	You	

know,	the	technical	aspects?	The	drawing	up	of	the	drugs,	prepping	for	theatre.	But	I,	I	felt	

that	she	was	the	most	important	thing,	and	I	needed	to	be	with	her.	And	that	meant	just	

sitting	there	and	talking	to	her,	and	not	being	part	of	you	know,	what	else	was	going	on	-	

there	were	enough	people	doing	that.		

Participant	M1	C10	

	
In	the	same	way	as	themes	such	as	propositional	knowledge	and	skills	
acquisition	have	revealed	themselves	to	be	of	significance	within	the	MSc	ACP,	
the	process	of	Co-operative	Inquiry	understandably	emerges	as	an	important	
enabling	factor	in	relation	to	Making	Connections	for	those	undertaking	the	MSc	
CP.	The	collegial	and	facilitative	nature	of	learning	(coded	as	Facilitating	not	
Teaching)	is	of	particular	salience	to	the	group:		
	

But	I	think	that	was	more	because	of	the	way	it	was	taught;	I	think	that’s	why	it	resounded	

so	well	with	me,	because	it	wasn’t	taught	if	you	know	what	I	mean?	

Participant	M1	C2	

	

Given	that	the	course	facilitators	are	members	of	the	academic	staff,	one	might	
then	question	the	degree	to	which	such	a	relationship	can	exist.	Heron	(1996)	
highlights	the	challenges	of	creating	a	group	with	shared	values	without	actually	
imposing	them,	acknowledging	that	it	is	unlikely	a	parity	of	influence	between	
inquiry	‘initiators’	and	other	group	members	can	ever	be	achieved.	The	fact	that	
Co-operative	Inquiry	is	being	used	here	as	a	vehicle	for	the	attainment	of	a	
Masters	degree,	and	must	therefore	comply	with	external	quality	assurance	
mechanisms,	only	serves	to	further	compound	this	difficulty.		
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Nonetheless,	the	MSc	CP	participants	make	reference	to	the	way	in	which	the	
facilitators	were	recognised	as	legitimate	group	members	as	opposed	to	
‘external	agents’	of	the	organisation	-	although	some	separation	may	still	be	
perceived:		
	

But	I	think	it	was	about	everybody	in	the	group,	and	this	was	backed	up	by	the	group	

lecturers.	And	I	use	the	term	lecturers,	but	actually	the	two	lecturers	that	were	primarily	

involved	weren’t	lecturers,	they	were	group	members?		

Participant	M1	C9	

	
It	seems	that	the	more	equitable	nature	of	the	relationship	between	all	group	
members	also	contributed	to	the	way	any	feedback	was	perceived:	
	

And	I	found	that	really	helpful	because,	being	members	of	that	group	[the	facilitators],	that	

honesty	was	carried	forward.	So	that	although,	in	terms	of	the	resource	that	we	had	with	

the	facilitators,	you	know,	the	level	of	knowledge	and	experience	was	just	immense.	You	

never	felt	that	you	were	being	overpowered	or	ridiculed	by	it?	
Participant	M1	C4	

	
If	comments	were	made,	they	were	made	for	a	valid	reason,	not	just	to,	you	know	as	people	

used	to	say,	"When	you	submit	something	they'll	always	find	something	wrong,	because	

that's	their	job".	It	didn't	feel	like	that	at	all.	

Participant	M1	C9	

	
Within	this	example,	Participant	M1	C10	indicates	how	a	facilitative	approach	
allowed	individuals	to	find	their	own	solutions,	resulting	in	a	meaningful	
learning	experience	that	fosters	independent	problem	solving:	
	

If	you	are	given	suggestions	to	a	potential	solution,	but	you	come	to	that	solution	yourself,	I	

feel	that’s	something	that	may	well	last	a	lot	longer,	and	be	almost	more	fulfilling?	

Participant	M1	C10	
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And	in	this	excerpt,	Participant	M1	C4	makes	reference	to	the	way	in	which	
they	embraced	the	facilitative	learning	approach	and	implemented	it	within	their	
own	clinical	practice	when	teaching	clients.	The	relationship	between	facilitative	
learning	and	enhanced	problem	solving	/	reduced	learner	dependence	also	
appears	here:	

	
One	of	the	things	that	I	had	written	down	when	I	was	going	through	this	was	that	it	

highlights	that	facilitator	role,	which	I	think	is	more	tricky	than	being	an	instructor.	It	is	

sometimes	lengthy	in	process,	but	can	be	more	constructive	in	self-care.	So	for	patients	who	

like	to	have	the	control,	if	you	can	facilitate	that	experience	they	keep	their	self-care,	and	

they	can	look	after	things	themselves.	They	can	self-manage	for	a	longer	period	of	time,	

whereas	if	you	instruct	people	and	they	keep	getting	stuck	and	coming	back,	and	come	

back	and	become	dependent	upon	you.	

	

It	seems	that	membership	of	a	well	facilitated	and	effectively	functioning	Co-
operative	Inquiry	group	may	indeed	be	an	efficacious	means	of	expanding	and	
integrating	knowledge	and	understanding.	One	must	nevertheless	consider	the	
implications	of	being	involved	within	a	group	in	which	facilitation	or	group	
dynamics	are	suboptimal.	The	participants	interviewed	within	this	study	have	all	
graduated	from	the	MSc	CP,	and	as	such,	it	seems	likely	that	they	were	members	
of	well-functioning	groups;	consequently,	they	have	experienced	Co-operative	
Inquiry	positively	-	providing	data	that	casts	the	process	in	a	favourable	light.		
	
I	did	not	interview	anyone	who	had	exited	the	programme	prior	to	completion	
and	as	such	have	no	data	regarding	issues	such	as	problematic	facilitation	or	
aberrant	group	dynamics.		Yet	Heron	(1996)	acknowledges	that	there	may	be	
challenges	in	effectively	facilitating	a	CI	group,	highlighting	the	need	for	a	three	
strand	initiation	in	which	CI	methodology,	authentic	collaboration,	and	the	
creation	of	a	climate	conducive	to	the	identification	and	acceptance	of	emotional	
states	is	introduced,	recognised	and	accepted.	Likewise,	Reason	(1999)	
emphasises	the	need	for	a	balance	between	order	and	chaos	in	order	for	effective	
investigation,	lest	the	inquiry	collapse	into	confusion	and	ambiguity.		
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A	variety	of	tools	and	processes	are	subsequently	made	available	to	achieve	
these	aims		-	termed	radical	memory	and	inquiry	skills	(Heron	1996);	these	are	
introduced	in	a	fairly	straightforward		and	modulated	fashion	(Heron	suggests	
that	in	this	endeavour	we	are	all	beginners),	but	for	someone	such	as	myself	with	
no	background	in	counselling,	they	do	appear	quite	complex.	Although	effective	
facilitation	may	appear	superficially	straightforward,	Heron	(1996)	concedes	
that	it	does	in	fact	rest	upon	a	knife-edge,	contingent	upon	the	skills	of	the	
facilitator(s),	and	subject	to	the	effects	of	a	multiplicity	of	powerful	and	
potentially	conflicting	forces.	As	such,	I	would	propose	a	future	thread	of	
research	focusing	upon	collaborative	learning,	in	which	the	experiences	of	those	
that	have	exited	the	programme	prior	to	graduation	is	examined,	as	such	work	
may	provide	an	important	counterpoint	to	some	of	the	findings	presented	within	
this	thesis.	
	
Thinking-Doing-Feeling	encompasses	themes	identified	by	the	study	participants	
that	relate	more	generally	to	their	experiences	of	Masters	level	education	on	
their	respective	programmes.	Thinking	on	a	Different	Level	represents	a	
number	of	cognitive	changes	that	participants	across	the	sample	considered	
occurring	as	a	consequence	of	Making	Connections.	It	involves	the	development	
of	a	more	questioning	attitude,	the	ability	to	formally	critique	‘evidence’,	and	the	
achievement	of	a	deeper	insight	into	one’s	decision	making	processes.	Learning	
Skills	as	its	coding	label	indicates,	deals	with	the	acquisition	and	further	
development	of	clinical	skills.		
	
Despite	the	fact	that	skills	acquisition	features	in	both	the	programmes	under	
investigation,	this	theme	coded	exclusively	within	the	MSc	ACP	group,	and	I	
suggest	that	this	is	related	to	a	number	of	factors.	These	include	(a)	the	historic	
association	between	advanced	practice	and	mastery	of	technical	procedures,	(b)	
the	fact	that	the	development	of	clinical	skills	is	a	core	theme	within	the	first	two	
years	of	the	programme,	and	(c)	the	role	profile	and	workplace	socialisation	of	
many	of	the	MSc	ACP	students.		
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Conversely	Facilitating	not	Teaching	manifests	only	within	the	narratives	of	
the	MSc	CP	students,	and	relates	to	the	overall	pedagogical	experience	of	Co-
operative	Inquiry.	In	particular,	the	facilitative	approach	is	seen	as	creating	a	
learning	space	in	which	conventional	hierarchical	student/teacher	power	
structures	are	flattened,	resulting	in	an	open	and	collegial	dynamic	between	all	
group	members.		
	

Summary	–	Making	Connections	

Making	Connections	relates	to	the	way	in	which	the	subjective	pedagogical	
experiences	of	the	study	participants	enhanced	or	impede	the	Knowledge	
Integration	process.	The	data	indicates	that	such	experience	impacts	significantly	
upon	the	construction	of	‘A	Personal	Knowing’,	manifesting	here	within	the	
subcategories	Integrating	Formal	Learning,	and	Thinking-Doing-Feeling.	The	first	
of	these	subcategories	(Integrating	Formal	Learning)	emphasises	the	difficulties	
students	face	in	assimilating	material	that	is	presented	in	a	context-free	manner,	
but	also	highlights	a	number	of	pedagogical	approaches	that	may	allow	students	
to	more	effectively	integrate	this	material	with	their	Personal	Knowing.		The	
process	of	‘frontloading’	within	a	professional	educational	context	is	called	into	
question	here.	For	those	with	developed	professional	schemata,	it	seems	that	
theoretical	assimilation	would	be	better	served	by	first	examining	experience	
and	then	inducting	theoretical	themes.	These	may	be	subsequently	examined	in	
light	of	extant	theory,	rather	than	initially	frontloading	with	theory	that	then	
requires	operationalization	by	the	student.	
	

Thinking-Doing-Feeling	as	the	label	suggests,	captures	a	range	of	other	factors	
impacting	upon	the	process	of	Making	Connections.	It	is	interesting	to	see	here	
the	way	in	which	differences	in	the	overall	pedagogical	approach	utilised	impact	
upon	the	salience	of	a	particular	element	of	the	course	i.e.	Learning	Skills	for	
those	undertaking	the	MSc	ACP,	and	Facilitating	Not	Learning	for	those	within	
the	Co-operative	Inquiry	group.			
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Clearly	skills	acquisition	is	of	paramount	importance	for	students	undertaking	
the	MSc	ACP,	and	for	those	who	require	a	broad	‘advanced	practice	skills	set’	the	
pedagogical	approach	may	indeed	be	expedient.	The	fact	that	it	has	coded	so	
strongly	within	the	student	narratives	does	however	lead	me	to	consider	
whether	its	prominence	within	the	curriculum	could	result	in	other	elements	of	
the	programme	(and	ultimately	aspects	of	the	advanced	practitioner	role)	being	
devalued	in	some	way.		
	
Likewise,	the	facilitative	nature	of	the	Co-operative	Inquiry	process	features	
significantly	within	the	MSc	CP	data.	Although	Co-operative	Inquiry	emerges	as	
an	efficacious	strategy	for	the	construction	of	‘A	Personal	Knowing’,	one	could	
easily	become	infatuated	with	novelty	of	the	process,	and	this	could	equally	
detract	from	the	overall	learning	experience.	Discussion	around	the	challenges	of	
effective	facilitation	is	noticeably	absent	from	participant	data,	and	I	
acknowledge	this	may	be	as	a	consequence	of	the	sampling	method	utilised;	I	
have	therefore	suggested	this	aspect	as	a	theme	for	subsequent	research	within	
this	arena.	
	
When	thinking	back	upon	the	many	educational	programmes	I	have	undertaken,	
the	factual	elements	that	I	was	required	to	assimilate	 	the	various	theories,	
concepts,	and	propositions	do	come	quickly	to	mind.	But	equally,	the	way	in	
which	learning	was	undertaken	also	retains	a	high	degree	of	salience;	indeed,	if	
we	consider	our	formative	years	of	education,	it	is	in	fact	often	not	the	content	
that	stays	with	us,	but	the	subjective	pedagogical	experiences.	The	coding	and	
development	of	this	category	establishes	the	importance	of	not	only	ensuring	
content	is	appropriate,	but	also	that	all	aspects	of	learning	and	teaching	are	
constructively	aligned	and	facilitated	in	a	way	that	allows	students	to	make	
connections	-	contextualising	and	integrating	material	with	existing	cognitive	
schemata.	Furthermore,	it	clearly	demonstrates	the	way	in	which	the	selected	
pedagogical	strategy	may	echo	profoundly	through	the	entirety	of	the	learner	
journey,	ultimately	impacting	upon	an	individual’s	ability	to	effectively	construct	
their	personal	theory	of	practice.	
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‘Catalysers	and	Inhibitors’	

The	final	category	within	my	theoretical	scheme	explores	other	factors	that	may	
contribute	to,	or	inhibit	the	construction	of	‘A	Personal	Knowing’.		Thus	far,	I	have	
explored	the	pedagogical	elements	that	mediate	the	process	of	Knowledge	
Integration,	but	a	number	of	further	aspects	more	tangentially	related	this	also	
emerge	from	the	data,	and	these	are	represented	in	the	diagram	below	(figure	
12).	The	factors	identified	may	be	broadly	divided	into	those	of	an	intrinsic	(An	
Intrinsic	Desire	to	Learn)	and	extrinsic	(Context	and	Workload)	nature,	and	this	
parallels	other	earlier	findings	within	this	topic	area	(Dowswell,	Hewison	et	al.	
1998,	Murphy,	Cross	et	al.	2006,	Wood	2008).	Within	this	category	both	codes	
manifest	equally	across	the	sample.		
	
	

	
	
	
	 Figure	12.	'Catalysers	and	Inhibitors'	
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An	Intrinsic	Desire	to	Learn		

Whilst	exploring	the	critical	incidents	presented	within	each	interview,	I	asked	
the	participants	to	discuss	their	previous	learning	experiences,	and	the	way	in	
which	they	might	have	influenced	the	situation	under	discussion.	It	was	here	that	
a	number	of	the	participants	across	both	programmes	made	reference	to	An	
Intrinsic	Desire	to	Learn.	It	seems	that	an	innate	need	to	expand	one’s	
knowledge	and	understanding	provides	a	significant	catalyst	for	further	learning	
and	professional	evolution:		
	

But	I	enjoy	doing,	I	enjoy	reading,	I	enjoy	trying	to	find	out	why,	I	want	to	know	why.	I've	

never	been	satisfied	with	someone	telling	me	it's	because	it	is.	Some	individuals	are	quite	

easy,	they	like	to	coast	along,	whereas	others	are	more	active	learners.	

Participant	M1	ACP5	

	
The	thing	is,	I've	always	done	courses	all	the	way	through	my	career.	I've	never	stopped	

really.	So	I	think	that	I've	always	had	that	questioning,	probing,	from	all	the	courses	really.	

Participant	M1	ACP8	

	
I’ve	always	been	active	in	seeking	learning	-	from	day	one.	I	wouldn't	go	as	far	as	to	say	

that	it	rocked	the	establishment,	but	it	certainly	caused	me	some	interesting	conversations	

with	some	of	the	senior	staff	that	I	was	working	with.	

Participant	M1	C5	

	
But	yes,	it's	always	been	a	feature	of	me,	if	there	is	a	learning	opportunity	there	and	you	

don't	take	it	then	it's	lost.	And	certainly	going	through	training,	and	in	my	early	years,	I	

was	a	sponge.	I	wanted	to	pick	up	as	much	as	I	possibly	could.	

Participant	M1	C9	
	
Indeed,	there	is	even	some	suggestion	that	this	intrinsic	spirit	of	inquiry	is	
pivotal	if	one	is	to	practice	effectively	at	an	advanced	level:	
	

I	think,	again	I	don't	know	if	this	is	appropriate,	but	I	think	as	an	advanced	practitioner	

you’ve	got	to	have	a	certain	personality	as	well?	You	know,	that	wanting	to	know?	That	

questioning?	

Participant	M1	ACP10	
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An	Intrinsic	Desire	to	Learn	has	been	examined	within	the	healthcare	
literature	in	relation	to	accessing	continuing	professional	education	(CPE)	e.g.	
diplomas,	degrees	-	the	phenomena	being	labelled	as	a	‘Pull	Factor’	(Dowswell,	
Hewison	et	al.	1998)	or	‘Intrinsic	Motivator’	(Wood	2008).	Yet	although	its	
existence	is	identified,	there	is	little	further	detail	regarding	why	it	may	be	
present	within	some	and	not	others.		
	
Humanistic	psychology	recognises	motivation	to	learn	as	a	characteristic	existing	
within	all	individuals,	although	crucially	Knowles,	Holton	et	al.	(2015)	
acknowledge	that	all	adults	do	not	have	the	capacity	for	self-direction	in	every	
learning	situation.		Maslow	(1962)	classically	links	it	with	the	process	of	self-
actualisation,	and	both	Rogers	(1969)	and	Knowles	(1980)	more	explicitly	
connect	learning	with	its	perceived	relevance	to	solving	a	specific	issue	in	one’s	
life.	Yet	within	the	participant	narratives,	this	desire	to	learn	seems	to	be	of	a	
particularly	enduring	nature,	and	indeed	manifests	almost	as	a	defining	aspect	of	
their	characters:	
	

Yeah,	I	don’t	know,	because	I	don’t	think	everybody	has	got	the	ability	to	do	it.	So	I	think	

you	can	put	three	different	people	in	a	situation,	and	three	different	will	come	out	of	it	with	

different	things,	yeah?	I	think	that	if	you	are	the	kind	of	person	that	is	able	to	do	that,	then	

it	happens	naturally,	and	it’s	just	a	way	of	kind	of,	like	a	kind	of	way	of	being.	

Participant	M1	ACP1	

	
It’s	about	being	there	and	doing	it,	but	it's	also	about	wanting	to	learn	from	others.	From	

exposing	yourself	to	other	practitioners.		

Participant	M1	ACP7	

	
Such	a	finding	is	congruent	with	the	work	of	Brockett	and	Hiemstra	(1991,	p.	
16),	who	also	suggest	that	self-direction	is	an	innate	personality	trait	or	“Way	of	
Life”	that	has	been	confusingly	conflated	with	the	pedagogical	strategy	of	self-
directed	learning.	A	number	of	theories	within	cognitive	psychology	also	explore	
the	motivation	to	learn,	and	factors	such	as	Locus	of	Control	(Rotter	1966),	Self	
Efficacy	(Bandura	1977),	or	a	combination	of	these	 	as	in	Weiner’s	(1992)	
Attribution	Theory	are	identified.		
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Clearly	An	Intrinsic	Desire	to	Learn	is	a	complex	phenomenon	mediated	by	
personality,	learning	environment,	the	influence	of	significant	role	models,	and	
previous	secondary	socialisation.	The	manner	in	which	these	elements	interact	
in	relation	to	student	motivation	may	prove	to	be	a	fruitful	area	for	future	
research;	their	detailed	examination	however	remains	beyond	the	scope	of	this	
thesis.	
	

Context	and	Workload	

Although	not	heavily	referenced	within	the	data,	the	context	of	one’s	clinical	
practice,	and	volume	of	work	undertaken	(coded	as	Context	and	Workload)	
also	emerge	as	factors	that	may	catalyse	or	inhibit	the	process	of	Knowledge	
Integration.	The	limited	opportunity	to	engage	in	reflection-on-action	(Schon	
1983)	is	identified	as	one	characteristic	of	a	high	intensity	clinical	context.	The	
following	narratives	contrast	an	extremely	busy	workplace	environment	with	
one	in	which	there	is	time	available	to	reflect	upon,	and	integrate	experiences	
with	existing	cognitive	schemata:	
	

Because	when	you	are	working	in	an	environment	where	you	are	completely	overloaded	by	

work,	and	you	know,	perhaps	you	are	a	bit	short	staffed	as	well,	then	you	get	very	stressed.	

You	don’t	have	time	to	think	–	you	just	‘do’,	just	to	get	through	it.	
Participant	M1	ACP	1	

	
Well,	um,	it’s	this	issue	about	workload	as	well	isn’t	it?	And	so	at	the	moment	I	am	in	a	job	

where	we	never	really	get	‘busy’	busy.	And	I’ve	got	time	then,	to	be	a	bit	more	measured?	To	

reflect	on	what	I	do?	

Participant	M1	C4	
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It	seems	that	the	workload	may	not	necessarily	even	need	to	be	of	a	clinical	
nature.	In	the	following	examples,	MSc	ACP	participants	make	reference	to	
volume	of	propositional	material	that	must	be	assimilated	over	the	course	of	
their	programme.	One	might	argue	that	this	too	could	have	a	detrimental	effect	
upon	Knowledge	Integration,	and	at	the	very	least	will	manifest	in	the	adoption	of	
Surface	(Marton	and	Saljo	1976)	or	Strategic	(Biggs	and	Tang	2011)	approaches	
to	learning	that	fail	to	engage	the	student	fully	with	the	subject	material:	
	

I	used	to	find	it	hard	because	it’s	very	full	on,	and	it’s	a	short	space	of	time,	and	you	have	to	

go	away	and	read	as	well,	read	around	the	areas.	

Participant	M1	ACP2	
	

	
It	was	a	massive	shock	to	the	system,	because	I	had	done	A-level	biology,	but	this	was	at	a	

cellular	level.	I	thought	that	I	knew	everything	about	cardiology,	but	I	didn’t,	I	really	didn’t.	

There	was	too	much,	and	it	was	too	long.	

Participant	M1	ACP3	

	
The	only	thing	I	try	and	do	is	make	mental	lists.	Because	otherwise	it	would	stress	me	out	if	

I	had	all	these	things	going	on	in	my	mind,	and	I'd	forget	things.	So	the	course	taught	me	

that,	because	when	I	was	doing	the	course,	there	is	so	much	work	involved	that	you	have	to	

make	lists.	

Participant	M1	ACP6	

	
Such	findings	are	particularly	germane	to	the	educationalist.	Although	little	may	
be	done	to	mitigate	the	volume	of	work	that	students	are	required	to	undertake	
within	their	professional	capacity,	one	might	consider	strategies	that	integrate	
learning	more	effectively	with	organisational	outcomes.	Avoiding	the	generic	
frontloading	of	propositional	material	that	may	have	limited	applicability	to	the	
student’s	clinical	practice	could	also	have	significant	impact	in	this	respect.		
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Summary	–	Catalysers	and	Inhibitors	

Catalysers	&	Inhibitors	encompasses	a	number	of	further	intrinsic	and	extrinsic	
factors	that	impact	upon	the	construction	of	‘A	Personal	Knowing’.	An	Intrinsic	
Desire	to	Learn	reflects	the	strong	internal	drive	to	seek	out	new	learning	
opportunities	that	is	present	within	a	number	of	the	study	participants.	Although	
congruent	with	the	tenets	of	both	andragogy	(Knowles	1980)	and	self-
actualisation	(Maslow	1962),	the	data	does	indicate	that	such	a	drive	may	be	
enhanced	within	selected	individuals	 	acting	as	a	significant	catalyser	for	
learning	(in	a	variety	of	forms),	and	thus	effecting	the	construction	of	a	more	
elaborate	personal	theory	of	practice.	The	degree	to	which	it	is	fully	intrinsic	is	of	
course	debatable,	and	a	multiplicity	of	factors	including	socialisation,	
personality,	and	the	availability	and	influence	of	significant	models	(Bandura	
1977)	may	also	have	some	part	to	play	within	this.	
	
The	catalysing	or	inhibiting	effects	of	Workload	and	Context	constitute	what	
might	well	be	considered	a	self-evident	finding,	but	one	that	nonetheless	merits	
consideration	within	the	overall	theoretical	scheme.	The	data	clearly	
demonstrates	the	influence	of	these	factors	upon	knowledge	construction,	and	
although	the	educationalist	can	do	little	about	the	workplace	pressures	that	a	
student	may	face,	an	awareness	of	its	effect	upon	the	learning	process	remains	
useful	in	terms	of	ensuring	effective	support	is	available	during	periods	of	
increased	academic	or	clinical	load.	The	value	of	integrating	summative	
academic	work	with	clinical	goals	or	activities	has	been	previously	discussed	in	
relation	to	reducing	the	ubiquitous	theory-practice	gap	(Schon	1983),	but	at	a	
more	prosaic	level,	designing	learning	activities	that	accomplish	this	will	also	
help	to	reduce	the	inhibiting	effect	of	academic	workload	upon	the	knowledge	
construction	and	integration	processes	explicated	within	this	thesis.	
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In	examining	the	Knowledge	Integration	process	that	ultimately	results	in	the	
construction	and	modification	of	‘A	Personal	Knowing’,	I	have	focused	quite	
extensively	upon	the	pedagogical	approaches	employed	within	the	courses	
featured	here.	Although	it	is	clear	that	the	selected	pedagogical	strategy	(and	
indeed	a	programme’s	underpinning	ontological	and	epistemological	position)	
exert	a	significant	influence	upon	Knowledge	Integration,	the	codes	emerging	
within	this	category	highlight	other	factors	that	mediate	the	learning	process.		
The	findings	relating	to	motivation	(An	Intrinsic	Desire	to	Learn)	may	
contribute	to	the	on-going	debate	within	this	topic	area	(Dowswell,	Hewison	et	
al.	1998,	Murphy,	Cross	et	al.	2006,	Wood	2008,	Pool,	Poell	et	al.	2013),	and	point	
to	a	number	of	further	avenues	of	research.	Those	involving	Workload	and	
Context	have	relevance	for	all	those	engaged	in	professional	education,	
emphasising	the	importance	of	maximising	synergy	between	professional	and	
academic	goals.		 	



	197	

The	Substantive	Grounded	Theory	-	Developing	a	Personal	

Knowing	

Overview	

Grounded	Theory	remains	a	prevalent	methodological	approach	utilised	within	
qualitative	research,	yet	a	number	of	authors	suggest	that	its	full	potential	may	
not	always	be	realised	i.e.	the	induction	of	theory	(Charmaz	2006,	Birks	and	Mills	
2011,	Urquhart	2013,	Charmaz	2014).	This	challenge	is	further	compounded	by	
the	fact	that	theory	itself	remains	a	somewhat	elusive	concept	(Abend	2008).	
Theory	may	be	ontologically	positioned	within	both	the	positivist	and	
interpretivist	paradigms	(Charmaz	2014)	 	leading	to	very	different	
conceptualisations,	whilst	Grounded	Theory	itself	may	be	presented	in	either	
formal	or	substantive	form	(Corbin	and	Strauss	2008).	I	have	located	my	study	
ontologically	within	the	interpretivist	paradigm	 	specifically	constructivism,	
and	consequently	any	theoretical	claims	that	I	make	must	be	congruent	with	this	
position.	Constructivist	GT	aims	to	offer	an	imaginative	theoretical	interpretation	
of	the	studied	phenomenon,	in	which	subjectivity	and	experience	are	both	
acknowledged	and	valued	(Charmaz	2014);	constructivist	GT	in	particular	seeks	
to	give	a	voice	to	the	participants,	and	views	data	collection	and	analysis	as	being	
created	from	a	shared	experience.		
	
Within	this	chapter	I	have	examined	the	way	in	which	practitioners	within	my	
sample	develop	‘A	Personal	Knowing’	in	some	detail,	and	in	particular,	the	
manner	in	which	one’s	selected	pedagogical	approach	impacted	upon	the	
process.	A	number	of	authors	(Corbin	and	Strauss	2008,	Birks	and	Mills	2011,	
Charmaz	2014)	do	however	caution	against	producing	what	is	simply	a	
description	of	the	phenomenon	,	stressing	the	importance	of	moving	forward	
into	conceptualisation.	Whilst	the	initial	stages	of	my	iterative	data	collection	
and	analysis	were	marked	by	descriptions	of	process,	the	use	of	memoing	and	
extensive	diagramming	has	allowed	me	to	transition	into	inductive	theory	
building.		
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The	Substantive	Theory	

The	theory	I	have	produced	is	substantive	rather	than	formal	i.e.	it	is	applied	
specifically	to	both	context	and	clearly	defined	individual	group	(Birks	and	Mills	
2011).	I	also	acknowledge	that	my	analysis	and	inducted	theory	are	both	
temporally	and	contextually	bound,	and	represents	my	particular	interpretation	
of	the	data.	This	is	nevertheless	congruent	with	constructivist	GT;	indeed	the	
approach	is	fully	contingent	upon	the	researcher’s	unique	perspective	(Clarke	
2005,	Clark	2009,	Charmaz	2014).	I	have	represented	my	substantive	theory	
within	a	model	(figure	7);	although	this	was	briefly	introduced	at	the	
commencement	of	the	chapter,	I	will	now	revisit	this,	providing	further	
commentary	upon	its	operationalisation:	
	

	
	
	

Figure	7.	‘Developing	A	Personal	Knowing’	
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Occupying	a	central	position	within	the	model	is	my	core	category	-	Knowledge	
Integration.	Whether	the	student	is	being	exposed	to	theoretical	propositions,	
engaged	in	psychomotor	skills	assimilation,	or	reflecting	upon	their	own	
experiences	(or	those	of	fellow	students)	it	is	the	process	of	Knowledge	
Integration	that	results	in	the	construction	or	modification	of	‘A	Personal	
Knowing’.	The	three	yellow	categories	surrounding	knowledge	integration	are	
the	pedagogical	processes	that	have	surfaced	as	being	crucial	to	Knowledge	
Integration,	and	the	development	of	‘A	Personal	Knowing’.	Learning	Through	
Reflection	is	the	means	by	which	experience	is	actively	deconstructed,	examined,	
and	integrated	with	extant	theory.	It	has	also	emerged	as	an	effective	vehicle	for	
developing	both	emotional	mastery,	and	the	critical	reflexivity	that	is	crucial	for	
those	working	within	advanced	practice	roles.	Collaborative	Learning	is	
instrumental	in	Knowledge	Integration	-	facilitating	learning	both	from	and	with	
other	students.	This	could	entail	gaining	insight	into	the	practice	of	others,	
reflectively	deconstructing	experiences	within	a	group,	or	engaging	in	highly	
situated	(Sawyer	and	Greeno	2009)	authentic	learning	and	assessment	activities.		
	
The	third	category,	termed	Making	Connections,	reflects	the	importance	of	
employing	pedagogies	that	allow	learners	to	make	links	between	new	ideas,	
skills,	or	other	content,	and	their	own	practice.	The	issue	of	‘propositional	
primacy’	manifests	here	(strategies	for	overcoming	this	are	discussed	within	the	
following	chapter),	as	do	the	challenges	of	clinical	skills	assimilation,	and	the	
importance	of	teaching	as	facilitation	rather	than	knowledge	transmission.	The	
categories	are	encircled	by	a	larger	ring	labelled	as	Catalysers	and	Inhibitors.	The	
study	has	revealed	there	to	be	a	number	of	both	intrinsic	and	extrinsic	factors	
that	may	impede	or	enhance	the	process	of	Knowledge	Integration.	
Unfortunately,	a	number	of	these	e.g.	pressure	from	one’s	employer,	remain	
beyond	the	purview	of	the	educationalist.		
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Summary	

My	contention	is	that	those	working	within	advanced	practice	roles	draw	upon	
the	discreet	and	highly	personalised	knowledge	base	termed	‘A	Personal	
Knowing’.	This	knowledge	base,	as	a	synergy	of	propositional	knowledge,	
experiential	knowledge,	and	the	personal	beliefs	and	values	of	the	practitioner	
cannot	be	transmitted,	and	instead	a	pedagogical	approach	that	effectively	
integrates	a	plurality	of	knowledge	sources	must	be	utilised.	My	research	
indicates	that	a	number	of	conditions	are	particularly	effective	in	this	endeavour:	
	

• Utilising	Collaborative	Learning	methods	in	which	students	are	viewed	as	
equal	partners	within	the	learning	experience.	

• 	Employing	a	facilitative	‘practice	first’	approach	focusing	upon	Making	
Connections	between	extant	theory	and	the	clinical	experiences	of	the	
students.	

• Using	Learning	Through	Reflection	as	a	means	of	deconstructing	practice	
critically	interrogating	one’s	thoughts,	beliefs,	and	actions,	and	
considering	its	relationship	with	other	ways	of	knowing.	

• Remaining	cognisant	of	the	intrinsic	and	extrinsic	Catalysers	and	
Inhibitors	that	impact	significantly	upon	the	learning	process,	and	
intervening	whenever	possible	to	optimise	these.	

	
Whilst	remaining	grounded	within	the	data	and	experiences	of	my	participants,	I	
contend	that	‘Developing	A	Personal	Knowing’	fulfils	the	criteria	for	substantive	
GT	theory.	I	have	examined	a	phenomenon	in	detail,	and	from	this	have	
generated	an	abstract	representation	of	reality	in	which	the	relationship	
between	key	concepts	has	been	explained	(Charmaz	2014).	In	keeping	with	the	
substantive	nature	of	the	theory,	there	is	specific	application	to	context	and	
group	(Birks	and	Mills	2011),	but	I	remain	confident	that	this	work	could	
provide	the	basis	for	the	development	of	more	formal	theory	that	may	then	be	
applied	within	other	professional	education	contexts	
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Conclusions	

Within	this	chapter	I	have	utilised	the	storyline	approach	(Strauss	and	Corbin	
1990)	to	outline	a	theoretical	scheme	that	explores	the	impact	of	selected	
pedagogical	approaches	upon	the	construction	and	/or	modification	of	a	
practitioner’s	unique	reservoir	of	professional	knowledge.	Examples	from	the	
participant	interview	data	have	been	employed	to	explicate	the	nature	of	this	
knowledge	base	 	conceptualised	here	as	‘A	Personal	Knowing’,	as	well	as	
inducting	and	exploring	the	four	categories	(Learning	Through	Reflection,	
Collaborative	Learning,	Making	Connections,	Catalysers	&	Inhibitors)	that	through	
the	process	of	Knowledge	Integration,	ultimately	function	in	its	dynamic	
evolution.	Finally,	I	have	introduced	‘Developing	A	Personal	Knowing’,	explained	
its	operationalisation,	and	demonstrated	how	it	fulfils	the	criteria	for	a	
substantive	Grounded	Theory.	Within	appendix	7,	I	have	summarised	the	key	
issues	that	have	emerged	in	relation	to	my	theoretical	scheme,	indicating	
whether	they	apply	to	one	or	both	of	the	programmes	examined	(and	their	
incumbent	pedagogical	strategies).	Within	the	following	chapter,	I	will	examine	
these	issues	in	more	detail,	as	well	as	discussing	them	in	relation	to	extant	
theory	within	the	subject	area,	thus	accomplishing	the	theoretical	integration	
that	marks	the	final	stage	of	GTM	(Birks	and	Mills	2011).	
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Chapter	6	–	Discussion	

Introduction	

The	aim	of	this	study	has	been	to	explore	the	process	of	knowledge	construction	
amongst	advanced	practice	students	enrolled	upon	two	pedagogically	distinct	
programmes	of	study.	I	set	out	to	examine	the	forms	of	knowledge	utilised,	and	
impact	of	the	selected	pedagogies	upon	the	means	by	which	forms	of	knowing	
are	fused	to	form	one’s	unique	theory	of	practice.	Through	the	application	of	GTM	
I	have	been	able	to	develop	a	substantive	theory	that	explicates	this	process	 	
outlining	the	manner	in	which	my	four	categories,	through	the	process	of	
Knowledge	Integration	ultimately	result	in	the	dynamic	generation	and	
modification	of	‘A	Personal	Knowing’.	Having	presented	this	substantive	theory,	I	
now	wish	to	examine	a	series	of	key	pedagogical	issues	that	have	emerged	from	
my	work	(summarised	within	appendix	7).	As	I	deal	with	each	of	these	in	turn,	I	
will	relate	the	discussion	to	both	my	substantive	theory	as	well	as	extant	
literature,	thus	achieving	the	final	stage	of	my	GTM	study	-	theoretical	integration	
(Birks	and	Mills	2011).	The	chapter	will	conclude	with	the	presentation	of	a	
nascent	curriculum	framework	underpinned	by	my	substantive	Grounded	
Theory,	in	which	the	identified	pedagogical	issues	will	be	addressed.	
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Issue	1	

The	forms	of	knowledge	identified	within	the	study	serve	to	further	

dimensionalise	and	elaborate	upon	those	presented	within	Carper’s	(1978)	

Fundamental	Patterns	of	Knowing	typology	

Framework	Background	

At	the	outset	of	this	thesis,	I	discussed	the	complexity	of	knowledge	construction	
within	clinical	practice,	before	briefly	introducing	Carper’s	(1978)	Fundamental	
Patterns	of	Knowing	in	Nursing	 	a	typology	that	seeks	to	elucidate	and	frame	the	
forms	of	knowledge	utilised.	Carper	(1978)	remains	a	seminal	figure	within	the	
arena	of	nursing	epistemology,	and	her	Ways	of	Knowing	(WoK)	continue	to	be	
utilised	as	a	means	of	examining	the	sources	of	knowledge	utilised	by	this	
professional	group,	although	the	framework	has	also	been	employed	in	allied	
areas	including	medicine	(Bleakley	2015)	and	dentistry	(Cobban,	Edgington	et	al.	
2009).	One	of	my	research	aims	was	thus	to	examine	Carper’s	WoK	in	light	of	my	
own	findings	in	order	to	ascertain	its	efficacy	in	terms	of	delineating	the	Personal	
Knowing	of	the	advanced	practitioners	featured	within	my	own	study.		
	
In	an	attempt	to	establish	itself	as	a	profession	in	its	own	right,	early	nursing	
theory	was	dominated	by	logical	positivism,	and	consequently	its	nascent	
epistemology	was	focused	upon	empirical	knowledge	derived	from	other	
academic	disciplines	(Berragan	1998,	Billay,	Myrick	et	al.	2007,	Porter	2010).	
One	might	argue	that	the	hegemony	of	this	paradigm	has	been	perpetuated	
through	the	proliferation	of	Evidence	Based	Practice	 	indeed	a	number	of	
authors	contend	that	it	remains	the	dominant	discourse	within	nursing	(Purkis	
and	Bjornsdottir	2006,	Rolfe	2006,	Rolfe,	Segrott	et	al.	2008).	Evidence	Based	
Practice	de-emphasises	intuition	and	unsystematic	clinical	experience	(EBMWG	
1992),	focusing	instead	upon	the	application	of	‘rigorous’	scientific	methods	such	
as	the	Randomised	Control	Trial	to	generate	abstract	and	generalizable	
knowledge	that	may	be	universally	applied	to	the	clinical	environment.	In	this	
way,	the	approach	is	highly	congruent	with	Schon’s	(1983)	model	of	Technical	
Rationality.	
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This	movement	has	however	been	counterbalanced	by	the	emergence	of	another	
epistemological	voice	i.e.	that	of	Expert-Intuitive	Practice	(Reed	and	Lawrence	
2008).	The	movement’s	origins	may	be	traced	back	to	Benner’s	(1984)	
influential	From	Novice	to	Expert:	Excellence	and	Power	in	Clinical	Nursing	
Practice,	and	involves	the	highly	contextual	application	of	tacit	and	intuitive	
knowledge	sources	that	are	‘black-boxed’	(Latour	1999)	i.e.	invisible	and	
unquantifiable	to	the	external	observer.	Unfortunately,	the	inability	to	articulate	
‘expert’	knowledge	is	a	particular	challenge	within	this	paradigm;	a	lack	of	overt	
access	to	this	expert	knowledge	base	raises	questions	as	to	how	it	may	be	
developed	in	neophyte	practitioners	(Haggerty	and	Grace	2008,	Green	2012),	
without	placing	individuals	in	a	potentially	invidious	position	in	light	of	
increased	professional	accountability	(Lamond	and	Thompson	2000,	Thompson	
and	Dowding	2001).	
	
Yet	one	may	locate	extant	nursing	knowledge	within	a	third	paradigm	-	one	that	
encompasses	a	more	pluralistic	approach,	embracing	the	epistemological	
diversity	of	the	empirical,	intuitive,	and	experiential	(Fawcett,	Watson	et	al.	
2001,	Rycroft-Malone,	Seers	et	al.	2004,	Tarlier	2005,	Reed	and	Lawrence	2008).	
It	could	in	fact	be	argued	that	for	those	working	within	practice based	discipline	
in	which	theory	must	be	dynamically	utilised,	a	plurality	of	knowledge	sources	
must	be	drawn	upon	synergistically	in	order	to	forge	an	effective	personal	theory	
of	practice	(Argyris	and	Schon	1974,	Schon	1983,	Usher	and	Bryant	1989,	
Gibbons,	Limoges	et	al.	1994,	Rolfe	1998).	Carper’s	(1978)	framework	falls	
within	this	paradigm	-	acknowledging	professional	expertise	as	an	interplay	
between	a	number	of	knowledge	sources.		
	

The	Four	Fundamental	Patterns	of	Knowing	

Carper	identifies	four	discreet	yet	interconnected	Ways	of	Knowing;	the	
Empirical,	Ethical,	Personal,	and	Aesthetic,	and	although	the	framework	has	been	
subject	to	some	augmentation	over	the	past	two	decades,	with	the	resultant	
creation	of	further	patterns	e.g.	‘Unknowing’	(Munhall	1993),	‘Socio-political	
Knowing’	(White	1995),	‘Emancipatory	Knowing’	(Chinn	and	Kramer	2011),	the	
epistemological	core	of	her		work	remains	essentially	unchanged.		
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Within	Carper’s	typology,	one	draws	upon	all	four	patterns	of	knowing	in	order	
to	navigate	the	complexities	of	clinical	practice.	Indeed	to	utilise	one	pattern	in	
isolation	can	result	in	distortion	rather	than	understanding	 	a	phenomenon	that	
Chinn	and	Kramer	(2011)	term	‘Patterns	Gone	Wild’.	The	exact	nature	of	each	
pattern	of	knowing,	and	manner	in	which	they	contribute	to	the	development	of	
one’s	unique	theory	of	practice	is	however	not	clearly	articulated	within	Carper’s	
work,	and	the	subsequent	literature	thus	provides	a	variety	of	interpretations	
(Munhall	1993,	White	1995,	Heath	1998,	Billay,	Myrick	et	al.	2007,	Cloutier,	
Duncan	et	al.	2007,	Paley,	Cheyne	et	al.	2007,	Porter	2010).	Within	this	study,	I	
have	explored	knowledge	construction	in	detail	with	my	participant	groups,	and	
present	my	own	interpretation	of	the	manner	in	which	Carper’s	typology	
informs	the	construction	and	development	of	‘A	Personal	Knowing’.	
	
Carper’s	Empirical	WoK	as	the	nomenclature	indicates,	reflects	knowledge	that	is	
objective,	descriptive,	and	focused	upon	the	development	of	abstract	and	
generalizable	theory	(Carper	1978).	Stein,	Corte	et	al.	(1998)	suggest	that	
empirical	knowing	commands	theoretical	centrality	within	Carper’s	framework,	
and	this	‘propositional	primacy’	is	borne	out	both	within	the	literature	(Carper	
1978,	Rolfe	1993,	Fawcett,	Watson	et	al.	2001,	Paley,	Cheyne	et	al.	2007,	Porter	
2010),	and	my	own	research	data.	Indeed,	it	is	here	that	the	influence	of	the	
selected	pedagogical	strategy	may	first	be	apprehended	(captured	within	my	
Knowing	Propositionally	subcategory).		
	
Participants	from	both	groups	began	on	their	respective	programmes	with	very	
fixed	views	regarding	the	nature	of	‘knowledge’	i.e.	related	to	the	possession	of	
empirical	or	propositional	facts,	and	it	is	entirely	conceivable	that	a	number	of	
secondary	and	professional	socialisation	processes	may	have	contributed	to	such	
beliefs.	For	example,	many	of	the	participants	will	have	shared	a	previous	
common	educational	experience	in	which	the	place	of	the	student	as	a	passive	
consumer	of	knowledge	has	been	reinforced	(Freire	1970,	Jackson	1991).		
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Likewise	the	influence	of	the	aforementioned	Evidence	Based	Practice	ethos	may	
also	have	fostered	a	greater	propensity	for	propositional	knowledge;	the	data	
indicates	that	both	participant	groups	made	very	clear	connections	between	
‘evidence’	and	knowledge.		The	movement	of	nurse	training	into	higher	
education,	and	its	associated	Academic	Drift	(Glen	1995,	Edwards	and	Miller	
2008,	Harwood	2010)	may	too	have	led	to	the	development	of	curricula	that,	
whilst	developing	a	strong	focus	upon	basic	and	applied	sciences,	have	moved	
ever	further	away	from	the	clinical	practice	that	they	ostensibly	underpin.		
	
One	might	also	contend	that	for	those	working	within	roles	that	are	closely	
aligned	with	(or	even	substituting)	the	work	of	a	physician,	a	degree	of	
professional	socialisation	could	result	in	more	concrete	forms	of	knowing	being	
valued.	Even	if	the	allied	professionals	do	not	themselves	hold	such	beliefs,	it	is	
certainly	possible	that	the	nascent	advanced	practitioners	could	somehow	
perceive	this	form	of	knowledge	to	be	more	important,	and	internalise	such	
values	through	the	process	of	anticipatory	socialisation	(Merton	1968).	
		
The	more	conventional	pedagogical	approaches	utilised	within	the	MSc	ACP	
programme	further	reinforces	the	importance	of	empirical	knowledge,	and	this	
may	be	readily	perceived	within	the	data:	
	

“The	knowledge	obviously,	the	knowledge	that	you	get	there	of	different	diseases	as	well,	

the	disease	process.”	 

Participant	M1	ACP6	

	

“But	the	knowledge,	I	mean	like	I	said,	there’s	formal	learning,	which	comes	from	

University	and	those	kinds	of	courses...	“	

Participant	M1	ACP1	 
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However,	as	the	students	within	the	MSc	CP	programme	began	to	reflectively	
deconstruct	their	own	practice,	they	became	more	attuned	to	the	manner	in	
which	other	WoK	played	an	equally	important	role	in	shaping	their	practice,	
resulting	in	a	perspective	shift	away	from	propositional	primacy,	to	a	position	in	
which	an	array	of	knowledge	sources	are	both	acknowledged	and	valued	
	

“I	always	felt,	obviously	because	I	previously	completed	my	degree	a	few	years	before,	that	
my	practice	was	valuable	and	had	something	to	contribute	to	the	writing.	Where	I	didn't	
feel	in	the	degree,	I	looked	at	certain	topics	and	I	drew	upon	certain	people’s	quotes	on	
things,	it	was	very	external.	I	felt	as	part	of	this	Masters	that	I	can	actually	give	my	own	
opinion	and	use	my	own	experience,	which	I	was	made	to	see	was	quite	extensive.	And	
you're	not	made	to	feel	like	that	in	courses.”	 

Participant	M1	C10	

	
	Whilst	the	Empirical	WoK	has	been	clearly	articulated	within	the	literature,	this	
is	less	the	case	for	Carper’s	other	three	patterns	(Smith	1992,	Silva,	Sorrell	et	al.	
1995,	White	1995).	Indeed,	Porter	(2010)	contends	that	this	may	account	for	the	
predominance	of	empirics	as	a	knowledge	source	within	contemporary	nursing	
epistemology.		
	
Aspects	of	Carper’s	Ethical	WoK	may	also	be	readily	discerned	within	my	
participant	narratives,	and	this	has	been	captured	in	the	Influence	of	Personal	
Beliefs	and	Values	subcategory.	Within	Carper’s	typology,	the	Ethical	WoK	is	
presented	as	pertaining	to	the	moral	and	ethical	judgements	a	practitioner	may	
make	within	a	given	circumstance	(Carper	1978,	Berragan	1998,	Billay,	Myrick	et	
al.	2007).	Carper	suggests	that	during	situations	that	are	morally	and	ethically	
ambiguous	or	uncertain,	an	individual	utilises	a	WoK	that	both	encompasses	and	
transcends	traditional	principles	and/or	normative	ethical	and	professional	
codes	(Chinn	and	Kramer	2011),	whilst	simultaneously	drawing	upon	the	
practitioner’s	innate	qualities	and	personal	experience	in	order	to	arrive	at	a	
decision.	In	this	way,	Carper’s	Ethical	WoK	could	almost	be	considered	a	
microcosm	of	my	own	conceptualisation	of	‘A	Personal	Knowing’	 	in	which	an	
individual	draws	synergistically	upon	experience,	proposition,	and	their	innate	
values	and	beliefs	as	they	respond	to	the	unfolding	clinical	situation.	
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It	is	however	my	contention	that	advanced	practitioners	operate	within	a	milieu	
perpetually	steeped	in	moral	and	ethical	ambiguity,	and	do	not	therefore	engage	
the	ethical	WoK	at	discreet	points	within	specific	clinical	episodes.	Instead,	the	
Influence	of	Personal	Beliefs	and	Values	functions	as	a	constant	mediating	factor	-		
a	hue	or	tint	that	subtly	colours	their	understanding	and	subsequent	actions	in	
relation	to	a	particular	salient	event.	
	
Although	my	conceptualisation	of	‘A	Personal	Knowing’	contains	both	moral	and	
ethical	dimensions,	I	have	articulated	these	aspects	in	a	way	that	may	differ	from	
earlier	work.	Carper	(1978)	does	however	clearly	state	that	all	four	of	her	
patterns	function	in	a	manner	that	is	not	mutually	exclusive,	and	it	may	be	that	
the	‘workings’	of	the	ethical	WoK	mirrors	my	own	findings	-	but	the	
operationalization	of	the	pattern	has	not	been	clearly	expressed	within	the	
framework.	Thus,	I	offer	here	an	arguably	more	tangible	articulation	of	the	way	
in	which	the	moral	and	ethical	dimension	functions	within	the	theory	of	practice	
constructed	by	my	study	participants.	
	
The	third	pattern	of	knowing	identified	within	Carper’s	work	(the	Personal	WoK)	
shares	a	number	of	commonalties	with	my	own	Personal	Knowing,	in	that	it	may	
be	viewed	as	the	nexus	of	all	knowledge	sources	(Smith	1992,	Berragan	1998),	
yet	there	remain	a	number	of	marked	differences	present.	Whereas	I	have	
conceptualised	‘A	Personal	Knowing’	as	a	gestalt	of	the	experiential	and	
propositional	(considered	through	the	prism	of	ones’	personal	beliefs	and	
values),	Carper’s	Personal	WoK	focuses	more	specifically	upon	the	interpersonal	
relationship	-	as	this	is	for	her,	sits	the	very	core	of	the	caring	act.	In	order	to	
develop	this	relationship,	the	importance	of	self-awareness	is	emphasized,	and	
she	draws	parallels	with	Maslow’s	(1962)	work	in	her	assertion	that	personal	
knowing	is	concerned	with	the	“actualising	of	the	concrete	individual	self”		
(Carper	1978,	p.	28).		
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The	manner	in	which	the	personal	WoK	is	actually	developed	is	however	less	
clearly	articulated.	For	instance,	one	might	expect	to	see	some	discussion	
regarding	the	relationship	between	the	Personal	WoK	and	experiential	
knowledge	e.g.	how	it	may	be	synthesised	through	the	interpersonal	encounter,	
the	way	in	which	it	could	serve	to	catalyse	the	development	of	greater	self-
awareness.	Although	these	aspects	have	been	touched	elsewhere	in	the	
literature	-	Moch	(1990)	for	example	further	delineates	three	patterns		
(experiential,	interpersonal,	and	intuitive	knowing),	exploring	how	they	may	be	
integrated	through	the	process	of	reflection	with	what	is	already	known,	Carper	
makes	no	reference	to	experiential	knowledge	within	the	context	of	a	Personal	
WoK.	Likewise,	whilst	empathy	and	its	development	closely	correlate	with	
enhanced	self-awareness	(Gallup	and	Platek	2002,	Ahrweiler,	Scheffer	et	al.	
2014),	this	is	also	not	explored	here.		
	
Carper	herself	concedes	that	the	Personal	WoK	is	the	most	problematic	(Carper	
1978),	and	Berragan	(1998)	highlights	the	challenges	of	evaluating	a	process	
that	is	so	innately	subjective.	Whilst	one	may	begin	to	discern	Carper’s	intention	
in	relation	to	placing	the	knowing	that	informs	the	interpersonal	relationship	at	
the	centre	of	her	framework,	the	lack	of	further	elaboration	regarding	the	
development	of	a	personal	WoK	is	somewhat	problematic	for	those	seeking	to	
clarify	the	nature	of	knowledge	construction	within	advanced	nursing	practice.	
	
The	final	WoK	identified	within	Carper’s	typology	-	the	aesthetic,	was	for	me	the	
most	challenging	to	grasp	when	I	first	encountered	the	framework.	Such	a	
difficulty	is	reflected	within	the	literature,	with	much	of	the	confusion	focusing	
upon	Carper’s	interchangeable	use	of	the	terms	art	and	aesthetics	(Wainwright	
2000,	Cloutier,	Duncan	et	al.	2007,	Finfgeld-Connett	2008).	In	attempting	to	
define	the	aesthetic	WoK,	Carper	(1978)	employs	phrases	such	as	“…the	creation	
of	a	singular,	particular	subjective	expression	of	imagined	possibilities”	(p.	26)	and	
“…knowledge	that	defies	discursive	formulation”	(p.	26)	,	yet	these	provide	little	
illumination	for	the	reader.	Given	this	difficulty,	it	may	be	helpful	to	return	first	
to	the	material	that	provided	significant	inspiration	i.e.	Dewey’s	(1934)	Art	as	
Experience.		
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Dewey	defines	aesthetics	as	the	act	of	perception,	indicating	that	one	may	see	
without	fully	engaging	in	the	act	of	aesthetic	perceiving.	Thus,	for	one	to	have	an	
aesthetic	experience	(as	opposed	to	merely	experiencing),	there	needs	to	be	a	
heightened	awareness	of	the	unified	whole,	facilitating	the	perception	of	the	
unique	and	significant.	Dewey	also	highlights	the	importance	of	what	might	now	
be	thought	of	as	a	degree	of	critical	reflexivity	here;	he	indicates	that	the	
aesthetic	experience	“…lays	between	poles	of	aimlessness	and	mechanical	
efficiency”	(Dewey	1934,	p.	40),	suggesting	that	one	must	cultivate	a	heightened	
awareness	if	the	aesthetic	experience	is	to	manifest.		
	
Aesthetic	knowing	may	be	thus	firstly	thought	of	as	the	ability	to	perceive	a	
clinical	situation	in	its	entirety	(Fawcett,	Watson	et	al.	2001,	Billay,	Myrick	et	al.	
2007),	mediated	through	the	application	of	the	empirical,	personal,	and	ethical	
Ways	of	Knowing.	This	heightened	perception	is	also	linked	with	experiential	
knowledge,	and	Carper	(1978)	makes	reference	to	it	in	the	following	manner:		
	

“The	more	skilled	the	nurse	becomes	at	perceiving	and	empathizing,	the	more	knowledge	

will	be	gained	of	alternate	modes	of	perceiving	reality.	The	nurse	will	thereby	have	

available	a	larger	repertoire	of	choices	in	designing	and	providing	nursing	care	that	is	

effective	and	satisfying”		

(Carper	1978,	p.	27).		
	

One	may	then	conclude	from	this	statement	that	an	increase	in	perceptual	
awareness	catalyses	one’s	ability	to	learn	from	experience,	ultimately	facilitating	
the	construction	of	a	more	comprehensive	database	of	experiential	knowledge.	
Whilst	this	assertion	indicates	that	experiential	knowledge	does	have	a	
significant	role	within	Carper’s	typology,	it	fails	to	reflect	the	magnitude	with	
which	it	featured	in	my	own	study.		
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For	example,	although	there	was	some	variation	across	the	participant	groups,	
Knowing	Through	Experience	is	indicated	as	a	knowledge	source	that	equals	(MSc	
ACP)	or	even	eclipses	(MSc	CP)	Knowing	Propositionally:	
	

“And	that’s,	like	when	I	did	the	Masters,	did	that	show	me	how	to	tick	them	off?	You	know	it	
taught	me	the	red	flags	for	systems,	but	I	still	think	this	is	years	and	years	and	years	of	
experience,	and	seeing	somebody	in	that	situation	before.”	 

Participant	M1	ACP3		

	
In	addition	to	this	perceptual	component,	Carper	somewhat	contentiously	also	
links	the	aesthetic	WoK	to	the	‘art’	of	nursing,	again	without	clearly	elucidating	
how	this	might	take	place	(Cloutier,	Duncan	et	al.	2007).	Weitz	(1956)	suggests	
that	‘art’	is	too	complex	to	be	reduced	to	a	single	definition,	and	this	ensuing	lack	
of	clarity	has	led	to	some	authors	(de	Raeve	1998,	Edwards	1998)	equating	
‘artistry’	in	expert	clinical	practice	with	some	fine	art	form	akin	to	sculpture	or	
poetry	-	which	should	in	some	nebulous	way	be	appreciated	for	its	aesthetic	
qualities.	Yet	it	seems	more	conceivable	that	in	using	the	term	‘art’,	Carper	is	
seeking	to	draw	a	parallel	between	the	‘skilled	doing’	of	the	accomplished	artist,	
and	the	clinical	practice	of	the	expert	nurse.	This	ability	to	perceive	and	grasp	
the	meaning	of	a	situation	(Chinn	and	Kramer	2011),	and	reflectively	draw	upon	
a	multiplicity	of	knowledge	sources	in	creating	an	aesthetic	response	may	be	seen	
as	consonant	to	concepts	such	as	Schon’s	(1983,	1987)	professional	artistry	or	
Polanyi’s	(1974)	connoisseurship.	An	exemplification	of	the	reflexive	interplay	
between	propositional	knowledge,	informal	theory	(Usher	and	Bryant	1989),	
and	one’s	own	clinical	practice	encapsulated	in	Rolfe’s	(1993)	nursing	praxis.	
	
There	is	no	direct	analogue	for	the	aesthetic	WoK	knowing	within	my	own	
theoretical	framework	(although	the	experiential	knowledge	aspect	may	be	to	
some	degree	equated	with	Knowing	Through	Experience).	I	suggest	that	this	is	
because	Carper	is	in	fact	attempting	to	explicate	a	phenomenon	that	is	of	a	
primarily	ontological	rather	than	an	epistemological	nature	i.e.	a	‘way	of	being’	
as	opposed	to	a	‘way	of	knowing’	(Finfgeld-Connett	2008).	For	this	reason,	I	
would	argue	that	the	use	of	the	term	aesthetic	response	would	be	more	
appropriate	than	an	aesthetic	WoK.		



	212	

It	may	be	that	the	participants	within	my	study	do	indeed	provide	this	aesthetic	
response,	approaching	and	reacting	to	salient	events	with	an	increased	
perceptual	awareness	that	arises	from	their	deep	reservoir	of	‘A	Personal	
Knowing’.	Certainly	the	narratives	from	both	groups	of	participants	suggest	an	
ability	to	detect	and	respond	to	the	subtleties	and	nuances	embedded	within	the	
complex	milieu	of	contemporary	clinical	practice.	However,	my	study	(and	
concomitant	methodology)	explores	knowing	rather	than	being.	Although	both	
aspects	are	closely	linked,	I	have	elected	to	focus	upon	the	cognitive	dimensions	
of	the	knowledge	construction	process;	to	draw	conclusions	regarding	the	
participants’	ontological	relationship	between	perception	and	clinical	activity	
within	practice	would	therefore	be	no	more	than	conjecture.		Nevertheless	it	
does	seem	that	this	‘way	of	being’	has	a	significant	bearing	upon	the	clinical	
performance	of	the	expert,	and	may	therefore	repay	further	study	elsewhere.	
	

Carper’s	Fundamental	Patterns	of	Knowing	and	A	Personal	Knowing	

At	the	outset	of	this	study,	I	sought	to	map	my	findings	against	Carper’s	(1978)	
framework	with	the	goal	of	examining	its	efficacy	in	capturing	the	sources	of	
knowledge	that	result	in	the	construction	of	one’s	personal	theory	of	practice.	
Having	completed	this	task,	I	have	been	able	to	identify	both	commonalities	and	
differences	within	the	respective	theoretical	schemes.	The	strong	influence	of	the	
empirical	is	openly	visible	within	my	own	Knowing	Propositionally.	Likewise,	
parallels	may	be	drawn	between	the	Influence	of	Personal	Beliefs	and	Values	and	
Carper’s	own	Ethical	WoK.		
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The	Personal	and	Aesthetic	Ways	of	Knowing	correlate	less	clearly	with	my	own	
findings.	The	Personal	WoK	and	my	own	‘Personal	Knowing’	both	occupy	a	
central	position	within	their	respective	epistemological	frameworks,	but	
whereas	I	consider	‘A	Personal	Knowing’	to	be	a	synergy	of	the	other	knowledge	
sources,	Carper	relates	the	Personal	WoK	quite	specifically	to	the	development	
of	the	interpersonal	relationship.	The	focus	upon	the	way	in	which	the	personal	
WoK	encompasses	the	knowing	and	actualising	of	the	self	also	leads	me	to	
consider	whether	meaning	is	obscured	by	a	degree	of	ontological	and	
epistemological	ambiguity.	
	
Before	commencing	this	research,	I	harboured	a	somewhat	nebulous	view	that	
the	aesthetic	WoK	was	analogous	to	an	individual’s	personal	theory	of	practice	
i.e.	a	knowledge	source	born	of	experience,	proposition,	and	one’s	own	personal	
values.	As	the	work	now	draws	to	conclusion,	I	see	that	it	is	far	more	complex	
than	this.	Examining	the	concept	in	significant	depth,	I	feel	the	aesthetic	WoK	
might	be	better	conceptualised	as	an	ontological	artefact,	and	would	now	
consider	the	aesthetic	response	to	be	a	better	semantic	fit	here	-	capturing	the	
dynamic	engagement	and	application	of	one’s	‘Personal	Knowing’	within	a	given	
clinical	situation.	
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Summary	-	Pedagogical	Impact		

Having	undertaken	this	study,	I	have	been	able	to	ascertain	that	participants	
within	both	groups	synergistically	utilise	multiple	knowledge	sources	within	the	
dynamic	creation	and	modification	of	what	I	have	termed	‘A	Personal	Knowing’.	
Such	a	finding	is	not	without	precedent,	and	a	number	of	seminal	authors	have	
made	reference	to	a	similar	database	of	‘personal’	professional	knowledge	within	
their	work	(Argyris	and	Schon	1974,	Usher	and	Bryant	1989,	Eraut	1994,	Rolfe	
1998).	One	might	of	course	argue	that	if	‘A	Personal	Knowing’	is	developed	
universally	regardless	of	the	pedagogical	approach	adopted,	then	the	strategy	
employed	might	just	as	well	be	selected	according	to	factors	such	as	teacher	
preference	or	maximum	economic	utility.	There	is	however	another	issue	that	
must	be	considered	i.e.	the	depth	and	richness	of	this	‘Personal	Knowing’.	
Although	each	practitioner	draws	upon	their	individualised	database	of	‘Personal	
Knowing’	in	dealing	with	a	salient	event	(Eraut	2000),	the	data	within	this	study	
indicates	that	the	pedagogical	approach	selected	has	a	significant	bearing	upon	
the	Knowledge	Integration	process,	and	thus	the	overall	depth	one’s	‘Personal	
Knowing’.	More	specifically,	pedagogy	can	be	seen	to	impact	upon	the	following:	
	

• The	considered	utilisation	of	a	range	of	ways	of	knowing.	
• Operationalizing	theoretical	knowledge.	
• Collaboratively	harnessing	the	clinical	&	personal	experience	of	students.	
• The	use	of	reflection	within	the	development	of	‘A	Personal	Knowing’.	
• ‘Advanced’	skills	acquisition.	

	
The	remainder	of	the	discussion	chapter	will	now	explore	these	areas,	and	the	
manner	in	which	the	pedagogy	employed	within	the	respective	programmes	
exerts	influence	(both	positively	and	negatively)	upon	them.	
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Issue	2	

Learning	is	strongly	associated	with	the	acquisition	of	propositional	

knowledge;	this	‘Propositional	Primacy’	may	be	mediated	through	

curriculum	design	and	concomitant	pedagogical	approach.	

Overview	

As	I	began	the	iterative	process	of	interviewing	and	constant	comparison	upon	
which	GTM	is	founded	(Corbin	and	Strauss	2008,	Charmaz	2014),	I	perceived	the	
emergence	of	a	number	of	patterns	within	the	data	regarding	the	concepts	of	
‘learning’	and	‘knowing’.	For	participants	across	both	groups	within	the	study,	
‘knowing’	was	a	term	strongly	associated	with	the	possession	of	what	the	
literature	would	recognise	as	propositional	knowledge	(Eraut	1985,	Heron	
1996).	Whilst	other	knowledge	sources	were	also	acknowledged,	this	was	often	
in	a	somewhat	self-deprecating	manner	(viz.	intuition),	and	propositional	
knowledge	thus	occupied	the	higher	ground	in	terms	of	knowing	within	clinical	
practice.	Echoing	Freire’s	(1970)	‘banking’	approach	to	education,	knowing	also	
appeared	to	have	undergone	a	form	of	commodification,	resulting	in	the	
concomitant	learning	process	being	viewed	almost	as	a	means	‘collecting’	
propositional	knowledge	that	may	then	be	‘validated’	within	the	higher	
education	environment:	
	

But	the	knowledge,	I	mean	like	I	said,	there’s	formal	learning,	which	comes	from	University	
and	those	kinds	of	courses...	 

Participant	M1	ACP1		

I’ve	got	an	education,	I’ve	got	a	degree,	I’ve	got	my	clinical	patient	assessment	module,	I’ve	
got	my	Masters,	I	did	my	critical	care	diploma,	So	I’ve	done	the	education.	 

Participant	M1	C2	 
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Educational	Socialisation	

Returning	to	the	literature,	it	seems	this	propositional	primacy	is	linked	strongly	
with	the	educational	socialisation	process.	There	is	some	suggestion	that	a	
passive	approach	to	learning	is	initially	established	within	formal	compulsory	
education	(Dewey	1916,	Bowles	and	Gintis	1976,	Jackson	1991),	and	this	may	
potentially	be	further	compounded	by	one’s	experiences	within	the	HEI	
environment.	Nursing’s	own	professional	evolution	has	seen	a	transition	from	
the	apprentice	model	of	education	to	one	based	within	a	university	setting	
(Ferguson	and	Jinks	1994,	Rolfe	2012,	Kelly	and	Watson	2015);	Schon	(1983,	
1987)	suggests	that	the	schools	and	departments	of	the	modern	university	are	
founded	upon	Technical	Rationality,	and	in	entering	this	arena,	any	nascent	
profession	will	find	it	pervading	the	curricula.		
	
This	influence	-	termed	academic	drift	(Kyvik	2007,	Edwards	and	Miller	2008,	
Harwood	2010),	is	predicated	upon	the	assumption	that	academic	scientific	
knowledge	provides	the	path	to	professional	credibility	(Glen	1995,	Heath	1998,	
Laiho	2010).	Thus,	as	a	profession	becomes	academified	(Laiho	2010),	its	
foundational	epistemology	‘drifts’	further	and	further	away	from	practice,	and	
instead	becomes	dominated	by	theoretical	knowledge	drawn	from	basic	or	
applied	sciences	(Harwood	2010).	Although	no	direct	reference	is	made	to	
academic	drift	within	the	participant	narratives,	the	need	for	evidence	derived	
from	externally	derived	empirical	data	does	seem	to	indicate	its	influence	here:	
	

And	there's	a	lot	of	evidence	to	say	that	it	causes	a	lot	of	like	protracted	withdrawal	
symptoms.	 

Participant	M1	ACP10		

And	it	was,	it	wasn't	just	a	clinical	experience,	but	obviously	it	was	the	evidence	that	based,	
and	the	education	that	supported	everything	that	I	did.	 

Participant	M1	ACP5		

If	I	felt	something	was	right,	I	would	stick	my	ground	with	that.	But	I	would	always	back	
that	up	with	evidence...	 

Participant	M1	ACP6	 



	217	

Whilst	the	association	between	learning	and	the	acquisition	of	clinical	
skills/propositional	knowledge	endures	within	those	who	have	undertaken	the	
MSc	ACP	(this	may	for	example	be	discerned	in	relation	to	the	Building	
Knowledge,	Being	More	Reflexive,	and	Integrating	Formal	Learning	
subcategories),	those	from	the	MSc	CP	appear	more	capable	of	recognising	and	
integrating	the	plurality	of	knowledge	sources	that	constitute	‘A	Personal	
Knowing’:	
	

...but	now	you	start	to	join	up	the	reading,	the	thinking,	and	the	reflective	practice	around	
that.	So	I	think	that	happen	fairly	early	on	in	my	career,	but	certainly	for	the	first	few	years	
it	was	just	trying	things	out,	"oh	this	seems	to	work,	this	seems	to	go	down	well",	and	
thinking	"well	what	was	that	about?"	As	opposed	to	really	making	the	link.		

Participant	M1	C7	

	

In	considering	the	educational	socialisation	process,	one	must	also	take	into	
account	the	influence	of	the	physical	learning	environment	upon	the	
development	of	‘A	Personal	Knowing’.	There	is	growing	interest	in	the	
relationship	between	building	design	and	pedagogy	(Monahan	2002,	JISC	2006,	
Oblinger	2006,	Dugdale	2009,	Neary	and	Saunders	2011,	UCISA	2016),	and	
although	research	in	the	area	remains	limited,	there	are	nevertheless	indications	
that	physical	learning	spaces	may	exert	tacit	influence	upon	the	overall	
pedagogical	experience	(Jessop,	Gubby	et	al.	2012,	Beery,	Shell	et	al.	2013,	
Nordquist	2016).	Whilst	both	programmes	examined	within	this	study	utilise	
classroom-based	learning,	there	are	notable	differences	in	the	way	in	which	
learning	spaces	are	utilised,	and	I	contend	that	this	will	have	further	contributed	
to	the	perpetuation	of	propositional	primacy.			

Within	the	MSc	ACP,	classroom	activities	are	predominantly	situated	within	fixed	
seating	lecture	theatres	and	seminar	rooms,	where	tables	and	chairs	are	laid	out	
in	a	conventional	manner.	Such	a	configuration	places	the	teacher	in	position	at	
the	front	of	the	classroom,	from	where	they	may	be	perceived	by	the	student	
group	as	an	authority	figure	from	whom	they	passively	receive	‘transmitted’	
knowledge	(JISC	2006,	Oblinger	2006,	Jessop,	Gubby	et	al.	2012).		
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Conventional	classroom	layouts	may	also	constrain	pedagogy;	whilst	teachers	
will	gravitate	towards	their	preferred	learning	and	teaching	approach	regardless	
of	the	learning	space	encountered	(Beery,	Shell	et	al.	2013),	configuration	may	
nevertheless	limit	the	range	of	pedagogical	strategies	available	to	teachers,	
reducing	the	opportunities	for	students	to	engage	in	dynamic	learning	activities	
(Jessop,	Gubby	et	al.	2012,	Chapman,	Randell-Moon	et	al.	2014).	A	further	factor	
impacting	upon	the	flexible	utilisation	of	learning	space	comes	from	beyond	the	
classroom	-	scheduling	of	classroom	activity	at	an	organisational	level	may	also	
significantly	impede	the	way	in	which	learning	spaces	are	utilised	(Jessop,	Gubby	
et	al.	2012).	Arguably,	a	highly	functional	approach	to	the	timetabling	of	learning	
spaces	persists	within	the	higher	education	environment;	rooms	are	booked	end	
to	end,	and	this	gives	staff	little	time	to	reconfigure	the	learning	space	between	
sessions	 	a	phenomena	that	Jessop,	Gubby	et	al.	(2012,	p.	199)	term	the	“space-
time	axis”.		

The	MSc	CP	programme,	whilst	also	facing	these	issues,	utilises	a	number	of	
strategies	in	mitigation.	Rather	than	employing	a	conventional	classroom	layout,	
the	learning	space	is	arranged	with	a	large	rectangle	of	tables	at	which	all	group	
participants	sit;	this	configuration	both	encourages	group	activity	and	
discussion,	whilst	flattening	any	potential	hierarchical	structures.	Timetabling	
and	room	reconfiguration	issues	are	addressed	by	booking	the	same	classroom	
for	the	duration	of	the	study	day	each	week,	and	arranging	tables	only	at	the	
beginning	and	end	of	the	session.	One	must	of	course	bear	in	mind	the	fact	that	
this	course	has	a	significantly	smaller	intake	than	the	MSc	ACP	(on	average	14	
students	versus	40),	and	strategies	such	as	longitudinal	room	booking	would	
thus	be	ineffective.	Clearly	then,	whilst	educators	must	remain	cognisant	of	
influence	of	the	spatial	aspects	of	their	classroom	activity	upon	the	development	
of	‘A	Personal	Knowing’,	at	the	macro	level	organisations	must	also	reconsider	
their	assumptions	regarding	the	way	in	which	space	is	temporally	allocated	(JISC	
2006,	Dugdale	2009,	UCISA	2016).		
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The	Curriculum	and	Propositional	Primacy	

Upon	initial	evaluation,	one	might	simply	conclude	that	the	conservation	of	
propositional	primacy	will	correlate	directly	with	the	selection	of	specific	
pedagogical	strategies	e.g.	the	didactic	lecture.	Although	superficially	this	may	be	
the	case,	one	must	also	consider	the	broader	nature	of	the	curriculum	and	its	
purpose	in	shaping	the	overall	educational	experience	of	the	students	within	
each	respective	programme.	Kelly	(2009)	highlights	the	overarching	ontological	
and	epistemological	influence	upon	curriculum	development,	categorising	
curriculum	models	according	to	content	&	product	or	process	&	development.	The	
dominance	of	a	positivist	epistemology	within	nursing	education	has	historically	
seen	the	adoption	of	curricula	that	may	generally	be	categorised	according	to	the	
former	scheme	(Hughes	and	Quinn	2007)		 	a	procedural	(Marsh	2009)	approach	
in		which	predominantly	behavioural	learning	objectives	are	employed,	with	
curricula	built	upon	an	elaboration	of		Tyler’s	(1949)	four	questions	i.e.	purpose,	
content,	procedure,	and	evaluation.		
	
A	content	&	product	strategy	may	seem	outwardly	efficacious;	it	provides	
concrete	outcomes	that	may	be	mapped	against	professional	and	organisational	
standards,	allows	outputs	to	be	measured	against	externally	set	targets,	and	
ensures	uniformity	in	terms	of	the	academic	effort	required	to	secure	a	specific	
qualification	at	an	identified	level,	regardless	of	subject	(Silcock	and	Brundrett	
2001,	Kelly	2009,	Marsh	2009).	Nevertheless,	content	&	product	based	curricula	
are	not	without	weaknesses.	For	example,	the	reliance	upon	learning	objectives	
that	seek	to	identify	behaviour	that	must	be	demonstrated	within	a	particular	
context	is	intrinsically	constraining	(Knight	2001).	The	pre-specification	of	what	
is	to	be	learned	fails	to	acknowledge	the	fact	that	within	much	professional	
activity	there	is	no	‘right	answer’,	whilst	simultaneously	eschewing	the	
possibility	for	further	coincidental	learning	(Marsh	2009,	Bastable	2014).	Such	
an	issue	can	only	be	further	compounded	by	organisational	edicts	that	specify	
the	volume	of	learning	objectives	in	relation	to	extant	tariffs	or	frameworks	of	
academic	credit	(Kelly	2009).		
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The	ubiquitous	Taxonomy	(Bloom,	Englehart	et	al.	1956)	within	which	these	
learning	objectives	are	located	is	also	highly	reductionist	in	nature,	artificially	
atomising	practice,	and	ultimately	struggling	to	effectively	capture	the	complex,	
dynamic,	and	synergistic	nature	of	‘A	Personal	Knowing’.		Furthermore,	such	
curricula	may	be	perceived	as	symptomatic	of	an	increase	in	consumerism	
within	higher	education	(Lumby	2001,	Naidoo	and	Jamieson	2007).	This	has	
resulted	in	the	evolution	of	what	has	been	termed	the	‘McUniversity’	(Ritzer	
1996)	or	‘McVersity’	(Rolfe	2012)	-	an	organisation	in	which	education	has	been	
reduced	to	a	product	that	students	appropriate	and	passively	consume.	One	
might	of	course	argue	that	a	consumerist	model	returns	power	to	the	student,	
and	as	a	consequence	increases	engagement	with	learning.	Although	there	is	a	
paucity	of	research	within	this	area,	more	recent	work	indicates	that	this	is	
unfortunately	not	the	case.	Instead	the	consumerist	model	reinforces	the	belief	
that	once	the	product	(education)	has	been	purchased,	the	learner	has	a	‘right’	to	
success,	and	needs	to	take	only	minimal	responsibility	within	this	endeavour	
(Naidoo	and	Jamieson	2007,	Molesworth,	Nixon	et	al.	2009).	
	
As	a	conventional	Masters	course,	the	MSc	ACP	does	closely	follow	the	content	&	
product	curriculum	framework,	utilising	an	essentially	teacher-centred	model	
(Silcock	and	Brundrett	2001).	The	course	overview	and	rationale	(chapter	3),	
and	my	interview	with	the	original	course	leader	(White	2013)(appendix	8)	all	
clearly	indicate	that	the	driver	for	the	course	was	the	preparation	of	an	
‘Advanced	Practitioner’	with	a	specific	skill	set	mapped	against	the	NLIAH	
Advanced	Practice	Framework	(National	Leadership	and	Innovation	Agency	for	
Health	2010).	From	this	position,	learning	objectives	would	have	been	
generated,	and	material	chosen	that	enabled	them	to	be	met.	Pedagogical	
approaches	that	could	most	effectively	result	in	the	assimilation	of	the	new	
knowledge	and	skills	would	then	have	been	selected,	and	assessment	strategies	
employed	that	allowed	the	course	team	to	ascertain	if	the	stipulated	learning	
objectives	had	been	effectively	addressed.		
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Such	an	approach	is	certainly	expedient,	but	having	examined	it	in	some	detail	in	
light	of	the	propositional	primacy	that	has	emerged	from	the	narratives	of	both	
groups,	I	would	now	question	its	overall	efficacy.	Structures	that	embed	quality	
assurance	within	curriculum	must	of	course	be	in	place,	but	there	are	other	
issues	that	merit	consideration.	Although	purporting	to	be	value	neutral	(Kelly	
2009),	content	&		product	curriculum	frameworks	occupy	a	specific	ontological	
and	epistemological	position	which	in	turn	permeate	the	thinking	of	the	students	
immersed	within	them	 	reinforcing	the	primacy	of	propositional	knowledge.	
Furthermore,	the	adoption	of	the	associated	teacher-centred	and	product-
orientated	approaches	also	encourage	the	utilisation	of	pedagogical	strategies	
that	are	didactic	in	nature,	precipitating	passivity	and	limiting	critical	thinking	
on	the	part	of	the	learner	(Silcock	and	Brundrett	2001).		
	
A	further	manifestation	of	content	&		product	approach	is	the	phenomena	termed	
curriculum	creep	(Webster	2002).	Although	this	process	shares	some	
commonality	with	academic	drift,	there	are	differences	 	predominantly	in	that	
curriculum	creep	may	be	more	concretely	discerned	within	individual	courses	
and	their	constituent	modules.	As	the	name	suggests,	curriculum	creep	involves	
generally	superfluous	theoretical	material	‘creeping’	into	a	curriculum	over	a	
period	of	time	-	ultimately	resulting	in	students	becoming	overburdened,	and	
consequently	adopting	surface	or	strategic	approaches	to	learning	(Marton	and	
Saljo	1976,	Tait	2009,	Biggs	and	Tang	2011).	The	negotiated	nature	of	the	MSc	
CP	curriculum	appears	to	mitigate	quite	successfully	against	curriculum	creep,	
but	its	presence	may	be	discerned	within	the	content	&	product	orientated	MSc	
ACP	programme:	
	

I	used	to	find	it	hard	because	it’s	very	full	on,	and	it’s	a	short	space	of	time,	and	you	have	to	
go	away	and	read	as	well,	read	around	the	areas.	 

Participant	M1	ACP2		
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It	was	a	massive	shock	to	the	system,	because	I	had	done	A-level	biology,	but	this	was	at	a	
cellular	level.	I	thought	that	I	knew	everything	about	cardiology,	but	I	didn’t,	I	really	didn’t.	
There	was	too	much,	and	it	was	too	long.	 

Participant	M1	ACP3		

	

The	only	thing	I	try	and	do	is	make	mental	lists.	Because	otherwise	it	would	stress	me	out	if	
I	had	all	these	things	going	on	in	my	mind,	and	I'd	forget	things.	So	the	course	taught	me	
that,	because	when	I	was	doing	the	course,	there	is	so	much	work	involved	that	you	have	to	
make	lists.	 

Participant	M1	ACP6	 

	
A	number	of	elements	may	catalyse	curriculum	creep	such	as	the	demands	of	
professional	bodies	to	include	material	in	order	for	a	programme	to	be	
accredited	(Webster	2002,	Griffiths	2004,	Kelly	and	Watson	2015),	or	the	
interests	of	individual	teaching	staff	(Evans	and	Pawlina	2015).	Although	not	
professionally	accredited	by	the	Nursing	and	Midwifery	Council	(NMC),	both	
courses	examined	within	this	study	are	mapped	against	the	Framework	for	
Advanced	Practice	(National	Leadership	and	Innovation	Agency	for	Health	2010).		
	
It	is	certainly	not	inconceivable	that	within	the	conventionally	delivered	MSc	
ACP,	a	perceived	need	to	ensure	the	framework	was	comprehensively	addressed;	
the	so-called	“content	coverage	mentality”	(Griffiths	2004,	p.	723)	may	have	
resulted	in	the	inclusion	of	the	potentially	superfluous	theoretical	content	
referred	to	within	the	participant	narratives.	However,	without	having	formally	
explored	the	beliefs	and	values	of	individual	staff	members	within	the	study,	it	is	
not	possible	to	draw	any	conclusions	regarding	preferences	or	motivations	for	
module	or	course	content.	Yet	such	findings	do	indicate	some	potential	utility	in	
conducting	a	values	clarification	exercise	and	reviewing	course	content	with	
curriculum	development	staff	both	at	the	initial	planning	stage	of	any	new	
programme	of	study,	and	at	subsequent	regular	intervals.	
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The	second	course	explored	within	this	study	(MSc	CP)	utilises	a	curriculum	
model	that	falls	within	Kelly’s	(2009)	process	&	development	category,	although	it	
could	equally	be	conceived	of	in	terms	of	Curriculum	as	Praxis	(Grundy	1987,	Yek	
and	Penney	2006).		Curriculum	models	classified	in	this	way	have	a	number	of	
features	that	may	be	of	benefit	for	those	engaged	in	professional	education.	They	
are	highly	congruent	with	the	principles	of	andragogy	(Knowles,	Holton	et	al.	
2015)	with	a	strong	focus	upon	the	experience	of	the	student.	Rather	than	a	
passive	recipient	of	the	knowledge	‘product’,	the	learner	is	seen	as	an	active	
agent	in	the	co-construction	of	their	learning,	through	a	process	of	engagement,	
exploration,	and	questioning	 	skills	that	can	serve	to	deepen	critical	reflexivity	
(Rolfe	1993,	Rolfe	1997,	Christensen	2009).	Notably,	such	curricula	also	
encompass	an	emancipatory	aspect;	not	only	questioning	the	problems	of	
practice,	but	also	deeper	epistemological	issues	surrounding	knowledge	and	
power	(Grundy	1987,	Kelly	2009).	
	
Curricula	that	may	be	classified	within	this	framework	are	however	no	panacea,	
and	a	number	of	limitations	may	also	be	identified	 	relating	primarily	to	cost,	
quality	control,	and	organisational	complexity	(Silcock	and	Brundrett	2001).	The	
performance	of	both	facilitators	and	learners	is	also	far	more	crucial	in	relation	
to	this	form	of	learning	(a	point	I	will	come	onto	in	Issue	5).	Indeed	Kelly	(2009,	
p.	14)	discusses	the	impetus	from	national	bodies	for	“teacher-proof”	curricula	
that	will	continue	to	‘deliver’	regardless	of	the	pedagogy	employed;	courses	that	
are	process	orientated	are	unlikely	ever	to	achieve	this	dubious	aim.		
	
In	relation	to	the	challenges	of	propositional	primacy,	process	&	development	
curricula	do	not	attempt	to	maintain	ontological	neutrality	but	instead	
demonstrate	a	positive	awareness	of	the	ideological	nature	of	education,	thus	
clearly	explicating	their	own	position	in	relation	to	this	(Kelly	2009).	This	may	be	
readily	discerned	if	one	compares	the	documentation	for	each	of	the	courses	
within	this	study.		
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Whereas	the	MSC	ACP	document	focuses	upon	aspects	such	as	rationale,	
potential	market,	an	employability	(Pontin	2013),	the	MSc	CP	document,	whilst	
acknowledging	these	important	aspects,	also	articulates	the	underpinning	course	
philosophy	in	some	detail	(Pugh	2009),	and	this	theme	continues	within	the	
interviews	I	conducted	with	the	respective	course	leaders	(Pugh	2013,	White	
2013)	(appendix	8).	
	
As	both	the	overarching	curriculum	framework	and	competencies	are	pre-
determined,	the	course	cannot	be	considered	completely	learner-centred.	The	
degree	of	negotiation	afforded	to	participants	in	terms	of	constructing	a	learning	
contract,	determining	appropriate	evidence,	selecting	the	sequence	of	modules,	
and	engagement	in	peer	assessment	processes	do	however	mean	that	the	
curriculum	may	be	located	within	the	purview	of	what	Silcock	and	Brundrett	
(2001)	term	a	partnership	approach	to	learning	and	teaching.	Such	an	strategy	
has	clear	value	within	professional	education;	Usher	and	Bryant	(1989)	indicate	
the	starting	point	for	curriculum	development	must	be	‘practice	problems’,	and	
that	as	practitioners	have	a	very	specific	understanding	of	their	own	context	of	
practice,	it	is	absolutely	crucial	that	they	be	fully	engaged	in	defining	these.	
	
In	common	with	the	more	conventional	MSc	ACP,	learning	objectives	are	present	
within	the	documentation	(Pugh	2009),	but	it	seems	that	the	collaborative	
nature	of	the	Co-operative	Inquiry	process,	in	conjunction	with	the	opportunity	
to	address	the	competencies	(with	their	concomitant	learning	objectives)	in	
whatever	sequence	one	prefers	-	using	evidence	negotiated	within	the	group,	
serves	to	mitigate	against	a	number	of	their	previously	identified	limitations.	I	
would	nevertheless	question	their	congruence	(and	thus	efficacy)	with	this	
curriculum	in	their	current	form,	and	would	therefore	challenge	course	
developers	to	utilise	more	progressive	tools	that	ensure	greater	constructive	
alignment	(Biggs	and	Tang	2011)	between	activity,	assessment,	and	outcome.	
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The	students	undertaking	the	MSc	CP	programme	initially	espouse	the	same	
views	as	their	counterparts	on	the	MSc	ACP	course	regarding	propositional	
primacy.	However,	as	exposure	to	a	process	&	development	curriculum	utilising	
Co-operative	Inquiry	increases,	an	attitudinal	shift	may	be	detected,	and	the	
participants	begin	to	acknowledge	the	value	of	their	own	experience	as	a	key	
aspect	of	‘A	Personal	Knowing’:	
	

I	always	felt,	obviously	because	I	previously	completed	my	degree	a	few	years	before,	that	
my	practice	was	valuable	and	had	something	to	contribute	to	the	writing.	Where	I	didn't	
feel	in	the	degree,	I	looked	at	certain	topics	and	I	drew	upon	certain	people’s	quotes	on	
things,	it	was	very	external.	I	felt	as	part	of	this	Masters	that	I	can	actually	give	my	own	
opinion	and	use	my	own	experience,	which	I	was	made	to	see	was	quite	extensive.	And	
you're	not	made	to	feel	like	that	in	courses.		

Participant	M1	C10	

	
The	following	excerpt	demonstrates	this	change	in	thinking,	indicating	how	a	
detailed	examination	of	one’s	Personal	Knowing	within	the	Co-operative	Inquiry	
environment	leads	to	an	ability	to	recognise	and	value	other,	more	tacit	sources	
of	knowledge:	
	

I	hadn't	really	thought	about	how	do	I,	you	know	I'll	say,	"do	X,	Y,	and	Z”,	and	I'd	say	that	it	
was	my	intuition	telling	me	the	right	thing,	but	actually	didn't	realise	what	that	meant?	
And	having	studied	it,	and	what	makes	up	your	knowledge,	and	actually	looked	at	each	
component	and	the	Carper	stuff	and	everything	else,	it	kind	of	gave	weight	to	what	I	
thought,	but	it	was	something	tangible?		

Participant	M1	C5	

	

Thus,	although	participants	from	both	programmes	share	a	common	background	
in	terms	of	previous	educational	socialisation,	exposure	to	a	collaborative,	
process	&	development	curriculum	such	as	that	utilised	with	the	MSc	CP	can	help	
to	overcome	propositional	primacy,	allowing	students	to	critically	consider	and	
utilise	a	range	of	ways	of	knowing	in	the	development	of	‘A	Personal	Knowing’.			
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Summary	

Following	a	more	detailed	exploration	of	curriculum	design,	I	do	now	wonder	to	
what	degree	those	who	initially	developed	the	curriculum	for	the	MSc	ACP	
course	were	aware	of	how	some	of	the	previously	identified	issues	can	
contribute	to	propositional	primacy,	and	the	manner	in	which	this	may	could	
have	ultimately	impacted	upon	their	students’	construction	of	‘A	Personal	
Knowing’.	Within	my	own	organisation,	curriculum	template	documents	are	
generated	centrally	(primarily	for	quality	assurance	and	marketing	purposes),	
and	include	prompts	that	are	closely	aligned	with	Kelly’s	(2009)	content	&	
product	curriculum	framework.	For	example,	proposers	are	asked	to	provide	
module	descriptors	including	behavioural	objectives	clearly	mapped	against	
Bloom’s	Taxonomy	(1956),	and	are	required	to	demonstrate	how	their	nascent	
course	maintains	congruence	with	various	external	and	professional	
frameworks.	Whilst	this	documentation	does	not	overtly	prescribe	pedagogical	
strategy,	the	literature	does	indicate	the	powerful	implicit	influence	this	may	
have	upon	overall	curriculum	design	(Gibbs	and	Dunbar�Goddet	2009,	Jessop,	
McNab	et	al.	2012).	
	
Although	a	case	may	be	made	for	exploring	more	innovative	approaches,	the	
workflow	process	does	little	to	encourage	this,	and	if	staff	do	not	fully	appreciate	
the	impact	of	such	structures	upon	the	learner,	then	there	may	be	a	temptation	
to	follow	the	most	expedient	route	to	curriculum	development.	I	would	suggest	
that	by	fully	articulating	the	ontological	and	epistemological	foundations	upon	
which	a	curriculum	is	built,	awareness	may	be	raised,	and	steps	taken	to	
attenuate	propositional	primacy.	I	would	further	argue	that	when	developing	
courses	that	must	both	reflect	the	academic	level	and	effectively	equip	clinicians	
for	the	complexity	of	contemporary	practice,	mechanisms	that	engage	learners	
more	directly	with	the	negotiation	of	learning	outcomes	and	thus	the	content,	
pedagogy,	and	assessment	must	also	be	considered.	I	contend	that	the	overall	
curriculum	design	(and	concomitant	pedagogical	strategies)	utilised	within	the	
respective	programmes	may	either	perpetuate	propositional	primacy,	or	allow	
practitioners	to	move	forward	to	a	position	in	which	a	multiplicity	of	knowing	is	
recognised	in	the	construction	and	modification	of	one’s	‘Personal	Knowing’.	
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Issue	3	

Pedagogical	approaches	that	divorce	clinical	experience	from	academic	

work	perpetuate	the	perceived	separation	between	theory	and	practice,	as	

well	as	making	the	operationalization	of	theory	more	problematic.	 

Overview	

Even	though	a	wide	range	of	pedagogical	approaches	are	now	available	to	the	
contemporary	educator,	the	lecture	and	tutorial	still	feature	significantly	within	
many	higher	education	programmes	(Davies	2014),	a	position	reinforced	by	the	
enduring	belief	within	HE	that	if	general	theoretical	principles	are	‘frontloaded’,	
learners	may	then	adapt	them	to	their	specific	practice	situations	(Leinhardt,	
Young	et	al.	1995).	Within	the	MSc	ACP	course	examined	here,	the	‘lead’	lecture	
functions	as	the	primary	learning	and	teaching	strategy,	and	is	utilised	heavily	
within	modules	covering	pharmacology,	research,	and	even	to	some	degree	
clinical	skills.	
	
An	array	of	factors	may	have	contributed	to	this	particular	pedagogical	
hegemony.	Given	the	significant	student	enrolment	(an	average	of	45	students	
per	cohort),	expediency	must	be	a	consideration	(Brown,	Kirkpatrick	et	al.	
2009).	Such	a	format	is	also	congruent	with	previous	educational	socialisation,	
and	may	thus	be	potentially	comfortable,	familiar,	and	even	welcomed	by	the	
student	body	(Matheson	2008).	Furthermore,	transmissional	strategies	of	this	
nature	fit	with	a	positivist,	content	&	product	(Kelly	2009)	orientated	curriculum	
framework	in	which	propositional	knowledge	holds	primacy,	and	course	
outcomes	may	be	readily	aligned	with	organisational	templates,	behavioural	
learning	objectives,	and	external	benchmarks.	Yet	whilst	this	‘frontloading’	or	
‘theory	first’	approach	may	appear	superficially	practical	as	a	means	of	
introducing	conceptual	material	within	a	programme	of	study,	‘delivery’	in	this	
format	fails	to	take	into	account	what	I	argue	(reflected	within	my	theoretical	
scheme)	is	the	fundamental	basis	of	learning	and	teaching	within	professional	
education	i.e.	the	effective	facilitation	of	Knowledge	Integration.		
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Making	Theory	Real	

The	eponymous	theory-practice	gap	has	been	debated	extensively	within	the		
literature	 	both	in	relation	to	nursing	(Rolfe	1993,	Ferguson	and	Jinks	1994,	
Rolfe	1996,	Heath	1998,	Ousey	and	Gallagher	2007),	and	within	the	wider	sphere	
of	professional	practice	(Schon	1983,	Eraut	1985,	Usher	and	Bryant	1989,	
Griffiths	2004,	Van	De	Ven	and	Johnson	2006).	Although	much	of	this	discourse	
focuses	upon	the	implementation	of	research	findings,	a	theory-practice	gap	may	
be	equally	perceived	within	this	study	 	specifically	in	relation	to	the	pedagogical	
experience	of	those	undertaking	the	MSc	ACP	course:	
	

The	theory?	That	alone	is	not	enough.	It	is	not	enough.	It’s	got	to	be	linked	with	experience	

to	make	it	real.	To	make	it...	I	found,	just	reading	from	books	didn't,	I	mean	you	learned,	

yeah.	You	increased	your	knowledge	on	everything,	but	when	you	are	dealing	with	people	

there	are	parameters	that	they	don't	actually	state	in	the	book.	 

Participant	M1	ACP8	 

	
Although	the	theory-practice	gap	has	classically	been	conceptualised	as	a	
knowledge	transfer	problem,	more	recent	work	(Van	De	Ven	and	Johnson	2006,	
Glibkowski,	McGinnis	et	al.	2013)	indicates	that	the	issue	may	involve	further	
dimensions,	which	in	turn	have	implications	for	the	educator.	Van	De	Ven	and	
Johnson	(2006)	identify	three	factors	that	contribute	to	the	theory-practice	gap;	
the	knowledge	divide,	the	processes	of	knowledge	transfer,	and	the	mechanics	of	
knowledge	production.		
	
These	factors	have	all	emerged	to	some	degree	within	the	course	of	my	data	
analysis.	The	knowledge	divide	refers	to	the	degree	of	emphasis	placed	upon	
forms	of	knowledge	between	practitioners	and	academics,	and	may	be	clearly	
perceived	in	relation	to	Issue	2	and	the	concept	of	‘propositional	primacy’.		
Issues	of	Knowledge	transfer	manifest	here	within	Issue	3	and	correlate	with	the	
choice	of	learning	and	teaching	strategies.	Finally,	knowledge	production	spans	
both	Issues	2	and	3.		
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Propositional	primacy	reinforces	the	position	of	the	learner/practitioner	as	a	
passive	recipient	of	learning	(Issue	2);	this	may	be	further	mediated	by	the	
selection	of	pedagogical	approach	(Issue	3)	-		either	reinforcing	such	a	position,	
or	recasting	the	learner/practitioner	as	both	‘knowledge	generator’	and	
‘knowledge	applier’	(Rolfe	1996).	
	
The	difficulties	that	individuals	face	in	the	assimilation	of	abstract	and	
acontextual	knowledge	into	existing	cognitive	schemata	are	well	recognised	
within	the	literature	(Eraut	1985,	Eraut	1994,	Rolfe	1996,	Van	De	Ven	and	
Johnson	2006),	and	both	issue	and	solution	are	succinctly	captured	in	the	words	
of	Dewey	(1934,	p.	47):	
	

“Nothing	takes	root	in	the	mind	when	there	is	no	balance	between	doing	and	receiving.	

Some	decisive	action	is	needed	in	order	to	establish	contact	with	the	realities	of	the	world,	

and	in	order	that	impressions	may	be	so	related	to	facts	that	their	value	is	tested	and	

organised.”		

	
As	the	data	within	this	study	indicates,	simply	‘delivering’	content	has	limited	
utility	in	facilitating	the	knowledge	integration	process,	and	may	even	result	in	
negative	corollaries	such	as	the	adoption	of	surface	or	strategic	approaches	to	
learning	(Marton	and	Saljo	1976,	Biggs	and	Tang	2011)	that	compound	the	
artificial	dichotomy	between	theory	and	practice.	Therefore,	if	one’s	goal	is	
knowledge	integration	as	opposed	to	information	transmission,	then	strategies	
that	facilitate	the	‘operationalization’	of	theoretical	knowledge	are	required.		
	
The	conventional	pedagogical	approach	predominantly	utilised	within	the	MSc	
ACP	programme	is	contingent	upon	the	provision	of	theoretical	material	that	
must	then	be	integrated	with	other	forms	of	knowing.	Such	a	conceptualisation	
places	theory	in	a	superordinate	position,	and	challenges	the	students	to	find	
ways	of	assimilating	abstract	and	acontextual	material	into	‘A	Personal	Knowing’.		
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A	failure	to	effectively	accomplish	this	results	in	this	knowledge	merely	being	
placed	in	“cold	storage”	(Eraut	1994,	p.	120),	a	situation	that	may	ultimately	
inhibit	the	development	of	‘A	Personal	Knowing’,	whilst	perpetuating	the	
eponymous	theory-practice	gap	(figure	13).	
	
	

	
	
	
	
Yet	this	situation	need	not	endure.	Within	the	example	below	(figure	14)	
‘frontloading’	is	eschewed,	and	learning	begins	with	the	practice	of	the	student.	
This	is	explored	and	reflectively	deconstructed,	and	from	here	theoretical	
themes	are	inducted	and	examined	in	relation	to	extant	theory.	
	
	

	
	
	
	 	

Figure	13.	'Theory	First'	

Figure	14.	'Practice	First'	
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This	second	approach	closely	mirrors	the	Co-operative	Inquiry	mechanic	utilised	
within	the	MSc	CP.	For	these	individuals,	the	process	of	knowledge	integration	is	
far	less	problematic,	and	the	‘practice	first’	approach	seems	to	be	a	particularly	
efficacious	means	of	bridging	the	gap	between	theory	and	practice:	
	

And	even	though	a	lot	of	the	group	members	were	from	different	areas,	I	suppose	principles	

of	the	problems	were	the	same,	and	how	they	dealt	with	things,	and	it's	giving	a	different	

opinion	on	how	to	deal	with	things	as	well.	And	then	with	the	course	leaders	then,	them	

being	able	to	bring	in	something	from	theory	that	we	could	look	at	to	help	us	move	forward	

with	certain	problems,	or	understand	the	processes	as	well.	You	start	with	your	experience	

and	show	how	the	theory	fits,	rather	than	saying,	“Well	here's	the	theory,	now	go	and	try	

it”.	 

Participant	M1	C10		

	

Authentic	Assessment	

Assessment	may	also	be	effectively	dealt	with	using	a	‘practice	first’	approach;	
one	might	even	argue	that	not	to	do	so	stands	in	direct	opposition	to	the	tenets	of	
constructive	alignment	(Biggs	and	Tang	2011)	in	which	teaching	strategy,	
outcome,	and	assessment	must	be	congruently	organised	if	meaningful	
educational	experiences	are	to	be	created.	Although	participants	across	the	
sample	indicated	how	the	pedagogical	experiences	on	the	respective	
programmes	allowed	them	to	make	clearer	connections	between	their	own	
practice	and	underpinning	theory	(coded	as	Linking	it	all	Together),	only	those	
on	the	MSc	CP	programme	were	able	to	articulate	why	this	had	occurred.		
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For	the	MSc	CP	students,	the	negotiated	and	‘embedded’	nature	of	the	work	
produced	for	assessment	facilitated	the	development	and	integration	of	a	range	
of	knowledge	forms	into	‘A	Personal	Knowing’,	whilst	simultaneously	satisfying	
the	programme	‘competencies’,	and	solving	‘real-world’	problems:	
	

And	what	I	found,	was	looking	through	the	handbook,	and	you	see	the	various	
competencies,	if	you	are	fortunate	enough	to	be	in	a	full-time,	or	part-time	clinical	role,	
every	one	of	those	competencies	can	be	based	around	a	real	patient	scenario	or	an	
intervention.	Looking	at	other	aspects	of	the	course,	it’s	really	quite	useful	because	some	
other	things,	and	some	of	the	competencies	that	we	were	exploring	were	actually	on	going	
at	the	time?	So	in	addition	to	that	task	or	project,	you	were	also	studying	it	as	part	of	an	
educational	outcome,	and	the	ability	to	dovetail	the	academic	work	and	the	actual	task	or	
project	at	the	same	time,	I'm	certain	allowed	a	better	outcome	to	the	project	itself.	 

	
Participant	M1	C9	

		
Parallels	may	be	drawn	between	the	‘embedded’	nature	of	the	assessment	
process	within	the	Co-operative	Inquiry	group	and	the	concept	of	authentic	
assessment	-	a	process	involving	the	evaluation	of	learning	through	the	students’	
performance	of	real	world	tasks	(Wiggins	1993,	Gulikers,	Bastiaens	et	al.	2004,	
Eddy	and	Lawrence	2013).	Echoing	the	seminal	work	of	Vygotsky	(1978),	
Darling-Hammond	and	Snyder	(2000)	contend	that	all	learning	is	shaped	by	the	
environment	in	which	it	takes	place	 	with	conventional	assessment	serving	to	
decontextualize	this	process,	resulting	in	a	schism	between	intellectual	
understanding	and	the	enactment	of	practice.	In	order	to	mitigate	against	this,	
authentic	assessment	demands	the	integration	of	multiple	knowledge	sources	as	
they	are	used	in	practice,	stressing	the	need	for	evaluation	as	process,	in	which	
sources	of	evidence	are	collected	over	time,	and	within	a	range	of	contexts	that	
reflect	practice	as	far	as	is	practicable	(Darling-Hammond	and	Snyder	2000).		
	
Eddy	and	Lawrence	(2013)	identify	four	characteristics	of	authentic	assessment	
i.e.	assessment	as	an	ongoing	process,	assessment	rooted	in	student	experience,	
the	potential	to	be	assessed	by	multiple	evaluators,	and	learner	agency	within	the	
selection	of	assessment	modalities.		
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Although	no	reference	is	made	to	authentic	assessment	within	either	the	MSc	CP	
course	documentation	or	interview	I	conducted	with	the	initial	course	leader,	all	
of	these	characteristics	emerge	from	the	data	in	relation	to	Co-operative	Inquiry	
as	a	pedagogical	approach.	The	‘embedded’	assessment	process	utilised	within	
the	MSc	CP	course	ensures	that	rather	than	viewing	teaching	strategy,	outcome,	
and	assessment	as	discrete	processes	the	learner	must	navigate,	the	relationship	
is	more	symbiotic,	and	through	a	series	of	iterative	cycles,	the	practice	of	group	
members	is	explored	and	utilised	in	order	to	catalyse	knowledge	integration	-	
ultimately	furthering	the	development	of	‘A	Personal	Knowing’:	
	

And	trying	to	figure	out	where	it	all	[the	theory]	fits	in,	and	I	think	that	the	Masters	course	

was	good	from	that	point	of	view,	because	actually,	it	was	all	interwoven.	And	so	you	

could	go	off	and	learn	about	things,	but	it	made	sense	in	your	practice,	because	you	were	all	

able	to	talk	about	it.	 

Participant	M1	C4	 

				

A	Way	Forward?	

Although	Co-operative	Inquiry	may,	upon	initial	examination,	appear	to	be	an	
expedient	way	in	which	to	deal	with	the	enduring	challenge	of	operationalizing	
theoretical	knowledge,	a	number	of	factors	mitigate	against	simply	importing	the	
strategy	into	other	programmes.	Whilst	issues	such	as	underpinning	curriculum	
philosophy,	and	educational	socialisation	(of	both	staff	and	students)	are	obvious	
stumbling	blocks,	this	‘practice	first’	approach	is	also	constrained	by	a	somewhat	
more	prosaic	challenge	i.e.	student	numbers.		A	Co-operative	Inquiry	group	
cannot	just	be	‘set-up’	-	significant	investment	is	required	in	terms	of	developing	
group	cohesion	(Reason	1999,	Currie,	Biggam	et	al.	2012),	and	the	internalising	
of	negotiated	group	processes	(Reason	1992).	Within	a	course	comprised	of	12	
students,	there	is	time	available	to	address	these	requirements	in	some	detail,	
but	this	would	be	patently	unfeasible	given	the	enrolments	for	the	MSc	ACP.			
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Yet	there	may	be	some	opportunity	for	a	multidimensional	curriculum	model	
that	incorporates	both	conventional	pedagogy,	as	well	as	strategies	that	are	of	a	
more	collaborative	nature.	Indeed,	some	of	these	approaches	have	already	been	
employed	within	the	MSc	ACP	with	some	measure	of	success.	For	example,	the	
use	of	what	appears	to	be	a	somewhat	attenuated	version	of	narrative	pedagogy	
(Diekelmann	2001,	Ironside	2003,	Hunter	2008)	can	be	identified	here	as	one	
means	of	helping	the	participants	to	contextualise	and	embed	theory:		
	

Reflections;	you	know	like	when	people	talk	in	classrooms	about	things	like	this,	if	tutors	

start	talking	about	clinical	issues	like	that,	that	makes	you	think	outside	of	the	box,	outside	

of	the	books,	and	makes	it	individual	for	that	patient,	doesn't	it?	 

Participant	M1	ACP8		

We	had	one	person	in	three	years	who	came	from	[location	removed].	They	were	something	

to	do	with	respiratory	–	it	was	the	best	session	we	ever	had.	She	brought	X-Rays	with	her,	

and	she	gave	us	clients.	She	said,	“This	is	case	1,	this	is	case	2,	this	is	case	3”,	and	said,	

“What	do	you	think?	What	would	you	do	next?”	And	that’s	what	makes	you	think	about	

your	practice.	‘Stony	Dull’	became	real	to	me,	and	the	palpation,	and	you	could	just	link	it	

all,	and	it	would	make	sense.		

Participant	M1	ACP3 

	
It	is	with	a	specific	purpose	that	I	stress	the	need	for	an	extant	multidimensional	
curriculum	model	rather	than	the	mere	introduction	of	further	experiential	
pedagogical	strategies.	One	can	only	address	all	three	dimensions	(Van	De	Ven	
and	Johnson	2006)	of	the	theory-practice	gap	through	a	process	and	development	
curriculum	framework	(Kelly	2009)	that	takes	into	account	the	limitations	of	
propositional	primacy	(knowledge	divide),	the	considered	application	of	
pedagogy	(knowledge	transfer),	and	the	role	of	the	learner	as	both	consumer	and	
producer	of	theory	(knowledge	production).		
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It	is	my	contention	that	simply	‘adding	in’	new	learning	and	teaching	approaches,	
without	consideration	of	the	underpinning	course	philosophy	and	
epistemological	orientation	of	the	teaching	staff,	will	have	limited	impact,	and	
may	even	prove	detrimental	to	the	overall	learning	experience	(as	in	the	‘case	
presentations’	employed	within	the	MSc	ACP	programme).	Instead,	I	propose	the	
development	of	an	‘Advanced	Practice’	curriculum	that,	whilst	acknowledges	
service	demands	for	generic	skills	acquisition	and	advanced	theoretical	
knowledge,	maintains	at	its	core	the	principle	that	practice	is	the	crucible	in	
which	theory	is	transformed	 	with	the	learners	engaged	as	active	agents	in	this	
process.	I	will	present	and	discuss	this	as	an	outline	curriculum	model	within	the	
latter	part	of	the	chapter.		
	

Summary	

Dewey	first	recognised	the	challenges	of	the	putative	theory-practice	gap	within	
professional	education	during	the	early	1900s,	yet	it	still	remains	problematic	
within	the	second	decade	of	the	21st	century.	Although	the	contemporary	
educationalist	has	a	multiplicity	of	pedagogical	strategies	and	learning	
technologies	at	their	disposal,	transmissional	approaches	still	dominate.	Whilst	
this	apparent	pedagogical	stasis	may	be	attributed	to	external	pressures	such	as	
the	requirements	of	external	bodies,	the	‘academisation’	(Laiho	2010)	of	nascent	
professional	groups,	or	the	increased	commercialism	that	has	permeated	higher	
education,	there	nevertheless	remains	significant	inertia	from	teachers	
themselves.		
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My	findings	indicate	that,	at	least	within	postgraduate	healthcare	education,	
learning	is	as	much	about	the	integration	of	knowledge	as	it	is	the	introduction	of	
new	theoretical	propositions.	If	one	accepts	this	position,	then	transmissional	
models	of	learning	and	teaching	patently	have	limited	utility	within	such	an	
endeavour.	Within	this	study,	Co-operative	Inquiry	has	emerged	as	a	highly	
efficacious	manner	through	which	multiple	knowledge	forms	may	be	integrated	
in	the	development	of	‘A	Personal	Knowing’,	but	it	is	not	without	significant	
limitation,	and	should	thus	not	be	perceived	as	some	universal	solution.		
I	suggest	that	just	as	a	plurality	of	knowledge	sources	facilitates	the	construction	
of	one’s	theory	of	practice,	so	too	do	a	range	of	pedagogical	approaches	 	
provided	they	are	underpinned	by	a	process	&	development	curriculum	(Kelly	
2009)	that	is	both	ontologically	and	epistemologically	aligned	with	this	goal.	
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Issue	4	

Collaborative	learning	plays	an	important	role	in	knowledge	construction	

and	integration,	but	its	power	is	not	effectively	harnessed	within	the	HEI.	 

Overview	

Within	this	study,	collaborative	learning	has	emerged	as	a	pedagogical	approach	
with	a	great	deal	of	utility	in	terms	of	constructing	‘A	Personal	Knowing’.	
Collaborative	learning	processes	manifest	across	the	sample,	although	they	
feature	more	prominently	within	the	narratives	of	the	MSc	CP	group	 	an	
unsurprising	finding	given	the	programme’s	intrinsically	collaborative	
pedagogical	mechanic.	A	variety	of	both	formal	and	informal	collaborative	
processes	may	be	discerned	within	the	data,	and	I	have	been	able	to	
subcategorise	these	according	to	the	environment	in	which	they	occurred	i.e.	the	
HEI	(Learning	from	Other	Students)	or	clinical	practice	(Learning	in	Practice).	I	
also	found	that	exposing	students	to	collaborative	learning	had	a	positive	effect	
upon	their	clinical	practice	beyond	the	respective	courses	(Working	
Collaboratively).	This	varied	according	to	the	programme	the	students	were	
following,	but	ranged	from	an	enhanced	ability	to	work	in	a	collegial	manner	
with	other	professionals,	through	to	the	building	of	professional	networks	that	
could	be	utilised	as	a	practice	resource.	
	
It	could	be	reasoned	that	every	human	society	has	employed	some	form	of	
collaborative	process	in	order	to	achieve	its	goals.	Their	use	as	pedagogical	
strategy	is	however	more	recent.	Collaborative	learning	emerged	within	higher	
education	during	the	late	1980’s	(Bruffee	1999),	although	it	may	be	traced	back	
to	the	progressive	schools	movement	of	the	late	18th	century	(Johnson	and	
Johnson	2009),	and	the	subsequent	work	of	Dewey	(1916)	in	relation	to	the	
challenges	of	democratising	education.	The	literature	indicates	that	learning	
within	co-operative	groups	can	have	a	number	of	tangible	benefits,	including	the	
development	of	more	effective	interpersonal	relationships,	higher	level	critical	
thinking,	and	deeper	engagement	with	the	subject	matter	(Cabrera,	Nora	et	al.	
2002,	Griffiths	2009,	Johnson	and	Johnson	2009,	Davidson	and	Howell-Major	
2014)	 	themes	that	have	all	been	born	out	within	the	research	presented	here.	
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Co-operative	or	Collaborative?	

Before	examining	more	fully	the	ways	in	which	collaborative	learning	processes	
may	be	effectively	utilised,	I	would	like	to	first	briefly	touch	upon	the	semantics	
of	group	learning.	The	terms	‘collaborative’	and	‘co-operative’	are	readily	
conflated	within	the	literature	(Bruffee	1999,	Barkley,	Cross	et	al.	2005,	
Davidson	and	Howell-Major	2014),	and	whilst	one	might	reasonably	argue	that	
all	active	learning	processes	are	underpinned	by	co-operative	learning	(Johnson,	
Johnson	et	al.	2014),	there	are	subtle	differences	present.	I	will	thus	provide	
some	further	explication	regarding	these	in	order	to	both	increase	conceptual	
clarity,	and	more	clearly	define	the	nature	of	the	processes	identified	within	my	
own	data.		
	
Although	both	co-operative	and	collaborative	learning	involve	working	together,	
the	former	is	a	far	more	structured	endeavour	in	which	group	work	is	carefully	
organised	and	monitored	(Barkley,	Cross	et	al.	2005).	Co-operative	learning	
requires	a	high	degree	of	direct	facilitation,	and	involves	elements	such	as	the	
assignment	of	group	roles,	and	the	requirement	for	students	to	work	
interdependently	upon	the	same	goal	(Davidson	and	Howell-Major	2014).	
Collaborative	learning	eschews	many	of	these	structures,	and	in	doing	so,	
transfers	significant	agency	to	the	students	in	identifying	and	addressing	their	
own	learning	needs.	Crucially,	collaborative	learning	involves	a	shift	of	power	
within	the	classroom,	and	requires	not	only	the	students	to	be	working	together	
in	a	group,	but	also	to	be	fully	engaged	with	the	facilitator	in	an	effort	to	deepen	
the	knowledge	of	all	parties	(Bruffee	1999).		
	
With	the	exception	of	the	‘case	presentations’	utilised	within	the	MSc	ACP	(which	
employ	elements	of	both	co-operative	and	collaborative	learning),	the	group	
learning	processes	identified	within	this	study	are	collaborative	in	nature.	
Indeed,	this	is	exclusively	the	case	for	those	on	the	MSc	CP	programme,	and	it	is	
somewhat	ironic	that	Heron	(1996)	has	elected	to	use	the	term	‘Co-operative	
Inquiry’	as	a	means	of	identifying	his	methodology,	given	that	a	such	a	group	is	
driven	by	an	archetypal	collaborative	learning	mechanic.	
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The	HEI	as	a	Community	of	Learners	

A	range	of	collaborative	learning	processes	have	been	identified	as	occurring	
within	the	HEI,	and	whilst	they	are	all	ultimately	centred	upon	the	manner	in	
which	the	study	participants	learn	from	each	other	(subcategorised	as	Learning	
From	Other	Students),	they	vary	significantly	in	relation	to	the	degree	of	active	
facilitation	taking	place.	For	students	undertaking	the	MSc	CP,	collaborative	
learning	is	the	primary	pedagogical	strategy,	and	a	great	deal	of	effort	is	invested	
in	establishing	and	maintaining	an	effective	group	in	which	practice	may	be	
deconstructed	and	examined	in	light	of	extant	theory	through	the	application	of	
multiple	subjectivities	(Heron	1996).		Yet	this	form	of	learning	also	manifests	
within	the	MSc	ACP	group,	taking	place	to	some	degree	even	in	the	absence	of	
active	facilitation	or	direct	pedagogical	input.		
	
In	building	upon	Vygotsky’s	(1978)	social	constructivist	theory	and	the	
importance	of	peers	(more	knowledgeable	others)	in	the	process	of	learning,	
Lave	and	Wenger	(1991)	advanced	the	concept	of	Communities	of	Practice	 	
groups	that	work	together	in	order	to	collaboratively	create	new	knowledge.	
Although	initially	related	only	to	the	workplace,	a	number	of	authors	have	since	
demonstrated	the	way	in	which	the	classroom	may	act	as	a	Community	of	
Practice	 	or	more	accurately	a	Community	of	Learners	(Wenger	1998,	Collins	
2009,	Sargeant	2009).	Indeed,	Lockwood’s	(2013)	use	of	a	Community	of	
Learners	as	a	pedagogical	strategy	in	the	teaching	of	law	parallels	the	Co-
operative	Inquiry	process	in	many	respects	e.g.	building	relationships,	drawing	
upon	member	experience,	identifying	outside	speakers	that	may	advance	the	
propositional	knowledge	of	the	group.	
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I	suggest	that	whilst	the	Co-operative	Inquiry	group	utilised	within	the	MSc	CP	
programme	may	be	analogous	to	the	‘formal’	collaborative	structures	identified	
within	the	literature,	the	very	act	of	gathering	individuals	together	with	a	
common	purpose	results	in	the	formation	of	a	nascent	Community	of	Practice.	
Participants	from	the	MSc	ACP	make	reference	to	a	number	of	collaborative	
processes	within	their	narratives	that	characterise	this	development.	These	
include	the	provision	of	general	peer	support:	
	

But	it	is	the	interaction	with	your	other	peers	on	the	course	that	helps	as	well.	The	learning	

you	get	from	each	other.	 

Participant	M1	ACP7		

	
The	use	of	peers	as	‘more	knowledgeable	others’	(Vygotsky	1978):	
 

You	use	the	others	when	you	are	learning.	You	might	struggle	with	something,	or	they	

might	struggle	and	you	can	show	them.	So	you	both,	your	sharing	your	knowledge	as	well.	 

Participant	M1	ACP2		

	
The	development	of	one’s	critical	thinking	through	group	processes:	
	

Reflections;	you	know	like	when	people	talk	in	classrooms	about	things	like	this,	if	tutors	

start	talking	about	clinical	issues	like	that,	that	makes	you	think	outside	of	the	box,	outside	

of	the	books,	and	makes	it	individual	for	that	patient,	doesn't	it?	 

Participant	M1	ACP8	 

	
The	sharing	of	knowledge	through	the	vicarious	experience	of	others’	practice:	
	

But	it	gives	you	an	insight	into	a	few	different	areas	then.	You	are	not	going	to	know	

everything,	but	it’s	good	to	see	-	it’s	like	a	window	into	what	other	people	do.	Because	you	

are	never	going	to	experience	working	in	all	these	different	places	ever,	but	it’s	good	to	

know.	And	then	also,	when	you	are	learning,	you	need	to	know	what	you	would	do	to	follow	

on,	or	people	are	saying,	“How	am	I	going	to	know	about	this	illness	or	that	illness?	Who	do	

I	refer	on	to?		

Participant	M1	ACP2 
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Whereas	such	processes	are	actively	facilitated	and	harnessed	within	the	MSc	CP	
Co-operative	Inquiry	group	(see	chapter	5	 	Reflecting	as	a	Group),	this	
appears	not	to	have	been	the	case	for	the	tentative	Community	of	Learners	
emerging	within	the	MSc	ACP	programme.	One	might	of	course	argue	that	if	a	
Community	of	Learners	will	develop	without	any	active	facilitation,	then	there	
should	be	no	need	to	invest	any	significant	effort	in	its	creation.	The	situation	is	
however	more	complex	than	this.	Although	collaborative	processes	may	be	
discerned	within	the	narratives	of	the	MSc	ACP	students,	it	is	my	contention	that	
a	failure	to	nurture	this	Community	of	Learners	effectively	can	at	the	very	least	
represent	a	missed	opportunity	to	maximise	a	key	resource,	or	at	worst	result	in	
the	creation	of	unfavourable	learning	experiences.		
	
An	example	of	this	issue	may	be	discerned	in	relation	to	the	‘case	presentations’	
utilised	within	the	MSc	ACP	course.	Employing	a	learning	and	teaching	approach	
in	which	individual	students	share	clinical	cases	from	their	practice	would	seem	
to	be	a	worthwhile	activity	which	is	highly	congruent	with	many	of	the	themes	
identified	within	this	study	(learning	collaboratively,	sharing	experience,	
generating	theory	from	practice).	Yet	its	unsupported	utilisation	as	a	standalone	
pedagogical	strategy	located	within	a	predominantly	didactic,	content	and	
product	orientated	(Kelly	2009)	curriculum	can	prove	problematic.			
	
The	MSc	ACP	study	participants	indicate	that	they	were	required	to	present	
cases	from	practice	to	both	teachers	and	peers,	with	time	set	aside	within	the	
programme	to	prepare	for	this.	However,	no	resources	were	devoted	to	
developing	the	group	as	a	Community	of	Learners.	Time	was	not	set	aside	for	
activities	such	as	clarifying	the	nature	of	collaborative	learning,	establishing	
ground	rules,	discussing	goals,	sharing	vignettes	from	practice	in	an	initially	
more	informal	manner.	Johnson	and	Johnson	(2009)	indicate	that	committed	
relationships	between	all	members	are	required	if	effective	group	learning	is	to	
take	place,	and	these	require	many	hours	of	working	together.	
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Lockwood	(2013)	likewise	stresses	the	need	to	build	collegial	relationships	in	
which	group	members	feel	that	they	are	learning	together	if	an	effective	
Community	of	Learners	is	to	be	established	and	sustained.	Simply	convening	a	
group	for	the	purposes	of	presentation	without	this	prior	investment	is	therefore	
unlikely	to	result	in	an	effective	and	authentic	(Heron	1996)	collaborative	
learning	experience	for	the	participating	students.			
	
Whilst	collaborative	learning	can	prove	difficult	for	students,	one	must	also	
consider	the	potential	challenges	it	presents	to	the	educator.	Griffiths	(2009)	
suggests	that	the	facilitation	of	small	collaborative	groups	is	one	of	the	most	
difficult	and	demanding	pedagogical	techniques,	requiring	the	teacher	to	not	
only	remaining	mindful	of	the	primary	learning	goals,	but	also	to	foster	a	
psychologically	safe	environment	which	is	open	and	accommodating	of	varying	
views,	whilst	simultaneously	maintaining	the	critical	judgement	required	to	
ensure	academic	rigor.	As	I	collected	no	data	from	those	teaching	on	each	
programme	(notwithstanding	the	course	leaders)	I	am	unable	to	draw	any	
meaningful	conclusions	regarding	their	preparedness	for	this	pedagogical	
modality,	but	if	staff	were	required	to	facilitate	these	presentations	without	
appropriate	preparation,	this	may	too	have	had	a	detrimental	effect.	Indeed,	
Luce	(2008)	found	that	whilst	collaborative	learning	was	an	efficacious	means	of	
developing	intellectual	ability	within	a	student	group,	ineffective	facilitation	was	
in	fact	highly	damaging	to	the	overall	learning	experience.		
	
Ultimately,	the	data	indicates	that	whilst	some	value	was	associated	with	the	
‘case	presentations’,	they	were	also	notable	in	their	ability	to	induce	fear	and	
anxiety	-	a	situation	that	I	contend	could	have	been	significantly	ameliorated	if	
more	investment	had	taken	place	in	developing	an	effective	Community	of	
Learners:	
	

So,	again	we've	discussed	patients	that	they’ve	dealt	with	and	you	learn	by	their	experience.	 

Participant	M1	ACP7	 
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I	think	it	[the	presentation]	makes	you	learn	it.	Because	you	don’t	want	to	look	stupid	in	
front	of	everyone	else.	 

Participant	M1	ACP3	 

	
Clinical	skills	teaching	within	the	MSc	ACP	programme	also	involved	‘formal’	
shared	learning	(students	were	subdivided	into	‘skills	groups’	of	6-8	individuals,	
where	they	would	then	work	together	on	skills	acquisition)	and	whilst	this	was	
perceived	as	a	more	positive	learning	experience	by	the	students,	it	also	
represents	a	potential	missed	opportunity	for	the	development	and	utilisation	of	
a	Community	of	Learners:	
	

So	your	practice	[clinical	skills],	that	does	work.	Like	your	confidence	–	having	to	discuss	
things	and	do	examinations	in	front	of	the	class,	and	that	side	of	things,	then	your	
practicing	it.	And	everyone	hates	that,	but	then	maybe	they	don’t	realise	that	you	have	to,	
you	have	to	do	that,	and	build	the	confidence	to	do	it	in	their	practice.	 

Participant	M1	ACP2	

	
As	with	the	previously	discussed	‘case	presentations’,	limited	investment	was	
made	in	the	development	of	these	groups	beyond	the	allocation	of	members,	and	
although	some	efficacy	was	demonstrated	in	terms	of	utilising	elements	of	
Legitimate	Peripheral	Participation	(Lave	and	Wenger	1991)	and	Modelling	
(Bandura	1977)	as	they	learned	both	with	and	from	their	fellow	students,	I	
suggest	that	this	would	have	been	more	effective	had	this	been	the	case.	Indeed,	
if	such	groups	had	been	created	at	a	course	level	at	the	inception	of	the	
programme,	students	could	have	remained	within	them	as	they	proceeded	
through	each	module	over	the	three	years	of	their	Master’s	degree.	This	
extended	timeframe	would	have	allowed	for	the	development	of	more	
supportive	relationships	between	both	peers	and	facilitator,	catalysing	the	
development	a	Community	of	Learners	that	would	have	acted	as	a	significant	
resource	for	the	duration	of	their	studies,	and	possibly	beyond.	
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Summary	

The	data	presented	here	indicates	that	collaborative	learning	processes	are	
manifest	across	both	groups	examined	within	this	study,	and	have	significant	
utility	in	terms	of	knowledge	construction.	They	can	be	seen	to	enhance	clinical	
skills	acquisition,	provide	an	opportunity	to	gain	insights	into	other	clinical	
areas,	facilitate	the	development	of	professional	networks,	and	through	the	
process	of	vicarious	reflection,	enable	the	construction	and	modification	of	
cognitive	schemata	without	the	requirement	for	direct	experience.	However,	the	
participant	narratives	also	indicate	that	the	manner	in	which	these	collaborative	
processes	are	facilitated	impacts	considerably	upon	the	degree	to	which	they	
successfully	take	place.	
	
It	is	my	contention	that	the	act	of	bringing	students	together	on	an	academic	
programme	results	in	the	genesis	of	a	Community	of	Learners,	and	this	nascent	
structure	can	function	as	an	important	resource	if	one’s	goal	is	to	effectively	
harness	collaborative	learning	processes.	Masters	programmes	created	to	
service	the	needs	of	those	engaged	in	advanced	practice	will	invariably	recruit	
students	that	possess	a	diverse	range	of	personal	knowledge	and	clinical	
experience.	Rather	than	commencing	with	learning	and	teaching	strategies	that	
deliver	content	to	a	purportedly	homogenised	group,	the	creation	of	an	optimally	
functional	Community	of	Learners	(in	concert	with	the	use	of	more	dialectic	
pedagogical	approaches),	can	utilise	collaborative	processes	to	ensure	that	this	
valuable	commodity	is	harnessed.		
	
Whilst	I	have	argued	that	a	Community	of	Learners	will	begin	to	coalesce	when	
any	group	sharing	a	common	educational	goal	is	convened,	taking	deliberate	
steps	to	catalyse	the	development	of	such	a	structure	can	have	a	number	of	
distinct	benefits.	These	include	harnessing	collaborative	learning	processes,	and	
allowing	the	sharing	of	knowledge,	skills,	and	experience	-	concomitantly	
providing	the	psychological	support	necessary	for	such	an	approach	to	be	
successful.		
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However,	if	collaborative	learning	is	to	be	maximised,	it	is	important	to	ensure	
that	strategies	to	effect	this	are	embedded	within	the	underpinning	curriculum	
model,	and	enacted	at	the	very	inception	of	the	programme.	Employing	them	as	
one	of	a	number	of	novel	adjuncts	to	a	predominantly	transmissional	
pedagogical	strategy	will	significantly	attenuate	their	efficacy.	
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Issue	5	

Collaborative	Learning	is	a	process-orientated	approach	that	requires	

effective	facilitation,	and	the	challenges	of	this	must	be	fully	acknowledged.	

Overview	

Whilst	the	research	presented	within	this	thesis	highlights	the	efficacy	of	
collaborative	learning	as	a	pedagogical	strategy,	one	must	also	remain	cognisant	
of	the	challenges	that	such	an	approach	presents.	I	am	conscious	of	the	fact	that	
the	participants	interviewed	within	this	study	all	successfully	graduated	from	
the	MSc	CP,	and	it	is	therefore	likely	that	they	were	members	of	optimally	
functioning	Co-operative	Inquiry	groups.	As	a	consequence,	their	experiences	of	
Co-operative	Inquiry	(and	the	concomitant	group	facilitation	processes)	will	
likely	have	been	positive	(a	contention	substantiated	by	the	data),	and	could	
potentially	mislead	one	into	an	assumption	that	the	facilitation	of	such	groups	is	
relatively	problem-free.		
	
As	I	did	not	interview	any	individuals	who	failed	to	complete	the	programme,	I	
have	no	data	relating	to	issues	such	as	problematic	facilitation	or	poor	group	
dynamics.		However,	a	lack	of	data	here	does	not	necessarily	indicate	that	
difficulties	with	facilitation	do	not	exist,	and	both	Reason	(1992)	and	Heron	
(1996)	acknowledge	that	initialising	and	sustaining	a	Co-operative	Inquiry	group	
may	not	be	a	straightforward	endeavour.	Thus,	in	order	to	provide	a	robust	and	
balanced	evaluation	of	this	pedagogical	strategy,	I	wish	to	highlight	some	of	the	
potential	difficulties	that	may	be	faced	in	the	facilitation	of	such	groups.	
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The	Challenges	of	Facilitation	

To	the	casual	observer,	Co-operative	Inquiry	may	appear	as	a	relaxed	and	free-
flowing	dialectic	between	group	members,	which,	if	effectively	facilitated,	could	
be	considered	as	one	of	the	primary	strengths	of	the	strategy:	
	

But	I	think	that	was	more	because	of	the	way	it	was	taught;	I	think	that’s	why	it	resounded	
so	well	with	me,	because	it	wasn’t	taught	if	you	know	what	I	mean?	 

Participant	M1	C2	 

 

Yet	this	facilitation	process	is	a	“Knife-edge	business”	(Heron	1996,	p.	65)	in	
which	the	initiator	balances	a	multiplicity	of	factors	in	order	to	create	a	
community	of	shared	values	without	either	imposing	or	compromising	these.	
Heron	(1996)	states	that	in	order	to	achieve	authentic	collaboration,	a	
psychologically	safe	environment	must	be	fostered	in	which	all	group	members	
are	both	equally	and	fully	engaged	in	the	iterative	cycles	of	action	and	reflection.	
Such	a	goal	is	not	easily	achieved,	and	the	difficulty	is	further	compounded	when	
utilising	Co-operative	Inquiry	as	a	pedagogical	strategy,	as	a	consequence	of	the	
inherent	power	imbalance	between	facilitator	and	group	members,	and	need	to	
mitigate	against	the	influence	of	organisational	demands	that	may	not	be	wholly	
congruent	with	the	Co-operative	Inquiry	ethos	(Reason	1992,	Oates	2002,	
Griffiths	2009).	
	
	Heron	(1996)	indicates	that	whilst	it	is	almost	impossible	to	achieve	absolute	
parity	between	‘inquiry	initiators’	and	any	co-opted	researchers,	one	may	realise	
a	sufficient	degree	of	non-dependant	collaboration	and	reflection	in	order	to	
sustain	authentic	Co-operative	Inquiry.	Ultimately,	it	seems	that	for	the	
participants	within	this	study,	such	a	balance	was	successfully	achieved:	
	

But	I	think	it	was	about	everybody	in	the	group,	and	this	was	backed	up	by	the	group	
lecturers.	And	I	use	the	term	lecturers,	but	actually	the	two	lecturers	that	were	primarily	
involved	weren’t	lecturers,	they	were	group	members?	 

Participant	M1	C9	 
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One	particular	challenge	for	the	facilitator	in	using	Co-operative	Inquiry	as	a	
means	of	interrogating	clinical	practice	relates	to	the	unearthing	of	situations	
that	may	be	intense	or	psychologically	challenging	for	group	members.	A	number	
of	authors	(Reason	1992,	Heron	1996,	Reason	and	Goodwin	1999,	Oates	2002)	
highlight	the	importance	of	tolerating	emotional	distress	and	confusion	within	a	
developing	inquiry.	Indeed	a	Co-operative	Inquiry	may	be	classified	according	to	
the	degree	to	which	this	manifests	(or	is	actively	encouraged)	i.e.	Apollonian	
(well-structured)	or	Dionysian	(more	fluid	and	ad	hoc),	with	a	typical	inquiry	
‘fluctuating’	(Reason	and	Goodwin	1999)	between	the	poles	of	the	continuum.		
	
Reason	(1992)	suggests	that	to	this	end,	the	group	should	ideally	be	composed	of	
members	who	have	some	degree	of	experience	within	personal	growth	
processes	such	as	counselling,	and	failing	this,	advises	the	allocation	of	one	
group	member	to	supporting	the	psychological	‘work’	of	the	others.	However,	
given	the	eclectic	nature	of	the	student	enrolment,	and	the	pre-existing	demands	
of	both	academic	and	professional	workloads	for	group	members,	these	
suggestions	do	not	seem	overly	practicable.	Heron’s	(1996)	three	strand	
initiation	offers	a	somewhat	more	prosaic	solution	i.e.	supporting	the	whole	
group	in	the	development	of	a	basic	level	of	emotional	competence.	The	excerpt	
below	demonstrates	how	this	process	effectively	manifested	within	this	study:		
	

So	they	[the	CI	Group]	drew	information	out	that	you	know,	perhaps	I	wouldn't	have	in	a	
reflection	myself,	I	wouldn't	have	got	out	of	it	myself.	Because	I	wanted	to	see	the	negative,	
I	felt	I'd	failed	because	this	patient	had	died…	 

But	this	so	affected	me	that	it	was	very	difficult	to	sit	there	in	front	of	the	group	and	
actually	talk	about	it.	But	I	had	very,	very	positive	and	encouraging	feedback	from	each	
member	of	the	group	that	helped	me	to	look	at	different	aspects	of	things	that	I	had	
previously	put	aside.	 

Participant	M1	C10	 
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Whilst	developing	and	drawing	upon	the	psychological	resources	of	the	whole	
group	in	dealing	with	challenging	situations	may	appear	efficacious,	it	does	of	
course	not	obviate	the	need	for	(a)	the	‘inquiry	initiator’	to	possess	such	skills	
from	the	outset,	and	(b)	the	group	themselves	to	be	receptive	to	the	
development	of	these	skills.	In	this	respect,	the	literature	offers	little	concrete	
guidance;	Heron	(1996,	p.	115)	simply	states	that	within	such	an	endeavour	“we	
are	all	beginners”,	indicating	that	the	skills	of	Co-operative	Inquiry	may	only	be	
gained	by	doing	Co-operative	Inquiry.	Whilst	a	series	of	radical	memory	and	
inquiry	skills	(Heron	1996)	are	introduced	as	a	means	of	developing	the	expertise	
required	for	successful	facilitation,	these	are	quite	complex	-	consisting	of	four	
informative	skills	(used	to	describe	an	explain	a	domain	of	experience),	and	four	
transformative	skills	(that	seek	to	catalyse	change).		
	
Given	that	a	failure	to	effectively	facilitate	a	Co-operative	Inquiry	may	be	
catastrophic,	resulting	in	the	breakdown	of	the	whole	process	(Reason	1992,	
Reason	and	Goodwin	1999),	I	suggest	that	if	the	approach	is	to	be	used	as	
pedagogical	strategy	(either	in	isolation,	or	in	concert	with	other	learning	and	
teaching	approaches)	then	the	challenges	of	facilitation	must	be	fully	
acknowledged,	and	a	tangible	investment	made	in	ensuring	novice	inquiry	
initiators	are	well	versed	in	these	skills	before	taking	a	group	‘live’. 
	

Ending	a	Co-operative	Inquiry	

Those	participants	who	undertook	the	MSc	CP	make	repeated	reference	to	the	
level	of	psychological	support	that	was	available	within	the	Co-operative	Inquiry	
environment	 	an	ethos	that	is	succinctly	captured	within	the	excerpt	below:	
	

I	felt	that	every	Friday	was	almost	like	a	clinical	supervision	session.	Very,	very	beneficial;	

there	are	a	lot	of	problems	in	work	that	perhaps	you	haven't	got	people	to	turn	to,	to	talk	

about,	that	will	understand.	

	
Participant	M1	C10	
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Although	this	is	level	of	support	is	a	particular	strength	of	the	approach,	it	could	
also	be	considered	one	of	its	greatest	weaknesses.	A	great	deal	of	effort	is	
invested	in	the	development	of	a	cohesive	group	in	which	all	members	are	fully	
engaged	in	the	process	of	authentic	collaboration	(Heron	1996),	and	whilst	a	
supportive	group	is	crucial	to	the	success	of	Co-operative	Inquiry	during	the	
lifespan	of	the	course,	there	are	implications	following	its	cessation.	Whereas	the	
participants	undertaking	the	more	conventional	MSc	ACP	are	required	to	
cultivate	support	structures	independent	of	their	programme	of	study,	one	might	
argue	that	the	development	of	the	Co-operative	Inquiry	group	fosters	a	level	of	
dependence	that	cannot	be	sustained,	and	the	relatively	abrupt	termination	of	
the	Co-operative	Inquiry	process	can	thus	present	difficulties.		
	
Turning	to	the	wider	literature,	a	number	of	authors	touch	upon	group	
termination	(Tuckman	and	Jensen	1977,	Keyton	1993,	Tahtinen	and	Halinen	
2002,	Wheelan	and	Williams	2003,	Johnson	and	Johnson	2009)	-	the	point	being	
made	that	this	is	an	area	which	needs	to	be	carefully	facilitated,	as	the	severing	
of	the	strong	psychological	bonds	that	have	been	developed	can	result	in	
significant	distress.		With	specific	reference	to	Co-operative	Inquiry,	Reason	
(1992)	and	Heron	(1996)	also	acknowledge	the	challenges	associated	with	
group	dissolution,	suggesting	that	giving	time	to	explore	the	experiences	of	
group	members,	celebrate	achievements,	and	‘mourn’	the	end	of	the	inquiry	may	
serve	to	ameliorate	some	of	these	issues.	
	
Such	strategies	would	seem	to	be	entirely	reasonable,	but	they	do	not	change	the	
fact	that	for	those	who	have	been	engaged	with	a	Co-operative	Inquiry	group	for	
a	protracted	period	(2	years	in	the	case	of	the	MSc	CP),	there	will	exist	a	void	
where	once	a	robust	support	network	stood.		I	would	suggest	that	when	
developing	a	curriculum	that	utilises	Co-operative	Inquiry	as	the	primary	
pedagogical	strategy,	one	must	also	consider	implementing	mechanisms	that,	
even	if	they	are	unable	to	perpetuate	the	group	in	its	present	form	(which	may	
even	be	of	limited	utility),	provide	a	more	tapered	disengagement	process	e.g.	
the	virtual	‘hosting’	of	the	group	via	a	discussion	board	or	similar	web	2.0	
platform.	
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The	psychological	impact	of	group	termination	upon	the	participants	was	not	a	
theme	that	I	explored	within	this	study,	but	undertaking	this	work	has	allowed	
me	to	identify	this	as	a	potentially	problematic	area	 	and	one	that	I	suggest	
merits	further	research.		
	

Summary	

Co-operative	Inquiry	as	a	collaborative	learning	process	has	emerged	strongly	
within	this	study	as	an	effective	means	of	constructing	and	modifying	‘A	Personal	
Knowing’.	What	has	however	also	become	clear	to	me	as	a	researcher,	is	the	
complexity	of	collaborative	learning	as	a	pedagogical	strategy.	To	the	casual	
observer,	collaborative	learning	processes	may	seem	superficially	facile	or	even	
poorly	organised	 	one	could	imagine	an	educator	versed	in	more	conventional	
pedagogy	observing	a	Co-operative	Inquiry	group	and	perceiving	the	lack	of	
obvious	organisation	or	direction	with	some	alarm.	Likewise,	a	search	for	
conventional	teaching	artefacts	at	the	commencement	of	such	a	programme	
would	result	in	a	blank	timetable,	missing	lesson	plans,	and	the	absence	of	any	
assignment	brief.	Indeed,	if	accomplished	successfully,	group	facilitation	appears	
to	simply	‘happen’.	Yet	the	knowledge	and	skill	required	to	achieve	the	balance	
of	order	and	fluidity	that	is	the	hallmark	of	an	effective	Co-operative	Inquiry	is	
substantial.		
	
The	success	of	Co-operative	Inquiry	as	a	psychologically	supportive	vehicle	for	
the	deconstruction	and	exploration	of	clinical	experience	also	provides	a	
challenge	for	the	educationalist.	As	the	co-operative	group	is	initiated	for	the	
purposes	of	exploring	practice	with	in	an	academic	programme,	it	dissolves	at	
the	programme’s	cessation	 	potentially	casting	those	who	have	become	
accustomed	to	the	psychological	support	available	into	a	metaphorical	void.	I	
have	no	concrete	solutions	to	this	problem,	but	if	Co-operative	Inquiry	(or	
Communities	of	Learners	more	generally)	are	to	be	used	as	a	pedagogical	
platform,	it	is	incumbent	upon	us	as	professional	educators	to	consider	ways	in	
which	the	loss	of	this	support	could	be	in	some	way	attenuated;	I	would	thus	
suggest	this	as	a	particularly	salient	area	for	future	research.	
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The	data	collected	within	this	study	indicates	that	the	participants	interviewed	
had	an	exclusively	positive	experience	of	the	Co-operative	Inquiry	process.	Why	
this	is	the	case	is	open	to	conjecture;	it	could	be	as	a	consequence	of	my	sampling	
strategy	(having	only	interviewed	those	who	graduated	the	programme),	the	
individual	personality	traits	of	my	participants,	or	even	the	potentially	
exemplary	facilitation	skills	of	those	running	the	course	at	the	time.	
Nevertheless,	in	considering	the	use	of	Co-operative	Inquiry	within	one’s	
learning	and	teaching	practice,	the	challenges	of	facilitation	should	not	be	
underplayed,	and	neophytes	to	this	role	must	be	effectively	prepared	for	its	
rigours.	
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Issue	6	

Learning	through	reflection	is	pivotal	to	the	construction	of	A	Personal	

Knowing,	yet	its	power	is	inconsistently	harnessed	within	professional	

education.	

Overview	

Significant	reference	is	made	to	learning	through	reflection	by	the	participants	
within	this	study	-	indeed	it	may	be	discerned	as	one	of	the	key	routes	through	
which	knowledge	integration	takes	place.	The	data	indicates	that	the	process	of	
reflection	allows	practitioners	to	generate	and	modify	cognitive	schemata	
through	the	deconstruction	and	examination	of	practice	in	light	of	extant	theory	
(building	knowledge),	develop	the	ability	to	critically	reflect	both	on	and	in	
practice	(being	more	reflexive),	and	gain	some	degree	of	mastery	over	the	intense	
emotions	that	can	arise	within	a	challenging	clinical	situation	(feelings	
continuum).	As	one	might	expect	given	the	pedagogical	approach,	learning	
through	reflection	emerges	strongly	within	the	narratives	of	the	MSc	CP	
students,	but	interestingly	the	data	indicates	that	even	without	active	facilitation,	
reflective	learning	processes	are	utilised	by	participants	across	the	sample,	and	
this	finding	in	particular	has	implications	for	the	educationalist.			
	
Whilst	it	is	my	contention	that	learning	through	reflection	can,	if	effectively	
facilitated,	catalyse	the	development	of	the	knowledge	and	expertise	
conceptualised	here	as	‘A	Personal	Knowing’,	one	might	contend	that	it	is	merely	
one	of	many	pedagogical	strategies	that	may	be	selected	according	to	the	
preference	of	the	teaching	team.	Although	I	would	argue	that	the	eschewing	of	
reflective	learning	constitutes	a	missed	opportunity	to	harness	a	potentially	
valuable	pedagogical	resource,	there	are	also	further	considerations.	If	reflective	
learning	(in	some	fashion)	is	taking	place	even	in	the	absence	of	facilitation,	one	
must	consider	what	impact	this	has	upon	the	student	learning	experience.		
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An	unmediated	form	of	reflection	could	result	in	a	range	of	mis-educative	
experiences	(Dewey	1938);	individuals	may,	for	example,	become	trapped	in	
perpetual	reflection	upon	perceived	negative	events	(Horton-Deutsch	and	
Sherwood	2008),	or	even	create	inaccurate	or	warped	exemplars	that	constitute	
the	inverse	of	Benner’s	(1984)	‘paradigm	cases’.		There	is	thus	a	compelling	
argument	for	the	well-orchestrated	utilisation	of	learning	through	reflection	
within	educational	programmes	of	this	nature.		
	

Revisiting	Reflection	

Reflection	as	a	concept	has	been	advocated	within	both	the	education	and	
practice	of	healthcare	professionals	since	the	1980’s	(Hannigan	2001,	Moon	
2004,	Mann,	Gordon	et	al.	2009,	Aronson,	Niehaus	et	al.	2012,	Bulman,	Lathlean	
et	al.	2012),	and	the	literature	is	consequently	replete	with	conceptualisations	of	
the	reflective	process.	Whilst	differing	semantically,	these	definitions	ultimately	
delineate	a	process	in	which	experience	is	critically	utilised	as	a	substrate	for	
learning.	As	arguably	one	of	the	founding	figures	of	reflection	within	the	20th	
century,	Dewey	(1916,	p.	163)	proffers	this	synopsis	of	the	reflective	process:	
	

“To	learn	from	experience	is	to	make	a	backward	and	forward	connection	between	what	

we	do	to	things	and	what	we	enjoy	or	suffer	from	things	in	consequence.	Under	such	

conditions	doing	becomes	a	trying;	an	experiment	with	the	world	to	find	out	what	it	is	like.	

The	undergoing	becomes	instruction	–	discovery	of	the	connection	of	things”.	
	
Within	this	definition	two	processes	become	apparent	i.e.	the	post	hoc	critical	
consideration	of	an	experience,	and	the	active	experimentation	that	takes	place	
‘in	the	moment’.	Schon’s	(1983,	1987)	seminal	typology	further	refines	these	
ideas	with	the	introduction	of	reflection-on-action	and	reflection-in-action	or	on	
the	spot	experimenting.	The	first	of	these	reflective	modes	has	somewhat	eclipsed	
the	latter	within	the	literature	(Moon	2004,	Rolfe	2014,	Comer	2016),	possibly	as	
a	consequence	of	the	challenges	faced	in	developing	the	capacity	for	reflection-in	
action	within	practitioners.		
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Whilst	the	systematic	deconstruction	and	examination	of	events	‘post	hoc’	that	
embodies	reflection-on-action	may	potentially	be	complex	(Jay	and	Johnson	
2002),	it	is	ultimately	a	process,	and	may	thus	be	packaged	within	a	reflective	
model	and	transmitted	to	others.	Conversely,	reflection-in-action	relates	to	an	
increased	critical	awareness	marked	by	changes	in	the	way	one	thinks	whilst	
engaged	in	practice,	and	is	thus	is	somewhat	more	challenging	to	‘teach’.	The	
data	within	this	study	indicates	that	an	increased	exposure	to	reflection-on-
action	impacts	positively	upon	the	process	of	building	knowledge,	yet	the	role	of	
the	chosen	pedagogical	approach	within	the	development	of	one’s	ability	to	
engage	in	reflection-in-action	(and	the	subsequently	enhanced	critical	reflexivity)	
is	less	extant	-	appearing	to	develop	as	a	corollary	of	increased	exposure	to	the	
former	reflective	mode.	
	

Reflection	as	Pedagogy	

Although	the	‘general’	strengths	and	weaknesses	of	reflection	have	been	
examined	quite	extensively	within	the	literature,	there	is	little	material	available	
relating	to	how	reflective	capacity	can	be	enhanced	within	students	(Hatton	and	
Smith	1995,	Jay	and	Johnson	2002,	McGrath	and	Higgins	2006,	Aronson,	Niehaus	
et	al.	2012),	its	positive	impact	as	an	educational	approach	(Moon	2004,	Forneris	
and	Peden-McAlpine	2006),	or	even	the	way	in	which	reflection	functions	in	
terms	of	transforming	experience	into	learning	(Fry,	Ketteridge	et	al.	2009).	It	
seems	that	reflective	learning	is	not	particularly	well	integrated	within	
contemporary	curricula,	often	appearing	as	a	single	module	or	assessment	that	is	
incongruent	with	the	overarching	ontological	and	epistemological	position	of	the	
programme	(Nicholl	and	Higgins	2004,	Mann,	Gordon	et	al.	2009,	Aronson,	
Niehaus	et	al.	2012).	Indeed,	this	mirrors	the	approach	taken	within	the	MSc	
ACP,	in	which	(dependent	upon	module	choice)	a	maximum	of	two	4000-word	
essays	constitutes	the	formal	use	of	reflection	as	a	learning	strategy.		
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Reflection	is	however	fully	embedded	within	the	MSc	CP	programme,	with	
reflection-on-action	functioning	as	the	core	pedagogical	mechanic	for	those	
learning	through	the	Co-operative	Inquiry	process.	The	use	of	narrative	as	a	
means	of	learning	through	reflection	is	highlighted	by	a	number	of	authors	
(Diekelmann	2001,	Ironside	2003,	Hunter	2008,	Benner,	Tanner	et	al.	2009),	and	
the	sharing	of	practice	‘stories’	that	are	subsequently	explored	and	
deconstructed	within	the	CI	group	emerges	here	as	a	particularly	efficacious	
means	of	building	knowledge:	
	

So	it	would	always	be	reflecting	on	me	as	a	person,	and	actually	seeing,	having	other	
people’s	viewpoints,	deconstructing	things	that	were	really	difficult	situation	with	a	group	
of	people	who	don't	know	what	I	do,	who’ve	got	a	different	viewpoint	on	things,	actually	
has	given	me	confidence	in	what	I	do,	I	guess.	 

Participant	M1	C4	 

	
It	is	also	interesting	to	note	the	way	in	which	this	reflective	faculty	is	carried	
forward	into	clinical	practice	by	group	members:	
	

I	think	what	I	did	perhaps	sooner,	and	I	might	not	have	done	it	at	all	previously,	is	having	a	
debrief	after	it.	And	I	suppose	that	was	a	bit	like	being	the	Co-operative	Inquiry	really,	in	
that	you	look	and	examine.	And	perhaps	I	wouldn’t	have	done	that	previously.	But	I	think	it	
was	good	to	get	those	people	that	were	involved	around	the	table	and	saying,	“What,	this	
went	well”,	so	that	we	could	get	the	learning	out	of	it.		

Participant	M1	C1 

	
Likewise,	the	Co-operative	Inquiry	process	facilitates	the	recognition	and	
integration	of	the	multiplicity	of	knowledge	sources	that	ultimately	constitute	‘A	
Personal	Knowing’:	
	

And	I	think	what	the	MSc	did	for	me	was	actually	brought	that	aspect	of	knowing	into	my	
work,	which	I	knew	was	there,	but	perhaps	I	didn’t	know	how	to	utilise	it	previously.	I	think	
it	made	you	appreciate	your	own	previous	knowledge,	and	what	you’ve	learned	through	
that	experience,	and	that	it’s	worth	just	as	much	as	the	empirical	evidence	out	there?	 

Participant	M1	C1 
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The	impact	of	one’s	chosen	learning	and	teaching	approach	(specifically	Co-
operative	Inquiry)	may	be	readily	discerned	in	relation	to	developing	the	skills	of	
reflection-on-action,	but	the	way	in	which	the	selected	pedagogical	strategy	may	
enhance	the	ability	to	dynamically	reflect	whilst	immersed	in	clinical	practice	is	
less	clear.	Such	a	finding	is	echoed	within	the	literature,	and	a	number	of	authors	
indicate	the	challenges	with	both	actually	conceptualising	reflection-in-action	
(Eraut	1994,	Hatton	and	Smith	1995,	Jay	and	Johnson	2002),	as	well	as	
developing	such	an	ability	within	practitioners	(Rolfe	2014,	Comer	2016).		
	
Schon	(1987)	indicates	that	reflection-in-action	is	triggered	when	the	
practitioner	is	presented	with	a	unique	or	unstable	situation,	which	effectively	
‘snaps’	them	out	of	habitualised	thinking.	He	also	indicates	that	without	
guidance,	the	neophyte	‘reflector’	may	not	recognise	such	a	situation	as	an	
opportunity	for	reflection,	either	defaulting	to	reflection-on-action	at	some	later	
juncture,	or	possibly	not	even	reflecting	at	all.	Clearly	this	is	a	less	than	optimal	
way	in	which	to	approach	learning,	but	Schon	(1987)	does	offers	a	solution	in	
the	form	of	the	practicum	-	“a	setting	designed	for	the	task	of	learning	a	practice”	
(p.	37).		
	
Practica	may	take	a	number	of	forms	including	the	conventional	classroom,	
simulated	clinical	environment,	or	clinical	practice	itself.	Three	learning	
approaches	are	suggested,	and	these	may	be	employed	singularly,	or	in	
conjunction	with	each	other,	depending	upon	the	form	of	practicum	utilised.	
Joint	experimentation	involves	the	deconstruction	and	examination	of	practice	as	
it	unfolds	by	both	student	and	mentor,	follow	me	represents	a	form	of	modelling	
expert	behaviour,	and	the	hall	of	mirrors	recreates	the	actual	practice	situation,	
allowing	parts	to	be	replayed	with	the	student	taking	on	various	roles	within	
this.	
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Whilst	neither	of	the	programmes	examined	here	make	overt	reference	to	the	
use	of	practica	within	their	learning	and	teaching	strategies,	instances	of	both	
actual	and	potential	practica	use	may	nonetheless	be	discerned.		For	example,	
the	Co-operative	Inquiry	group	may	be	considered	to	be	a	hall	of	mirrors	 	in	
which	the	practice	situation	is	recalled	and	examined	from	a	range	of	
perspectives	using	the	multiple	subjectivities	(Heron	1996)	of	the	whole	group.	
Although	I	have	established	no	direct	causal	relationship	between	Co-operative	
Inquiry	as	a	pedagogical	approach	and	a	greater	degree	of	reflection-in-action,	a	
number	of	participants	do	indicate	the	way	in	which	extended	exposure	to	an	
environment	in	which	practice	is	continuously	deconstructed	and	explored	has	
resulted	in	an	enhanced	critical	reflexivity:	
	

Yeah,	that's	right.	I	do	now	find	myself	reflecting	in	practice	as	well.	Because	we	did	so	
much	with	reflection	and	we	looked	at	so	many	models,	I	find	myself	reflecting	in	practice	
while	I'm	doing	things.	 

Participant	M1	C10	 

...but	I	think	the	Masters	by	far	was	the	thing	that	really	got	me	thinking	about	my	practice,	
why	I	do	what	I	do,	why	I	say	what	I	say,	and	that	definitely	shapes	what	I	will	do	in	the	
future. 

Participant	M1	C5	 

	
I	therefore	contend	that	although	the	enhanced	cognition	that	constitutes	
reflection-in-action	cannot	be	‘learned’	directly	as	one	might	internalise	a	
reflective	framework,	a	medium	in	which	reflection-on-action	is	commonplace	
(in	this	case	the	practicum	that	constitutes	a	Co-operative	Inquiry	group)	
catalyses	one’s	faculty	for	reflection-in-action	and	its	attendant	increased	critical	
reflexivity.		
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The	clinical	skills	groups	utilised	within	the	MSc	ACP	programme	also	represent	
an	underutilised	practicum	that	could	be	significantly	enhanced	with	relatively	
minor	modification.	For	example,	rather	than	simply	‘drilling’	clinical	
examination,	the	skills	groups	could	involve	a	‘live’	examination	and	diagnosis	
using	a	standardised	patient	(an	actor	playing	the	patient	role),	with	both	the	
facilitator	and	group	members	providing	commentary.	Such	an	approach	would	
allow	all	three	forms	of	practica	(Schon	1987)	to	be	enacted,	potentially	
providing	a	useful	means	of	developing	critical	reflexivity	within	the	HEI	
environment.	Although	such	an	approach	would	have	additional	resource	
implications,	it	nevertheless	represents	a	relatively	simple	way	of	positively	
augmenting	an	existing	pedagogical	strategy.	
	
Turning	to	the	clinical	environment,	both	programmes	examined	require	the	
student	to	actively	engaged	with	clinical	practice	throughout	the	duration	of	the	
course,	and	for	those	following	the	MSc	ACP,	a	dedicated	‘medical	mentor’	is	
assigned	(this	is	not	a	requirement	for	the	students	learning	within	the	Co-
operative	Inquiry	group).	If	one	considers	clinical	practice	as	practicum	here,	
then	given	the	fact	that	the	MSc	ACP	student	are	assigned	a	single	mentor	with	
whom	they	will	work	closely	for	the	duration	of	their	course,	it	would	be	entirely	
reasonable	to	expect	there	to	be	greater	opportunities	for	engagement	with	the	
‘reflexivity-enhancing’	activities	identified	by	Schon	(1987)	than	for	those	
students	within	the	MSc	CP	group,	with	a	concomitant	increased	ability	to	
develop	the	critical	reflexivity	associated	with	reflection-in-action.	This	
supposition	is	however	not	supported	by	the	data,	and	in	some	cases,	the	level	of	
critical	reflexivity	demonstrated	by	those	on	the	MSc	ACP	programme	is	
somewhat	limited:	
	

I	don't	know,	you've	got	me	thinking	now,	because	you	do	things	without	thinking	about	
them	really,	you	just	take	them	for	granted	I	suppose,	that	we	do	them,	because	they	are	
part	of	our	work.	And	then	when	you	ask	then,	“Oh	why	did	you	do	that?"	It's	like,	"Oh!	I	
don't	know?”	So	I	don't	know	if	I'm	missing	something,	I	don't	know?		

Participant	M1	ACP10	
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I	suspect	that	the	connection	between	the	development	of	critical	reflexivity	and	
the	tripartite	relationship	between	mentor,	student,	and	clinical	environment	to	
be	highly	complex	and	multifactorial;	as	this	was	not	an	area	of	significant	focus	
within	my	study,	I	am	however	unable	to	elaborate	further	in	relation	to	this.	
Nevertheless,	given	the	emphasis	placed	upon	the	‘real	world’	environment	as	
practicum	within	the	development	of	critical	reflexivity	(Schon	1987,	Rolfe	
1997),	and	it’s	scarcity	as	a	learning	resource	throughout	professional	education	
(Hall	2006,	Benner,	Sutphen	et	al.	2010,	Mauldon,	Radford	et	al.	2014),	I	suggest	
the	topic	would	repay	greater	exploration	within	a	further	study.		
	

Summary	

Learning	through	reflection	is	a	familiar	pedagogical	approach,	and	its	efficacy	as	
a	learning	strategy	is	further	demonstrated	within	this	study,	specifically	in	
relation	to	the	process	of	knowledge	integration	and	construction	of	‘A	Personal	
Knowing’.	Yet	this	study	also	challenges	the	notion	that	reflection	is	merely	a	
vehicle	for	the	post	hoc	examination	of	salient	clinical	events.	The	data	indicates	
that	a	relationship	exists	between	engagement	in	reflection-on-action	and	the	
subsequent	increased	facility	for	reflection-in-action	with	its	attendant	critical	
reflexivity,	and	this	is	particularly	noteworthy,	especially	given	the	challenges	of	
developing	such	an	ability	within	practitioners.	
	
In	the	light	of	such	findings,	the	relative	absence	of	reflective	learning	strategies	
within	the	MSc	ACP	programme	is	somewhat	puzzling,	and	the	fact	that	informal	
reflection	still	takes	place	even	without	the	presence	of	any	significant	use	of	this	
as	a	pedagogical	strategy,	indicates	that	significant	opportunities	to	maximise	
learning	are	being	missed.	The	MSc	CP	is	built	upon	a	reflective	mechanic,	and	
relatively	little	effort	is	thus	required	to	engineer	reflection	into	the	programme,	
but	I	have	indicated	a	number	of	ways	in	which	it	could	be	incorporated	into	a	
more	conventional	programme	without	radical	changes	to	the	overall	curriculum	
design.	One	must	however	remain	cognisant	of	the	fact	that	whilst	a	content	&	
product	curriculum	(Kelly	2009)	underpinned	by	a	positivist	ontology	persists,	
the	impact	of	such	changes	will	be	appreciably	attenuated.	
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Issue	7	

Advanced	Skills	Acquisition	is	strongly	associated	with	higher	level	clinical	

practice	–	yet	strategies	for	its	effective	development	are	particularly	

challenging.		

Overview	

‘Advanced	Practice’	within	nursing	and	allied	health	professions	was	initially	
catalysed	by	a	deficit	in	medical	care	within	rural	areas	(Stilwell	and	Bowling	
1989),	coupled	with	a	need	to	increase	accessibility	to	treatment	(Ketefian,	
Redman	et	al.	2001,	Griffin	and	Melby	2006,	McKenna,	Richey	et	al.	2006).	
Consequently,	nascent	roles	focused	heavily	upon	the	skills	of	general	physical	
examination,	diagnosis	and	treatment	 	effectively	creating	practitioners	that	
were	a	form	of	physician	replacement	(Bryant-Lukosius,	DiCenso	et	al.	2004).	
Whilst	this	still	persists	some	degree,	documents	such	as	the	Framework	for	
Advanced	Nursing,	Midwifery,	and	Allied	Health	Professional	Practice	in	Wales	

(National	Leadership	and	Innovation	Agency	for	Health	2010)	offer	a	more	
comprehensive	and	multifactorial	conceptualisation,	acknowledging	the	
requirement	for	a	synergy	of	knowledge	and	skills	across	four	‘pillars’	of	
advanced	practice.		
	
Yet	I	would	argue	that	a	‘clinical	skills’	subtext	remains.	The	MSc	ACP	course	
validation	document	stipulates	that	a	strong	focus	upon	skills	acquisition	has	
been	retained	in	response	to	the	needs	of	stakeholder	organisations	(Pontin	
2013),	and	this	is	mirrored	in	the	way	that	students	undertaking	the	MSc	ACP	
make	significant	reference	to	their	acquisition	and	development	within	the	data.	
Furthermore,	current	political	drivers	such	as	Achieving	Prudent	Healthcare	in	
NHS	Wales	(Bradley	and	Willson	2014)	indicate	the	impact	of	appropriately	
skilled	practitioners	upon	the	delivery	of	healthcare	within	the	21st	century.	
Clinical	skills	acquisition	must	therefore	be	a	fundamental	consideration	within	
advanced	practice	education.	
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Pedagogical	Challenges	

Whilst	both	of	the	programmes	examined	within	this	study	are	mapped	against	
the	NLIAH	(2010)	Framework	for	Advanced	Practice,	skills	acquisition	is	
managed	very	differently	within	them.		The	MSc	ACP	programme	approaches	the	
development	of	clinical	skills	in	a	highly	extant	manner,	dedicating	two	20-credit	
modules	over	a	two-year	period	to	the	endeavour;	the	goal	being	for	those	
exiting	this	programme	to	have	developed	a	rigorously	assessed	universal	
‘advanced’	skills	set	that	may	be	deployed	within	a	wide	range	of	clinical	
environments.	Conversely,	the	MSc	CP	students	undertake	a	single	20-credit	
Developing	and	Evaluating	Clinical	Skills	module	in	which	they	will	experience	no	
direct	skills	teaching	within	the	HEI,	but	instead	have	the	opportunity	to	work	
with	an	identified	medical	mentor	in	practice	to	explore	their	current	portfolio	of	
clinical	skills,	working	with	them	to	develop	or	expand	upon	these.		
	
Each	approach	has	both	strengths	and	limitations,	and	their	relative	efficacy	thus	
merits	further	exploration	and	discussion	here.	The	MSc	ACP	uses	
predominantly	transmissional	pedagogical	strategies	to	build	a	set	repertoire	of	
clinical	skills	which	is	primarily	taught	and	assessed	within	the	purview	of	a	HEI,	
with	its	incumbent	quality	assurance	processes.	Students	are	also	required	to	
demonstrate	consolidation	of	these	skills	in	practice	with	their	medical	mentor,	
but	the	majority	of	teaching	and	summative	assessment	takes	place	away	from	
the	clinical	environment.	Such	an	approach	should	ensure	that	those	graduating	
the	programme	are	proficient	in	a	number	of	pre-determined	skills	that	are	
deployable	across	a	wide	range	of	practice	contexts.		
	
One	could	of	course	argue	that	it	is	in	fact	impossible	to	devise	a	universal	skills	
set	than	can	adequately	address	the	diversity	of	clinical	practice,	and	if	such	a	
skill	set	has	in	fact	been	created,	then	how	can	those	based	within	an	educational	
institute	have	effectively	determine	its	scope?	Indeed,	such	an	approach	might	
even	be	considered	a	further	extension	of	Schon’s	(1983)	Technical	Rationality,	
in	which	the	needs	of	practitioners	(and	ultimately	the	nature	of	practice	itself)	
are	determined	by	those	most	abstracted	from	practice.		
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The	skills	set	could	be	contextualised	through	input	from	stakeholder	
organisations,	but	the	challenge	here	would	be	in	ensuring	that	this	was	being	
provided	by	practitioners	engaged	in	the	direct	delivery	of	services,	as	opposed	
to	managers	or	other	senior	staff	who	may	lack	the	necessary	operational	
perspective.	
	
Conversely,	the	MSc	CP	eschews	the	notion	of	a	universal	‘advanced’	skills	set,	
and	in	keeping	with	the	other	aspects	of	the	curriculum,	requires	the	students	to	
identify	their	own	learning	needs	in	terms	of	skills	acquisition	(hence	the	
evaluation	component	of	the	module).	Learning	however	does	not	take	place	
within	the	HEI;	instead	the	student	works	with	a	mentor	who	has	been	ratified	
by	the	group	in	developing	the	identified	skills.	Whilst	evidence	of	competency	is	
presented	to	the	group	as	a	whole,	all	teaching	and	assessment	of	the	skill	takes	
place	within	the	clinical	environment.	Such	an	approach	ensures	that	students	
are	acquiring	skills	that	are	fully	contextualised	and	relevant	to	their	particular	
sphere	of	practice,	and	the	approach	is	also	congruent	with	the	National	
Leadership	and	Innovation	Agency	for	Health	(2010)	drive	for	‘assessment	in	
practice’	-		in	which	clinical	skills	are	both	taught	and	examined	by	
occupationally	competent	assessors.		
	
There	are	nevertheless	potential	weaknesses;	the	highly	specialised	nature	of	
clinical	skills	acquisition	could	result	in	the	development	of	esoteric	abilities	that	
have	limited	transferability,	and	may	therefore	be	of	minimal	use	in	the	event	of	
a	change	of	role.	Furthermore,	outmoded	or	idiosyncratic	practices	may	be	
transmitted,	and	with	evidence	of	competence	being	based	exclusively	upon	the	
evidence	presented,	there	are	limited	opportunities	to	apply	external	quality	
assurance	processes.	It	could	also	be	argued	that	relying	upon	the	student	to	
identify	a	mentor	from	practice	who	will	be	required	to	both	facilitate	learning	
and	provide	fully	accurate	and	objective	feedback	might	also	be	somewhat	
unrealistic,	resulting	in	further	quality	assurance	issues.		
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Nevertheless	Schon	(1987)	indicates	that	practice	is	where	knowledge	and	skills	
development	should	ideally	be	taking	place.	Whilst	simulated	activities	may	be	
efficacious	in	terms	of	developing	elementary	rules	or	procedures,	he	argues	that	
it	is	the	“swampy	lowland	of	practice”	(Schon	1983,	p.	42)	that	provides	the	
optimal	environment	for	the	contextualised	assimilation	of	knowledge	and	skills.	
Indeed,	one	might	even	consider	such	a	perspective	to	be	the	manifestation	of	a	
frustration	with	the	primacy	afforded	to	clinical	practice,	and	an	attempt	to	re-
assert	the	power	and	status	of	the	academic	environment.		
	
Yet	perhaps	the	biggest	issue	within	this	approach	may	be	conceptualised	in	
terms	of	Meno’s	Paradox	(Guthrie	1974)	i.e.	inquiry	is	impossible	if	one	does	not	
know	what	one	is	looking	for.	As	skills	acquisition	takes	place	almost	exclusively	
within	clinical	practice,	its	appropriate	development	is	wholly	contingent	upon	
the	facilitative	skills	of	the	practice-based	mentor.	Thus,	in	the	absence	of	
appropriate	guidance	from	one’s	mentor,	the	student	will	be	unable	to	recognise	
deficits	within	their	own	repertoire	of	skills,	and	consequently	be	unable	to	take	
the	necessary	steps	to	address	them.	
		
Clearly	the	development	of	clinical	skills	within	those	undertaking	‘advanced	
practice’	programmes	remains	a	challenging	proposition	for	the	professional	
educator.	A	homogenous	skills	set	that	can	be	deployed	across	a	range	of	practice	
settings	may	be	effectively	developed	within	the	HEI,	whereas	more	specific	and	
esoteric	skills	acquisition	may	be	more	optimally	facilitated	within	clinical	
practice.	Yet	both	approaches	have	significant	utility	if	used	concurrently,	and	it	
is	for	this	reason	that	I	propose	an	element	of	hybridisation.	It	is	my	contention	
that	there	is	value	in	developing	a	core	skills	set	within	students,	but	
ascertaining	the	exact	nature	of	these	skills	must	take	place	in	conjunction	with	
students,	education	providers,	and	health	board	partners	at	all	levels	
(practitioners	and	senior	managers).		
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This	core	skill	set	 	conventionally	facilitated	(but	practicum	based	viz.	Issue	6)	
within	the	HEI,	could	then	be	augmented	with	skills	specific	to	an	individual	
student’s	domain	of	practice	gained	wholly	within	the	clinical	environment	
under	a	mentor’s	direction.	Whilst	the	clinical	learning	environment	has	not	
been	the	focus	of	my	inquiry,	its	importance	has	repeatedly	emerged	within	the	
participant	data,	and	the	importance	of	effective	mentorship	in	relation	to	skills	
acquisition	has	become	highly	apparent.	Thus,	the	second	component	of	this	
recommendation	would	require	the	development	of	a	robust	system	for	ensuring	
that	mentors	are	appropriately	selected	and	prepared.	I	have	included	further	
detail	regarding	such	an	approach	within	my	nascent	curriculum	model.	
	

Summary	

An	extensive	analysis	of	the	pedagogical	approaches	underpinning	the	
facilitation	of	clinical	skills	acquisition	across	both	programmes	reveals	there	to	
be	a	number	of	incumbent	challenges	 	and	these	must	be	taken	into	account	
when	approaching	this	particular	dimension	of	advanced	practice	education.	
Transmissional	approaches	employing	essentially	neo-behaviourist	principles	
may	be	efficacious	in	terms	of	equipping	students	with	an	‘advanced	skills	set’,	
but	as	I	have	indicated,	there	are	issues	relating	to	the	pre-determination	of	
clinical	skills,	and	the	degree	to	which	they	are	authentically	contextualised	in	
practice.	Likewise,	situating	skills	acquisition	exclusively	within	the	clinical	
domain	may	precipitate	a	situation	in	which	students	identify	esoteric	skills	that	
are	both	contextually	and	temporally	bound,	and	for	those	students	lacking	
sufficient	insight	into	their	current	and	future	role,	overcoming	Meno’s	Paradox	
is	also	problematic.	These	difficulties	are	further	compounded	by	the	need	to	
ensure	clinical	skills	teaching	remains	congruent	with	the	philosophical	position	
underpinning	a	process	&	development	(Kelly	2009)	curriculum	model.	I	am	
unable	to	provide	a	solution	within	which	the	highlighted	issues	are	
comprehensively	dealt	with,	but	I	contend	that	an	approach	in	which	negotiated	
core	skills	are	augmented	by	those	which	are	practice-specific	may	begin	to	
address	them,	without	compromising	the	overall	ontological	and	epistemological	
integrity	of	the	learning	and	teaching	approach.	
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Fitting	it	all	Together:	Supported	Co-operative	Inquiry	
Within	chapter	5,	I	related	the	way	in	which	Learning	Through	Reflection,	
Collaborative	Learning,	Making	Connections,	and	Catalysers	and	Inhibitors,	
through	the	process	of	Knowledge	Integration	ultimately	result	in	the	generation	
and	modification	of	‘A	Personal	Knowing’.	The	preceding	discussion	has	allowed	
me	to	further	explore	the	impact	of	pedagogical	strategy	upon	Knowledge	
Integration,	highlighting	a	number	of	issues	that	must	be	considered	if	one	is	to	
design	a	programme	of	study	that	effectively	catalyses	the	construction	of	‘A	
Personal	Knowing’.	I	have	consequently	developed	a	curriculum	framework	built	
upon	these	findings	-	grounded	within	a	relativist	ontology,	and	encapsulating	an	
epistemology	of	practice	that	is	reflexive,	dynamic,	and	resonates	with	the	notion	
of	a	plurality	of	knowing.	
	
Both	of	the	programmes	examined	within	the	study	have	a	number	of	strengths	
and	weaknesses.	The	MSc	ACP	offers	a	highly	structured	route	to	a	Masters	level	
qualification	in	advanced	practice,	in	which	practitioners	are	furnished	with	a	
universal	skills	set	that	may	be	deployed	within	a	variety	of	clinical	contexts.	The	
students	are	robustly	assessed,	and	a	number	of	quality	assurance	mechanisms	
exist	to	ensure	those	graduating	emerge	fully	‘fit	for	purpose’.	However,	the	
ontological	and	epistemological	position	of	the	course	is	not	well	articulated,	and	
consequently	a	number	of	disparate,	highly	didactic,	and	teacher-centred	
approaches	are	utilised,	and	these	impede	assimilation	of	theoretical	material	
whilst	also	providing	limited	opportunity	for	the	development	of	higher	level	
critical	thinking	skills.	Conversely,	the	MSc	CP	programme	clearly	expresses	its	
ontological	and	epistemological	locus,	and	this	is	fully	congruent	with	the	Co-
operative	Inquiry	approach	employed	as	the	primary	pedagogical	strategy.	
There	are	nevertheless	issues	regarding	both	skills	acquisition	and	quality	
assurance,	and	the	generic	nature	of	the	programme	may	also	limit	the	
opportunity	for	students	to	focus	in	more	depth	upon	an	area	of	particular	
interest.	
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The	curriculum	framework	I	present	here	draws	upon	the	efficacious	aspects	of	
both	programmes;	it	is	underpinned	by	my	substantive	Grounded	Theory,	and	as	
a	consequence,	the	pedagogy	is	built	upon	collaborative	and	reflective	learning	
within	smaller	groups.	Whilst	a	‘practice	first’	approach	is	retained	in	which	
learning	is	driven	by	the	needs	of	group	members,	this	is	augmented	by	pre-
determined	course	competencies	and	a	core	clinical	skills	set,	giving	the	
curriculum	a	‘shell’	content	framework.	I	have	termed	my	overarching	
pedagogical	strategy	Supported	Co-operative	Inquiry,	as	the	collaborative	
mechanic	employed	within	the	MSc	CP	is	further	augmented	by	a	practicum	
(Schon	1987)	where	further	skills-based	focused	learning	takes	place.		
	
Initial	activity	involves	the	creation	of	collaborative	groups	that	will	work	
together	throughout	the	duration	of	the	course,	and	decisions	regarding	
maximum	group	size	therefore	present	the	first	challenge	for	the	educationalist.	
Whilst	organisational	drivers	exert	pressure	upon	course	leaders	to	recruit	at	
levels	that	ensure	clear	economically	viability,	convening	large	groups	entirely	
defeats	the	purpose	of	collaborative	learning,	and	patently	some	compromise	
must	therefore	be	made	in	relation	to	this.	Hare	(2003)	suggests	that	the	
increased	level	of	resources	available	within	a	larger	group	(8-12	members)	
produce	a	greater	degree	of	innovation	and	problem	solving,	whilst	smaller	
groups	(4-5	members)	result	in	higher	levels	of	self-efficacy	and	satisfaction	for	
individual	members.		
	
Johnson	and	Johnson	(2009)	recommend	using	smaller	groups	whenever	
possible	to	increase	interactivity,	minimise	disengagement	and	diminish	free-
riding	(Kim	and	Walker	1984,	Wagner	1995).	They	do	however	acknowledge	the	
fact	that	larger	groups	may	sometimes	be	unavoidable,	indicating	that	some	of	
the	associated	problems	may	be	mitigated	if	the	group	are	working	together	for	a	
prolonged	period	of	time.	Wheelan	and	Williams	(2003),	within	their	study	of	
group	dynamics	in	employment-based	organisations	indicate	that	group	size	had	
only	limited	impact	upon	they	dynamic	interaction	patterns	within	work	groups.		
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The	students	undertaking	my	proposed	programme	will	be	working	together	
over	an	extended	timeframe	(the	duration	of	the	degree).	The	greater	levels	of	
psychological	resources	afforded	to	those	within	a	larger	group	will	also	be	
particularly	useful	in	terms	of	exploring	and	deconstructing	practice.	Thus,	given	
the	need	to	maximise	the	opportunity	for	collaborative	learning	whilst	providing	
a	programme	that	is	tenable	within	the	current	educational	marketplace,	I	
recommend	each	group	contains	a	maximum	of	12	students;	if	three	groups	
could	be	facilitated	concurrently,	this	would	still	result	in	108	student	
undertaking	the	Masters	over	a	three-year	period.	
	
As	with	the	existing	MSc	CP,	I	have	elected	to	base	the	programme	around	
‘competencies’	representing	the	knowledge	and	skills	that	embody	advanced	
practice.	Presently	I	have	utilised	modified	versions	of	the	competencies	
employed	within	the	MSc	CP,	but	I	suggest	that	in	keeping	with	a	need	for	
professional	education	to	be	embedded	in	‘practice	problems’	(Usher	and	Bryant	
1989),	these	be	critically	re-examined	in	collaboration	with	both	practitioners	
and	key	stakeholders	to	ensure	that	they	appropriately	reflect	contemporary	
practice.	This	is	likewise	the	case	for	the	practicum	aspect	of	the	pathway,	in	
which	the	core	clinical	skills	set	for	exploration	will	require	negotiation	and	
refinement	(viz.	Issue	7).	The	diagram	on	the	following	page	(figure	15)	
illustrates	the	proposed	framework.	
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Figure	15.	Curriculum	Framework	



	270	

At	the	top	of	the	diagram	are	two	prompts	for	the	development	of	programme	
competencies	and	core	clinical	skills	which	are	constructed	through	negotiation,	
and	I	envisage	this	taking	place	within	each	validation	cycle.	Although	both	core	
competencies	and	core	clinical	skills	could	be	negotiated	at	the	commencement	
of	every	course,	the	fact	that	they	form	the	basis	for	academically	credited	
modules	would	mean	that	they	could	require	redrafting	at	each	programme	run	
	clearly	this	is	not	a	feasible	option.		
	
Following	the	convening	of	the	collaborative	group,	the	competencies	
(paralleling	the	respective	modules)	will	be	explored,	and	mirroring	the	system	
employed	within	the	MSc	CP,	individual	learning	contracts	will	be	employed	as	a	
means	of	demonstrating	how	achievement	of	the	competencies	will	be	
evidenced.	There	then	follows	a	series	of	action/reflection	cycles	(Heron	1996)	
in	which	practice	pertaining	to	the	competency	being	undertaken	is	explored,	
deconstructed	and	related	to	extant	theory.	As	with	the	current	MSc	CP	
programme,	I	have	also	elected	to	retain	the	potential	for	luminaries	(Heron	
1996);	individuals	who	may	be	called	upon	by	the	CI	group	to	provide	an	expert	
perspective	on	the	topic	or	theme	currently	under	investigation.	
	
The	practicum	element	utilised	does	however	deviate	significantly	from	the	
courses	reviewed.	I	envisage	a	single	day,	part-time	delivery,	with	the	morning	
session	spent	engaging	in	the	existing	form	of	Co-operative	Inquiry,	and	the	
afternoon	taking	place	within	the	practicum.	The	second	part	of	the	day	will	
involve	the	students	working	upon	the	development	of	both	a	core	clinical	skills	
set,	and	a	domain	specific	skill	identified	by	each	individual	group	member.	My	
substantive	theory	indicates	that	‘A	Personal	Knowing’	develops	most	optimally	
when	learning	is	fully	embedded	in	clinical	experience	(the	‘practice	first’	
approach),	and	the	knowledge	and	expertise	of	the	group	will	thus	be	employed	
as	a	means	of	generating	cases/scenarios	that	engage	the	requisite	clinical	skills,	
whilst	simultaneously	operationalising	relevant	knowledge	of	pathophysiology.		
A	practice	based	mentor	will	also	be	retained,	enabling	students	to	consolidate	
practicum-based	skills	within	the	clinical	environment.		
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Some	of	the	sessions	will	be	based	around	aspects	such	as	history	taking,	
diagnosis,	and	patient	management,	whilst	others	will	involve	actual	physical	
assessment	using	a	pre-briefed	standardised	patient.	I	propose	retaining	the	
OSCE	as	the	assessment	modality	here,	but	recommend	(a)	using	an	authentic	
case	from	practice,	(b)	augmenting	the	OSCE	with	a	longer	commentary	
involving	underpinning	pathophysiology/history	taking/further	management,	
and	(c)	engaging	all	practicum	members	and	clinical	mentors	more	fully	within	
both	the	formative	and	summative	assessment	processes.		
	
One	potential	weakness	of	the	current	approach	to	clinical	skills	acquisition	
within	the	MSc	ACP	is	that	of	teaching	a	generic	skills	set	that	may	not	fully	
address	the	needs	of	individual	practitioners.	I	therefore	wished	to	create	a	
mechanism	that	would	also	facilitate	the	development	and	assessment	of	domain	
specific	clinical	skills	within	this	nascent	curriculum,	but	have	found	this	to	be	
pedagogically	problematic.	The	study	data	indicates	that	such	skills	may	be	most	
effectively	developed	when	one	is	fully	immersed	within	practice,	but	a	number	
of	the	issues	identified	within	Issue	7	remain	i.e.	the	transmission	of	outmoded	
or	idiosyncratic	practice,	limited	opportunity	for	quality	assurance,	the	provision	
of	effective	mentor	support.		
	
The	concerns	around	outmoded	practice	are	extremely	difficult	to	mitigate	
against;	indeed,	if	one	accepts	that	those	identified	as	appropriate	mentors	
(experienced	clinicians)	are	at	the	vanguard	of	clinical	practice,	then	this	fear	
might	even	be	considered	unfounded,	and	merely	a	tacit	manifestation	of	Schon’s	
(1987)	Technical	Rationality.	Quality	assurance	and	mentor	support	concerns	
may	however	be	dealt	with	more	explicitly.	If,	as	the	data	indicates,	the	clinical	
learning	environment	is	pivotal	to	the	development	of	‘A	Personal	Knowing’,	
investing	in	mechanisms	that	support	the	selection	and	ongoing	support	of	those	
engaged	in	mentorship	will	ensure	that	these	issues	are	addressed.	
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Within	the	existing	MSc	CP	programme,	the	evaluation	and	development	of	
clinical	skills	takes	place	within	the	Co-operative	Inquiry	group.		Within	my	new	
curriculum,	I	have	instead	elected	to	locate	domain	specific	clinical	skills	
development	within	the	purview	of	the	practicum.	This	decision	has	been	made	
as	I	feel	it	will	facilitate	a	greater	degree	of	sharing	not	only	the	evidence	of	
achievement	(as	is	the	case	for	the	MSc	CP)	but	also	the	exposition	of	the	skill	
itself,	which	could	present	corollary	benefits	for	other	practicum	members.	I	do	
nevertheless	acknowledge	that	this	may	prove	not	to	be	effective,	and	that	some	
revision	may	be	required	within	a	future	iteration	of	the	curriculum.	
	
I	have	thus	far	concentrated	upon	practitioners	who	wish	to	maintain	a	strong	
clinical	focus	within	their	Masters	programme,	but	am	cognisant	of	the	fact	that	
those	engaged	in	advanced	practice	roles	may	not	necessarily	be	working	within	
a	primarily	clinical	role;	indeed,	the	National	Leadership	and	Innovation	Agency	
for	Health	(2010)	Framework	for	Advanced	Practice	recognises	that	advanced	
practice	may	equally	encompass	research,	management	or	education.	As	my	
research	is	centred	upon	courses	in	which	there	is	a	significant	clinical	skills	
acquisition	component	(this	is	particularly	the	case	for	the	MSc	ACP),	the	study	
data	and	emerging	substantive	theory	supports	only	the	development	of	a	
clinically	orientated	framework.	I	suggest	that	this	approach	has	the	potential	to	
be	further	utilised	in	the	development	of	courses	with	other	foci,	but	any	
developments	of	this	nature	would	require	further	research.		
	
I	present	here	a	curriculum	that	is	fully	underpinned	by	my	substantive	
Grounded	Theory	of	‘Developing	A	Personal	Knowing’,	and	have	further	sought	to	
address	the	issues	highlighted	within	the	findings	located	here	within	chapter	6.	
My	data	clearly	highlights	the	importance	of	employing	a	process	and	
development	(Kelly	2009)	framework	in	which	the	agency	of	the	learner	is	
recognised,	the	knowledge,	experiences	and	cognitive	power	of	both	individual	
and	group	embraced,	and	the	reflective	mechanic	fully	harnessed.	I	acknowledge	
the	embryonic	nature	of	the	curriculum	framework	outlined,	and	thus	welcome	
the	opportunity	to	work	with	both	colleagues	and	students	in	order	to	further	
refine	it.		
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I	also	recognise	that	such	a	curriculum	may,	in	the	first	instance,	appear	resource	
intensive,	complex,	and	lacking	a	concrete	structure	in	terms	of	pre-specified	
content	and	assessment	approaches.	Indeed,	for	those	immersed	within	more	
conventional	approaches	to	learning	and	teaching,	such	a	framework	may	even	
appear	somewhat	disturbing	in	its	ostensible	ambiguity.	Yet	I	contend	that	if,	as	
educationalists,	we	seek	within	advanced	practice	students	to	(a)	develop	critical	
reflexivity	and	problems	solving,	and	(b)	facilitate	the	integration	of	a	plurality	of	
knowledge	sources	that	constitute	‘A	Personal	Knowing’,	then	there	must	be	a	
shift	from	transmissional	approaches	in	learning	and	teaching	towards	curricula	
in	which	students	and	teachers	are	active	collaborators	in	the	knowledge	
integration	process.	I	argue	that	if	students	are	to	be	effectively	prepared	for	the	
challenges	of	contemporary	clinical	practice,	then	curricula	of	the	form	
presented	here	are	required.	
	

Conclusions	

This	chapter	constitutes	the	final	stage	of	the	Grounded	Theory	process	i.e.	
theoretical	integration	(Birks	and	Mills	2011).	I	began	by	presenting	a	series	of	
key	findings	drawn	from	the	study;	these	were	critically	discussed	in	relation	to	
both	my	substantive	Grounded	Theory	and	extant	literature.	I	concluded	the	
chapter	by	outlining	a	nascent	curriculum	framework	underpinned	by	my	
substantive	Grounded	Theory,	in	which	key	issues	drawn	from	within	my	
findings	were	addressed.	
	
I	would	like	to	stress	that	whilst	I	have	provided	recommendations	regarding	
issues	surrounding	for	example	propositional	primacy,	the	theory-practice	gap,	
and	collaborative	learning,	I	have	not	advanced	a	‘complete’	solution.	The	work	
undertaken	within	this	study	has	demonstrated	to	me	not	only	the	intricate	and	
multidimensional	nature	of	the	knowledge	construction	process	within	the	
participant	sample,	but	also	the	pedagogical	challenges	its	facilitation	presents.		
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As	my	PhD	journey	has	progressed,	I	have	come	to	understand	these	
complexities	in	more	depth,	and	as	my	fluency	with	the	area	of	inquiry	has	
increased,	so	too	has	my	ability	to	begin	addressing	these.	Yet	Socrates’	famous	
epithet	upon	the	nature	of	knowing	also	holds	true;	as	my	knowledge	and	
understanding	has	increased,	so	too	has	my	appreciation	of	the	scope	of	the	
challenge	confronting	the	educationalist.	Thus	it	is	my	hope	that	whilst	falling	
short	of	any	universal	solution,	the	work	here	will	nevertheless	provide	a	
platform	upon	which	further	scholarship	in	the	field	may	be	built.	 	
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Chapter	7	–	Conclusions	&	Recommendations	

Introduction	

I	set	out	upon	this	study	with	the	goal	of	identifying	the	forms	of	knowledge	that	
constitute	an	individual	practitioner’s	personal	theory	of	practice,	and	the	impact	
of	two	contrasting	pedagogical	strategies	upon	this.	The	findings	presented	
within	this	thesis	have	addressed	these	intentions;	the	plurality	of	knowledge	
sources	constituting	‘A	Personal	Knowing’	have	been	explored,	dimensionalised,	
and	mapped	against	Carper’s	(1978)	seminal	‘Ways	of	Knowing’	typology.	The	
relationship	between	a	range	of	learning	and	teaching	strategies	and	the	process	
of	knowledge	construction	has	been	examined	in	detail,	ultimately	resulting	in	
the	induction	of	a	substantive	Grounded	Theory	of	‘Developing	A	Personal	
Knowing’.	Lastly,	a	series	of	findings	have	been	identified	from	the	study,	and	a	
nascent	curriculum	framework	(underpinned	by	the	substantive	Grounded	
Theory)	that	can	begin	to	address	them	has	been	presented.		
	
This	final	chapter	will	present	a	concluding	summary	of	the	study	findings,	
before	indicating	the	contribution	of	the	work	to	the	existing	body	of	knowledge,	
and	providing	a	series	of	recommendations	for	educational	practice,	and	future	
research.	Constructivist	Grounded	Theory	is	firmly	located	within	the	
interpretivist	paradigm,	and	is	symbolic	interactionist	roots	stress	a	co-
construction	of	reality	in	which	data	collection,	analysis,	and	theory	induction	
are	all	shaped	through	the	interplay	between	researcher,	participants	and	data	
(Hall	and	Callery	2001,	Charmaz	2006,	Charmaz	2011).	I	have	therefore	elected	
to	present	my	conclusions	in	a	reflexive	style,	highlighting	issues	any	that	have	
been	noteworthy,	challenging	or	problematic.		
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Concluding	Commentary	Upon	Findings	

The	study	presented	here	has	two	outcomes	-	one	being	built	upon	the	other.	
Having	elected	to	examine	both	the	nature	of	‘advanced	practice’	knowledge	and	
its	development,	I	first	needed	to	clearly	elucidate	this	knowledge	base	 	
conceptualised	here	as	‘A	Personal	Knowing’.	Having	accomplished	this	aim,	I	was	
then	able	to	critically	explore	the	range	of	pedagogical	strategies	employed	
within	the	programmes	selected,	ascertaining	the	way	they	impacted	upon	the	
development	of	this	knowledge	base,	and	finally	inducting	my	substantive	
Grounded	Theory.		
	
At	the	inception	of	the	project	I	was	faced	with	a	wide	range	of	epistemological	
frameworks,	and	did	find	it	challenging	to	identify	one	that	would	be	
appropriate.	A	review	of	the	literature	pertaining	to	professional	‘knowledge’,	
and	the	presentation	of	my	emerging	ideas	at	a	faculty	IQD	(Idea-Question-
Discussion)	seminar	further	helped	in	the	clarification	of	my	thinking,	and	I	
ultimately	decided	to	map	my	initial	emerging	concepts	and	categories	against	
Carper’s	(1978)	‘Ways	of	Knowing’	-	treating	them	as	sensitizing	concepts	
(Blumer	1954).	Carper’s	work	proved	helpful	in	terms	of	initially	organising	my	
findings,	and	there	were	many	parallels	with	my	participants’	forms	of	knowing,	
and	those	explicated	within	Carper’s	work.	There	were	nevertheless	also	notable	
differences,	particularly	in	relation	to	what	Carper	terms	‘aesthetics’.	Having	
explored	the	dimensions	of	‘A	Personal	Knowing’,	I	was	then	able	to	examine	the	
pedagogy	in	detail,	and	this	allowed	me	to	develop	an	understanding	of	the	way	
in	which	aspects	of	the	strategies	utilised	either	catalysed	or	inhibited	the	
development	of	each	practitioner’s	unique	theory	of	practice.		
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As	I	iteratively	collected	and	analysed	participant	data,	a	series	of	key	processes	
became	apparent.	Firstly,	I	began	to	see	that	the	‘learning’	which	contributed	
most	effectively	to	the	development	of	‘A	Personal	Knowing’	was	not	related	to	
the	retention	of	proposition,	but	instead	centred	upon	Knowledge	Integration.	
Practitioners	draw	upon	a	wide	range	of	knowledge	sources	in	the	development	
of	‘A	Personal	Knowing’,	and	discounting	this	fact	is	an	oversight	that	persists	
within	contemporary	professional	education.	The	data	within	my	study	indicates	
that	If	one	seeks	to	optimize	the	knowledge	integration	process,	then	
pedagogical	strategies	containing	three	fundamental	elements	are	required	 	
and	these	must	be	viewed	in	the	wider	context	of	intrinsic	or	extrinsic	
Catalysers	and	Inhibitors	that	may	further	impact	upon	the	development	of	‘A	
Personal	Knowing’.	
	
Firstly,	there	is	the	importance	of	Making	Connections.	One	cannot	simply	
present	propositional	information	(cognitive	or	psychomotor);	for	any	
meaningful	learning	to	take	place,	the	learner	must	have	the	opportunity	to	
operationalise	this	knowledge,	making	connections	between	theory	and	practice	
through	what	I	have	termed	a	‘practice	first’	approach.	Secondly,	learning	must	
be	a	Collaborative	process	in	which	student	and	facilitator	have	equal	status.	
Within	this	study	it	was	clear	that	those	undertaking	the	courses	examined	had	a	
wealth	of	knowledge	and	experience	both	clinical	and	personal,	yet	this	was,	in	
some	cases,	a	significantly	underutilised	resource.	Using	a	collaborative	
approach	allows	students	to	learn	both	from	and	with	each	other,	whilst	sharing	
valuable	their	experiences	and	insights.		
	
The	final	element	required	if	one	wishes	to	effectively	facilitate	the	development	
of	‘A	Personal	Knowing’	is	Learning	Through	Reflection.	Given	the	focus	upon	
the	use	of	reflection	in	professional	education	over	the	past	two	decades	
(Hannigan	2001,	Moon	2004,	Mann,	Gordon	et	al.	2009,	Bulman,	Lathlean	et	al.	
2012),	this	might	at	first	appear	to	be	a	somewhat	facile	and	unoriginal	finding,	
and	further	elaboration	is	thus	merited.		
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Whilst	utilising	reflective	learning	processes	as	a	means	of	increasing	one’s	own	
understanding	surfaces	repeatedly	within	the	study,	it	is	the	importance	of	
collaborative	reflection	within	the	group	context	that	is	particularly	significant.	
Providing	a	reflective	commentary	upon	one’s	practice	within	a	group	
environment	has	emerged	as	a	particularly	efficacious	means	of	deconstructing	
existing	practice	that	may	then	be	explored	in	light	of	extant	theory	 	again	
employing	a	‘practice	first’	approach.	The	utility	of	Co-operative	Inquiry	within	
this	is	also	quite	clear,	and	the	multiple	subjectivities	(Heron	1996)	that	exist	
within	the	can	be	seen	to	be	an	extremely	effective	way	of	interrogating	practice,	
whilst	collaboratively	learning	in	a	manner	that	supports	individual	agency.	
	
Having	extensively	reviewed	two	courses	that	seek	to	develop	‘advanced	
practitioners’,	I	did	find	the	Co-operative	Inquiry	process	employed	within	the	
MSc	CP	to	be	more	effective	in	terms	of	constructing	‘A	Personal	Knowing’.	The	
course	did	however	have	a	number	of	shortcomings,	and	in	my	search	for	a	
pedagogical	approach	that	would	address	some	of	these	(more	detail	may	be	
found	within	chapter	6)	whilst	retaining	the	previously	outlined	three	
fundamental	elements,	I	have	developed	a	nascent	curriculum	framework	based	
upon	a	Supported	Co-operative	Inquiry	approach.	
	
In	summary,	those	working	within	advanced	practice	roles	draw	upon	a	unique	
reservoir	of	knowledge	encompassing	a	plurality	of	information	sources.	Such	
knowledge	cannot	simply	be	transmitted;	it	must	be	actively	constructed	by	the	
individual	practitioner.	If	educationalists	wish	to	facilitate	the	development	of	
this	knowledge	within	practitioners,	then	a	dynamic	pedagogical	strategy	must	
be	adopted.	A	collaborative	approach	to	learning	must	be	fostered,	utilising	a	
‘practice	first’	approach	in	which	connections	are	made	between	extant	theory	
and	the	experiences	of	the	student;	employing	learning	through	reflection	as	a	
tool	for	the	collective	deconstruction	and	critical	interrogation	of	practice.	
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Contribution	of	the	Study	to	the	Existing	Body	of	Knowledge		

At	the	beginning	of	this	thesis	I	discussed	my	reasons	for	the	choice	of	research	
topic.	I	have	spent	much	of	my	clinical	career	working	in	what	would	now	be	
termed	‘advanced	practice’	roles,	yet	any	formal	education	I	received	in	relation	
to	these	invariably	took	the	form	of	highly	didactic,	propositionally	dense	
lectures.	Such	approaches	served	to	catalyse	my	adoption	of	strategic	
approaches	to	learning	(Biggs	and	Tang	2011)	-	focusing	upon	acquiring	the	
‘knowledge’	required	to	pass	the	requisite	summative	assessments.	Indeed,	I	do	
not	feel	that	learning	in	this	form	significantly	enhanced	my	practice,	and	I	would	
suggest	that	my	own	Personal	Knowing	was	constructed	in	a	primarily	
experiential	manner	whilst	working	in	the	clinical	environment.		
	
This	situation	perpetuated	until	my	enrolment	upon	the	MSc	Clinical	Practice,	
and	it	was	at	this	point	that	I	became	more	aware	of	alternative	epistemological	
frameworks	and	pedagogical	approaches.	It	was	however	only	when	I	entered	
the	HEI	as	a	lecturer	myself	that	I	truly	began	to	more	critically	question	the	
learning	and	teaching	approaches	employed.	Having	begun	to	explore	the	way	in	
which	my	own	Personal	Knowing	had	developed,	I	felt	the	transmissional	
approaches	that	still	dominated	within	nurse	education	to	have	limited	efficacy.		
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Whilst	the	MSc	programme	that	I	had	previously	undertaken	still	exists	(and	is	
examined	in	detail	within	this	study),	it	is	viewed	as	something	of	a	pedagogical	
curiosity,	and	curricula	for	the	preparation	for	those	in	advanced	practice	roles	
predominantly	conform	to	the	content	&	product	(Kelly	2009)	model.	These	
issues	provided	a	clear	impetus	for	this	study,	and	allowed	me	to	make	the	
following	contributions	to	knowledge,	thus	demonstrating	the	originality	
required	for	doctoral	level	research:	
	

• The	findings	from	this	study	may	be	seen	as	building	upon	the	lineage	of	
both	Vygotsky’s	(1978)	Social	Constructivism,	and	Lave	&	Wenger’s	
(1991)	later	work	on	Communities	of	Practice.	The	data	demonstrate	how	
Co-operative	Inquiry,	when	employed	in	a	modified	form	as	a	specific	
pedagogical	modality,	may	catalyse	and	further	develop	a	Community	of	
Learners	(Collins	2009)	in	which	the	collective	knowledge	and	skills	of	all	
group	members	are	effectively	utilised	in	the	further	development	of	each	
individual’s	personal	theory	of	practice.	

	
• Co-operative	Inquiry	has	been	used	widely	as	a	form	of	action	research	

within	small	projects,	but	its	efficacy	as	a	primary	pedagogical	strategy	
has	not	previously	been	extensively	explored	within	the	literature.	Within	
this	study	I	have	demonstrated	that	Co-operative	Inquiry	may	indeed	be	
used	as	an	effective	pedagogical	vehicle;	it	is	particularly	successful	in	
enacting	the	fundamental	elements	required	for	the	facilitation	of	an	
individual	theory	of	practice.	There	are	however	limitations,	and	if	the	
approach	is	to	be	more	than	a	niche	tool,	then	augmentation	is	required.	I	
have	therefore	further	developed	the	Co-operative	Inquiry	approach	
utilised	within	the	existing	MSc	CP	programme,	and	in	embracing	Schon’s	
(1987)	concept	of	practicum,	further	extended	its	potential	utility	 	thus	
creating	Supported	Co-operative	Inquiry.	Within	this	thesis,	I	have	focused	
upon	advanced	practice	education,	but	I	see	no	reason	why	the	approach	
outlined	here	could	not	be	employed	within	any	domain	of	professional	
education.	
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• Through	the	use	of	a	constructivist	Grounded	Theory	methodology	
(Charmaz	2006,	Charmaz	2014),	I	have	been	able	to	induct	a	substantive	
theory	of	‘Developing	A	Personal	Knowing’.	This	theory	identifies	the	key	
elements	that	are	required	for	the	effective	knowledge	integration	
resulting	in	the	development	of	a	practitioner’s	personal	theory	of	
practice,	and	may	be	used	as	the	basis	for	curriculum	design	within	the	
subject	area	under	investigation.	

	
• I	have	examined	in	some	detail	the	concept	of	‘A	Personal	Knowing’	-	fully	

exploring	its	dimensions,	and	mapping	them	against	Carper’s	(1978)	
seminal	framework.	Although	Carper’s	work	has	made	a	significant	
contribution	to	the	epistemology	of	nursing,	elements	of	the	framework	
remain	controversial.	Within	this	thesis,	I	have	elaborated	upon	Carper’s	
identified	categories,	and	I	contend	that	this	contributes	to	the	
framework’s	evolution	and	continued	efficacy	within	the	profession	and	
beyond.	
	

• The	thesis	presented	further	contributes	to	the	evolution	of	constructivist	
Grounded	Theory	as	a	research	methodology.	GTM	has	emerged	as	a	
prevalent	approach	within	nursing,	education	and	social	science,	yet	I	
argue	that	its	application	may	be	challenging	for	the	neophyte.	I	contend	
that	this	thesis,	and	the	discussions	therein,	will	contribute	to	the	ongoing	
methodological	discourse.	
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Reflections	on	the	Use	of	Constructivist	Grounded	Theory	

I	found	the	use	of	the	constructivist	GTM	approach	to	be	one	of	the	most	
challenging,	yet	also	most	rewarding	aspects	of	my	journey	as	a	researcher.		
I	was	initially	comforted	by	the	structure	afforded	within	GTM;	the	use	of	
constant	comparison	and	the	structured	stages	of	coding	that	one	passes	through	
appeared	to	provide	a	clear	pathway	for	my	study.	I	did	however	find	the	axial	
coding	process	to	be	initially	problematic,	and	this	was	compounded	by	the	
wealth	of	(often	conflicting)	information	available	regarding	how,	when,	or	even	
if	it	should	take	place.	I	was	able	to	perceive	the	value	of	axial	coding	as	a	means	
of	dimensionalising	one’s	emerging	categories,	but	the	lack	of	concrete	
instruction	was	problematic	for	me	 	in	Charmaz’	words,	I	was	struggling	to	
“tolerate	ambiguity”	(Charmaz	2014,	p.	148).			
	
I	also	found	the	guidance	regarding	the	use	of	a	coding	paradigm	to	be	quite	
challenging,	and	again	the	lack	of	clear	instruction	was	most	disconcerting	for	
me	as	a	neophyte	researcher.	Nevertheless,	an	extensive	review	of	the	literature	
on	the	topic	led	me	to	Scott’s	‘Conditional	Relationship	Guide’	(Scott	2004,	Scott	
and	Howell	2008),	and	this	heuristic	tool	proved	invaluable	in	allowing	me	to	
more	fully	elaborate	the	relationships	between	categories	and	their	constituent	
codes;	employing	this	tool	in	concert	with	memoing	and	diagramming	proved	
particularly	efficacious	in	terms	of	ongoing	data	analysis	and	theory	building.		
	
This	thesis	contains	no	overt	literature	review	‘chapter’,	yet	I	did	not	follow	
Glaser’s	(1998)	advice	to	eschew	any	examination	of	the	literature	until	the	
substantive	theory	was	inducted.	Instead	the	more	practical	approach	
recommended	by	Corbin	and	Strauss	(2008)	was	adopted.	Within	chapter	3,	a	
review	of	the	pedagogical	approaches	underpinning	advanced	practice	education	
took	place,	and	at	this	point	I	examined	both	classical	and	contemporary	
educational	theory,	employing	this	technical	literature	as	means	of	orientation	
myself	to	the	field	of	study.	As	I	proceeded	into	data	analysis,	I	utilised	the	
literature	as	data,	exploring	and	relating	it	to	my	emerging	codes	and	categories	
(chapter	5).		
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Finally,	the	literature	was	revisited	in	light	of	my	substantive	theory	and	key	
findings	from	the	study	(chapter	6),	as	the	process	of	theoretical	integration	took	
place.	Adopting	such	an	approach	allowed	me	to	develop	a	high	degree	of	
theoretical	sensitivity	(Gibson	2007,	Birks	and	Mills	2011),	whilst	also	
attenuating	the	likelihood	of	reproducing	theory	already	in	existence	(Charmaz	
2014).	I	stated	earlier	that	I	found	the	use	of	constructivist	GTM	to	be	both	
challenging	and	rewarding.	For	me,	the	rewards	came	in	seeing	the	way	in	which	
the	perseverance	with	the	application	of	GTM	resulted	in	the	emergence	of	
categories,	that	were	axially	coded,	and	coalesced	into	my	substantive	Grounded	
Theory.	The	research	question	here	could	have	been	examined	using	a	range	of	
methodological	frameworks,	but	as	my	goal	was	to	explicate	the	processes	
underpinning	knowledge	construction	in	advanced	practitioners,	the	
constructivist	GTM	ultimately	proved	to	be	an	excellent	fit	-		allowing	me	to	
induct	a	substantive	theory	of	‘Developing	a	Personal	Knowing’.	
	

Limitations	of	the	Study	

The	study	presented	within	this	thesis	examines	the	impact	of	pedagogy	upon	
the	knowledge	construction	process	in	advanced	practice	students	undertaking	
two	Masters	programmes	at	the	same	HEI.	Consequently,	the	substantive	theory	
developed	is	both	temporally	and	contextually	bound,	relating	specifically	to	
those	individuals	within	the	sample,	and	reflecting	my	own	subjective	
interpretation	of	the	data.	The	nature	of	such	theory	is	however	fully	consistent	
with	a	GTM	approach	(Clarke	2005,	Birks	and	Mills	2011,	Charmaz	2014),	and	I	
make	no	claims	regarding	wider	generalisability.	I	would	however	reiterate	my	
previous	contention	that	the	substantive	theory	presented	here,	could,	in	the	
presence	of	other	studies	examining	similar	cohort	groups,	form	the	substrate	
for	formal	theory	that	may	explicate	processes	within	other	professional	
educational	contexts.	
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I	also	acknowledge	that	as	a	previous	graduate	of	the	MSc	Clinical	Practice	
programme,	and	an	individual	who	holds	a	belief	that	collaborative	and	
experiential	approaches	to	learning	have	a	significant	part	to	play	in	professional	
education,	I	may	have	harboured	some	tacit	bias	towards	such	pedagogical	
approaches.	My	awareness	of	this	and	the	adoption	of	a	critically	reflexive	
approach	to	data	analysis	and	theory	building	has	however	led	me	to	constantly	
interrogate	my	findings	for	such	issues.	This	endeavour	is	further	aided	by	the	
GTM	approach,	which	contains	a	number	of	mechanisms	that	mitigate	against	
such	bias.	These	include	the	audit	trail	that	exists	in	relation	to	data	analysis,	the	
use	of	memoing	as	a	means	of	surfacing	any	potential	bias	or	preconception	
(Corbin	and	Strauss	2008),	and	finally	the	credibility,	auditability,	and	fittingness	
(Cooney	2011)	of	the	substantive	theory	presented.		
	

Recommendations	

Recommendations	for	Educational	Practice	

In	more	clearly	delineating	the	process	of	knowledge	construction	and	the	
impact	of	pedagogy	upon	this,	the	study	presented	here	has	highlighted	the	
importance	of	viewing	learning	as	a	collaborative	and	highly	interactive	process.	
Within	such	a	conceptualisation,	teaching	activity	focuses	upon	facilitating	
knowledge	integration	-		offering	multiple	perspectives,	introducing	and	
critiquing	extant	theory,	and	helping	students	to	making	connections	between	
practice	and	theory.	
	
I	argue	that	professional	education	must	be	firmly	based	upon	a	curriculum	in	
which	the	ontological	and	epistemological	position	is	clearly	articulated.	
Learning	and	teaching	activity	may	then	be	built	upon	this,	using	a	process	&	
development	(Kelly	2009)	framework	in	which	experiential	knowledge	is	valued,	
and	the	collaborative	power	of	the	group	harnessed	as	a	means	of	facilitating	
knowledge	integration.		
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Viewing	any	group	of	students	engaged	in	a	programme	of	professional	
education	as	a	nascent	Community	of	Learners	is	absolutely	key	to	such	an	
endeavour;	as	I	have	indicated,	the	students	themselves	are	a	crucial	educational	
resource,	and	efforts	must	be	made	to	cultivate	and	sustain	an	active	learning	
community.	A	curriculum	founded	upon	Kelly’s	(2009)	process	and	development	
framework	will	set	the	scene	for	such	work,	but	professional	educators	must	
constantly	strive	to	maintain	participant	agency	if	such	endeavours	are	to	reach	
their	full	potential.	
	
I	do	not	endorse	eschewing	transmissional	pedagogical	strategies	entirely;	a	
plurality	of	learning	and	teaching	approaches	have	their	place	within	
contemporary	professional	education,	but	ensuring	a	curriculum	is	ontologically	
and	epistemologically	centred	will	mitigate	against	the	encroachments	of	
Technical	Rationality	(Schon	1983)	and	propositional	primacy.	In	summary,	I	
make	the	following	recommendations	for	educational	practice:	
	

• The	ontological	and	epistemological	orientation	of	a	given	curriculum,	
and	its	tacit	influence	upon	learning	and	teaching	should	be	fully	
acknowledged,	and	efforts	made	to	ensure	course	documentation	reflects	
this.	Whilst	one	must	remain	cognisant	of	professional	and	organisational	
drivers,	the	impact	of	pre-specified	learning	outcomes	and	rigidly	
stipulated	assessment	criteria	upon	the	curriculum	cannot	be	over-
emphasised,	and	these	factors	significantly	contribute	to	pedagogical	
stasis	 	resulting	in	the	development	of	courses	that	will	be	unable	to	
effectively	support	innovative	approaches	to	learning	and	teaching.	

	
	
	
	
	

	
	



	286	

• The	importance	of	collaborative	and	reflective	learning	should	be	more	
fully	acknowledged,	and	curricula	developed	that	harness	these	pivotal	
mechanisms.	Whilst	the	view	of	the	learner	as	an	active	agent	reflectively	
engaged	in	their	own	learning	journey	can	be	traced	back	to	the	work	of	a	
number	of	seminal	authors	(Dewey	1916,	Rogers	1969,	Knowles	1970,	
Schon	1983,	Kolb	1984),	the	collective	experience	and	agency	of	the	
group,	and	way	in	which	a	Community	of	Learners	(Wenger	1998,	Collins	
2009,	Sargeant	2009)	may	effectively	support	each	other	within	the	
knowledge	integration	process	is	less	well	developed.	I	therefore	
recommend	that	collaborative	learning	mechanisms	be	fully	embedded	in	
advanced	practice	course	curricula.	

	
• Although	students	were	the	focus	of	this	study,	one	must	also	consider	

the	challenges	that	new	approaches	to	learning	and	teaching	may	present	
to	faculty	members	who	have	become	accustomed	to	teaching	in	a	more	
conventional	manner.	I	therefore	further	recommend	that	teaching	staff	
be	fully	supported	in	the	adoption	and	operationalisation	of	this	
curriculum	model	e.g.	through	processes	such	as	mentorship,	or	group	
co-facilitation.	
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Recommendations	for	Further	Research	

The	findings	from	this	study	have	provided	a	clear	insight	into	the	knowledge	
construction	process,	and	impact	of	selected	pedagogical	strategies	upon	it.	Yet	
whilst	conducting	this	enquiry,	a	number	of	further	questions	have	arisen,	and	I	
recommend	further	research	within	the	following	areas:	
	

• Whilst	I	have	examined	the	development	of	‘A	Personal	Knowing’	in	a	
holistic	manner,	my	focus	has	been	upon	learning	and	teaching	within	the	
HEI.	However,	the	participants	make	considerable	reference	to	learning	
in	practice	(see	chapter	5)	 	particularly	regarding	the	nature	of	the	
student/mentor	relationship,	function	of	coincidental	learning	with	
colleagues,	and	role	of	practice-based	lore.	Given	the	importance	of	
clinical	environment	as	a	practicum	for	knowledge	integration,	and	the	
complexity	of	the	relationship	between	student,	mentor,	and	clinical	
practice,	I	recommend	further	research	specifically	examining	the	
development	of	‘A	Personal	Knowing’	within	this	environment.	

	
• I	have	made	reference	to	the	highly	supportive	nature	of	the	Co-operative	

Inquiry	group,	and	potential	negative	psychological	impact	of	group	
termination.	The	data	indicates	that	Co-operative	Inquiry	is	a	highly	
efficacious	means	of	facilitating	collaborative	learning,	but	if	it	is	to	be	
embraced,	then	I	suggest	further	research	is	required	in	relation	to	the	
effects	of	group	termination	upon	individual	members,	and	the	
development	of	strategies	that	may	mitigate	against	this.	

	
• Within	nurse	education,	there	remains	a	propensity	for	more	

conventional	pedagogical	strategies;	I	suggest	that	a	study	exploring	the	
underpinning	the	values	and	beliefs	of	those	involved	in	the	delivery	of	
advanced	practice	programmes	would	also	prove	highly	efficacious	if	one	
wishes	to	move	towards	pedagogies	that	are	more	experiential	and	
collaborative.		
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• Whilst	examining	Learning	Through	Reflection,	I	found	that	a	number	of	
the	participants	made	reference	to	the	way	in	which	the	reflective	
deconstruction	and	examination	of	practice	led	to	the	development	of	an	
ability	to	gain	emotional	mastery	over	challenging	clinical	situations.	
There	was	not	scope	to	explore	the	phenomenon	in	more	detail	within	
this	study,	but	I	suggest	that	the	way	in	which	reflection	may	mediate	
emotional	mastery	could	provide	the	foundation	for	a	significant	piece	of	
research.	

	
• I	have	approached	the	research	question	within	this	study	using	

constructivist	Grounded	Theory,	and	in	employing	the	strategy,	I	have	
been	able	to	uncover	the	basic	social	process,	and	induct	a	substantive	
theory	of	‘Developing	a	Personal	Knowing’.	The	same	phenomenon	could	
however	be	explored	using	other	methodologies,	and	I	contend	that	these	
would	also	result	in	important	contributions	to	knowledge.	For	example,	
a	phenomenological	approach,	entering	the	lifeworld	of	a	smaller	group	
of	participants	could	provide	valuable	data	on	their	specific	pedagogical	
experience.	Likewise,	an	ethnographic	study	could	explore	the	culture	
and	values	of	advanced	practitioners	undertaking	a	Masters	level	course	
	revealing	if	this	in	some	way	impacts	upon	the	knowledge	integration	
process.	
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Conclusions	

This	study	has	provided	a	valuable	insight	into	the	way	in	which	those	engaged	
in	advanced	practice	develop	‘A	Personal	Knowing’,	and	the	impact	of	the	chosen	
pedagogical	strategy	upon	this.	It	has	resulted	in	the	development	of	a	
substantive	Grounded	Theory,	and	a	nascent	curriculum	model	underpinned	by	
it.	The	knowledge	of	the	clinical	expert,	conceptualised	here	as	‘A	Personal	
Knowing’,	cannot	be	directly	transmitted,	but	nor	does	it	simply	manifest	as	a	
consequence	of	coincidence	or	some	innate	ability.	The	data	presented	here	
indicates	that	one	may	catalyse	the	development	of	this	unique	knowledge	base	
through	the	considered	construction	of	a	curriculum	founded	upon	the	primacy	
of	practice,	and	the	premise	that	each	student	is	an	active,	equal,	and	
collaborative	agent	within	their	individual	learner	journey.		
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Appendix	1	–	Ethics	Clearance	
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Overview	of	Project	&	Ethical	Dimensions	for	FESG	
	
My	research	question	is	based	upon	the	means	by	which	educationalist	may	
more	effectively	facilitate	the	development	of	‘expertise’	within	healthcare	
practitioners	(nurses).	It	will	examine	the	manner	in	which	said	practitioners	
conceptualise,	integrate,	and	synergistically	utilise	a	variety	of	knowledge	
sources	when	resolving	complex	clinical	situations.	I	tentatively	refer	to	the	
gestalt	of	these	knowledge	sources	as	‘Personal	Theory’.	The	thesis	has	four	
elements:	
	

• What	forms	of	knowledge	are	utilised	and	how	-	with	specific	reference	to	
Carper’s	(1978)	‘Ways	of	Knowing’?	

• Through	what	cognitive	processes	is	'Personal	Knowing’	created?	
• What	factors	catalyse	or	inhibit	the	development	of	the	‘Personal	

Knowing’	
• Is	a	didactic	or	Co-operative	pedagogical	approach	(or	a	combination	of	

both)	more	effective	in	terms	of	supporting	the	creation	of	‘Personal	
Knowing?	

	
Practitioners	who	have	been	educationally	prepared	for	an	advanced	practice	
role	at	Masters	level	through	two	quite	distinct	pedagogical	modes	will	form	the	
(purposive)	sample	for	the	study.	A	series	of	‘salient	events’	will	provide	the	
thematic	substrate	from	which	Critical	Incident	Analysis	(Flanagan	1954)	will	
draw	forth	and	clarify	the	sources	of	knowledge	that	practitioners	utilise	in	
order	to	arrive	at	clinical	decisions.	A	constructivist	Grounded	Theory	(Charmaz	
2006)	approach	will	be	employed	 	the	inductive	nature	of	the	methodology	
being	both	epistemologically	and	ontologically	congruent	with	the	underpinning	
paradigm	(Interpretivism),	and	overall	research	aims.	
	
I	plan	to	utilise	alumni	from	two	Masters	courses	offered	from	within	the	Faculty	
of	Health,	Sport	&	Science	(MSc	Clinical	Practice	/	MSc	Advanced	Clinical	
Practitioner).	I	include	the	excerpt	from	my	thesis	dealing	with	the	ethical	
considerations:	
	

“The	study	was	explained	to	participants	in	plain	English	via	an	Information	
Sheet	(Appendix	x),	and	my	contact	details	were	provided	to	enable	
participants	to	access	further	information	if	required.	Written	informed	
consent	(Appendix	x)	was	also	obtained	from	participants	prior	to	the	
commencement	of	any	data	collection	activities.	Verbal	consent	was	
obtained	from	each	participant	at	the	commencement	of	the	interview;	this	
being	recorded	on	the	digital	audio.	Participants	were	informed	that	they	
could	withdraw	from	the	study	at	any	time	without	prejudice.	
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In	order	to	maintain	anonymity	and	confidentiality	in	line	with	the	Data	
Protection	Act	(1998),	participants	within	each	pedagogical	group	(Co-
operative	inquiry/traditional	approach)	were	assigned	a	letter	and	number	
combination	in	order	to	identify	them	e.g.	M1	C1	 	participant	one/main	
study	(Co-operative	inquiry),	M1	ACP5	 	participant	5/main	study	
(conventional	approach),	and	all	audio	recorded	interviews	were	
transcribed	by	myself.	All	data	obtained	during	the	course	of	the	study	was	
securely	stored	on	selected	IT	devices,	and	access	was	strictly	controlled.	All	
participants	were	assured	of	anonymity	in	the	presentation	of	the	study	
findings	and	any	resultant	publications.	
	
The	possibility	of	emotive	material	being	unearthed	either	through	the	
process	of	Critical	Incident	Analysis	(Flanagan	1954),	or	at	the	subsequent	
semi	structured	interview	was	also	acknowledged.	Although	the	likelihood	
of	participants	suffering	psychological	harm	as	a	consequence	of	
interviewing	associated	with	qualitative	research	is	minimal	(Corbin	and	
Morse	2003),	a	number	of	supportive	strategies	where	nevertheless	
adopted.	Prior	to	the	commencement	of	the	initial	interview,	a	briefing	was	
provided	in	which	the	written	material	regarding	the	nature	of	the	study,	
confidentiality	issues,	and	withdrawal	option	were	all	reiterated.	A	further	
de-brief	at	the	cessation	of	each	interview	was	also	facilitated.		Kvale	and	
Brinkmann	(2009)	suggest	that	increasingly,	ethical	review	boards	are	
applying	the	same	stringent	rules	to	qualitative	studies	as	those	for	
biomedical	research	 	including	a	requirement	for	interview	schedules	or	
topics.	An	initial	question	bank/semi-structured	interview	schedule	was	
made	available,	but	as	further	iterations	would	be	shaped	by	theoretical	
sampling,	it	was	made	clear	that	this	document	was	far	from	exhaustive.”	
	

(Davies,	2013;	p.	38-39)	
	
It	seems	likely	that	within	the	Clinical	Incident	Analysis,	and	subsequent	
interviews,	the	participants	may	refer	to	facets	of	their	clinical	practice,	including	
episodes	of	direct	patient	interaction.	However,	my	interest	relates	specifically	to	
the	cognitive	processes	that	were	engaged	in	their	making	sense	of,	and	dealing	
with	these	situations,	and	of	course	the	manner	in	which	this	new	experiential	
knowledge	was	created	(in	relation	to	the	educational	programmes	the	
individuals	have	undertaken)	and	integrated	with	existing	Personal	Theory.		
	
	

Mark	Davies	
97069590	

PhD	Candidate	
School	of	Education	
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Appendix	2	–	Participant	Information	
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Mark	Davies	
Faculty	of	Life	Science	&	Education	

University	of	South	Wales	
Pontypridd	
CF37	4BD	

Tel:	01443	483148	
mark.davies1@southwales.ac.uk	

	
	
Project	Title:	Knowledge	Conceptualisation	in	Advanced	Nursing	Practice.	
	
Dear	<Insert	Name>	
	
I	am	undertaking	a	PhD	research	study	that	explores	the	manner	in	which	nurses	
working	in	advanced	roles	construct	and	utilise	various	forms	of	knowledge	
within	clinical	practice,	and	the	impact	that	a	specific	scheme	of	educational	
preparation	may	have	upon	this	process.	It	is	anticipated	that	through	
undertaking	this	research,	a	clearer	understanding	will	be	gained	regarding	how	
best	to	equip	practitioners	with	the	knowledge	and	skills	to	function	effectively	
within	the	complex	and	dynamic	environment	that	is	contemporary	healthcare	
practice.		
	
As	you	are	employed	within	such	a	role,	and	have	undertaken	<insert	program>	I	
would	like	to	invite	you	to	participate	in	this	study,	by	consenting	to	be	
interviewed	regarding	a	Critical	Incident	from	your	practice.	The	interviews	will	
be	conducted	on	a	one	to	one	basis,	and	should	last	between	40-60	minutes;	all	
interviews	will	be	recorded	and	transcribed	at	a	later	date.	The	recording	of	the	
interviews	will	ensure	that	all	points	identified	within	the	discussion	will	receive	
full	attention	and	that	data	is	not	reliant	upon	memory.		It	may	be	that	a	second	
interview	following	the	same	format	will	be	required,	but	this	will	be	contingent	
upon	the	themes	that	emerge	from	the	data.	
	
I	am	aware	that	material	from	the	interviews	may	be	of	a	sensitive	and	highly	
confidential	nature.	I	would	therefore	like	to	reassure	you	that	your	anonymity	
within	the	process	will	be	preserved,	and	all	information	will	be	securely	stored	
in	accordance	with	University	guidance	and	the	Data	Protection	Act	(1998).	
Should	any	of	the	results	in	publications	include	direct	quotations,	pseudonyms	
will	be	used.	A	final	summary	of	results	will	also	be	provided	for	anyone	
participating	in	the	research	indicating	(by	ticking	the	box	on	the	consent	form)	
that	they	wish	to	receive	it.	
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Participation	in	the	research	project	is	completely	voluntary	and	you	will	be	free	
to	withdraw	from	the	study	at	any	time	without	prejudice.	If	you	are	willing	to	
participate	in	the	project,	would	you	please	sign	the	enclosed	consent	form	and	
return	it	to	me	in	the	pre-paid	envelope.	I	will	then	contact	you	by	telephone	in	
order	to	furnish	you	with	greater	details	relating	to	the	project	and	arrange	a	
convenient	time,	date,	and	location	for	the	initial	interview.	I	have	also	included	
some	material	outlining	Critical	Incident	Analysis	including	some	suggestions	
regarding	areas	of	your	practice	that	could	be	explored.	
	
If	you	have	any	questions	regarding	the	project,	please	do	not	hesitate	to	contact	
me.	My	details	are	as	follows:	
	
Mark	Davies	
Faculty	of	Life	Science	&	Education	
University	of	South	Wales	
Pontypridd	
CF37	4BD	
Email	mark.davies1@southwales.ac.uk	
Tel:	01443	483148	
	
Alternatively	you	can	contact	my	supervisor:	
	
Prof.	Andrew	Rogers	
Deputy	Dean	
Faculty	of	Business	&	Society	
University	of	South	Wales	
Pontypridd	
CF37	1DL	
Email	andrew.rogers@southwales.ac.uk	
Tel:	01443	482181	
	
Thank	you	for	your	time	and	potential	interest	in	this	project.	
	
Yours	Sincerely	

Mark	Davies	
PhD	Candidate	
Faculty	of	Life	Science	&	Education	
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Investigator:	 	 Mark	Davies	
	
Address:	 	 Faculty	of	Life	Science	&	Education	
	 	 	 University	of	South	Wales	
	 	 	 Pontypridd	
	 	 	 CF37	4BD	
	
Title:	 	 	 Knowledge	Conceptualisation	in	Advanced	Nursing	Practice	
	
I………………………………………................................................................................................................
of	…………………………………………………………………………………………….(insert	address)	
hereby	agree	to	participate	in	the	study	explained	to	me	by	the	above	named	
researcher.	I	understand	that	I	will	be	participating	in	a	series	of	interviews	that	
will	examine	the	knowledge	I	draw	upon	in	informing	my	clinical	practice.	I	
acknowledge	that	my	privacy	will	be	protected	and	I	am	free	to	withdraw	from	
the	study	at	any	time.	
	
I	understand	that:	

• Any	information	I	provide	will	not	be	made	public	in	any	form	that	could	
reveal	my	identity	to	an	outside	party.	

• I	have	had	the	opportunity	to	discuss	this	study	and	I	am	satisfied	with	
the	answers	that	I	have	been	given.	

• I	know	who	to	contact	if	I	have	any	questions	about	the	study.	
	
If	you	have	any	concerns	about	the	way	this	research	has	been	conducted,	
please	contact	the	University	graduate	research	office	on	01443	654269	
	
	
	
Signature	of	Participant	:	……………………….		 	 Date:		……………………….	
	
	
� Please	tick	here	if	you	would	like	to	receive	a	summary	of	the	research	

findings	

Participant	Consent	
Form	
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Critical	Incident	Record	Guidance	Notes	&	Proforma	
(Pilot)	
	
Critical	Incident	Analysis	
	
As	a	participant	in	this	study,	you	have	been	asked	to	describe	a	critical	incident	
from	your	practice.	The	information	detailed	within	this	account	will	form	the	
basis	of	the	discussion	that	will	take	place	during	your	interview.	Before	you	
begin	to	record	your	critical	incident,	it	may	be	helpful	to	have	some	clarification	
regarding	what	we	mean	by	a	‘critical	incident’.	
	
	
What	Constitutes	a	Critical	Incident	
	

• An	incident	in	practice	in	which	you	felt	things	went	especially	well	
	

• An	incident	where	things	did	not	seem	to	go	as	planned	
	

• An	incident	where	you	simply	felt	you	knew	what	was	required	
	

• An	incident	that	was	quite	ordinary	and	typical	of	your	everyday	practice	
	

• An	incident	in	which	you	really	felt	that	you	made	a	difference	
	
	
Further	Points	to	Consider	Regarding	Your	Critical	Incident	
	

• What	actions	did	you	take?	
	

• What	were	you	thinking	about	when	the	incident	took	place?	
	

• How	did	you	know	what	to	do	 	what	did	you	base	your	actions	upon?	
	

• What	were	your	concerns?	
	

• What	were	you	trying	to	achieve?	
	

• What	was	the	context	of	your	incident	e.g.	where,	when,	who	else	was	
involved?	

	
• How	did	you	feel	at	that	time,	and	following	the	incident?	

	
• Why	was	this	incident	critical	to	you?	

	
	
Please	ensure	that	you	record	a	critical	incident	that	has	taken	
place	since	you	undertook	your	course	 	
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Critical	Incident	Record	Guidance	Notes	&	Proforma	
(Main	Study)	
	
Critical	Incident	Analysis	
	
As	a	participant	in	this	study,	you	have	been	asked	to	describe	a	critical	incident	
from	your	practice.	The	information	detailed	within	this	account	will	form	the	
basis	of	the	discussion	that	will	take	place	during	your	interview.	Before	you	
begin	to	record	your	critical	incident,	it	may	be	helpful	to	have	some	clarification	
regarding	what	we	mean	by	a	‘critical	incident’.	
	
	
What	Constitutes	a	Critical	Incident	
	

• An	incident	in	practice	in	which	you	felt	things	went	especially	well	
	

• An	incident	where	things	did	not	seem	to	go	as	planned	
	

• An	incident	where	you	simply	felt	you	knew	what	was	required	
	

• An	incident	that	was	quite	ordinary	and	typical	of	your	everyday	practice	
	

• An	incident	in	which	you	really	felt	that	you	made	a	difference	
	
	
Further	Points	to	Consider	Regarding	Your	Critical	Incident	
	

• What	actions	did	you	take?	
	

• What	were	you	thinking	about	when	the	incident	took	place?	
	

• How	did	you	know	what	to	do	 	what	did	you	base	your	actions	upon?	
	

• What	role	did	previous	learning	and	experiences	(and	in	particular	your	
MSc	course)	play	in	helping	you	to	resolve	the	situation?	

	
• What	were	your	concerns?	

	
• What	were	you	trying	to	achieve?	

	
• What	was	the	context	of	your	incident	e.g.	where,	when,	who	else	was	

involved?	
	

• How	did	you	feel	at	that	time,	and	following	the	incident?	
	

• Why	was	this	incident	critical	to	you?	
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Appendix	3	-	Interview	Schedules	
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Initial	Interview	Schedule	(Pilot):	
	
• So	tell	me	in	your	own	words	about	what	happened?	
	
• What	happened	next?	
	
• Did	you	feel	able	to	deal	with	the	situation	effectively?	
	
• Why	was	this?	
	
• How	did	you	know	what	to	do?	
	
• Why	did	you	act	in	that	particular	way?	
	
• How	has	your	way	of	dealing	with	these	types	of	situation	developed	over	

time?	
	
• How	might	you	have	dealt	with	this	when	less	experienced?	
	
• What	were	you	thinking	at	the	time	 	were	you	aware	that	you	were	making	

any	evaluative	judgments?	
	
• What	previous	learning	and	experience	did	you	draw	upon?	
	
• In	what	way	do	you	feel	the	course	you	undertook	helped	you	to	deal	with	

this	situation	 	if	indeed	it	did?	
	
• Did	your	course	contain	any	particular	features	that	were	useful	in	helping	

you	to	resolve	this	clinical	situation?	
	
• Do	you	think	that	you	might	have	acted	differently	if	you	had	not	undertaken	

your	course?	If	so,	in	what	way?	
	
• How	did	you	feel	at	the	time,	and	later,	when	reflecting	upon	the	incident?	
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Initial	Interview	Schedule	(Main	Study):	
	
• So	tell	me	in	your	own	words	about	what	happened?	
	
• Did	you	feel	able	to	deal	with	the	situation	effectively?	
	

o Why	was	this?	
	
• How	did	you	know	what	to	do?	
	
• Why	did	you	act	in	that	particular	way?	
	
• How	has	your	way	of	dealing	with	these	types	of	situation	developed	over	

time?	
	
• How	do	you	think	you	might	have	dealt	with	this	when	less	experienced?	
	
• What	were	you	thinking	at	the	time	 	were	you	aware	that	you	were	making	

any	judgments?	
	

o Tell	me	about	your	though	processes	here	
	
• What	previous	learning	influenced	the	way	in	which	you	dealt	with	this	

situation?	
	
• What	previous	experience	influenced	the	way	in	which	you	dealt	with	this	

situation?	
	
• Can	you	think	of	any	other	factors	that	influenced	your	actions	&	decisions?	
	
• Did	the	course	you	undertook	help	you	to	deal	with	this	situation?	
	

o In	what	way?	
	
• Did	your	course	contain	any	particular	features	that	were	useful	in	helping	

you	to	resolve	this	clinical	situation?	
	

o How	did	they	prove	useful?	
	
• Think	about	a	similar	incident	that	occurred	before	you	began	your	course:	
	

• Would	you	have	dealt	with	this	incident	differently?	
	
• How?	

	
• Has	this	particular	incident	shaped	your	current	practice?	
	

o In	what	way?	
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Appendix	4	-	Initial	Coding	Examples	
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Appendix	5	-	Example	Memos	
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Reflexive	Memos	
	
[Memo	5/8/13]	
	
Pilot	Interviews	-	Issues	
	
The	first	time	I	had	conducted	an	interview	within	the	study	using	the	interview	
schedule	that	I	had	developed.	The	interview	was	at	the	participant’s	home	and	
progressed	in	an	open	and	friendly	manner.	There	was	some	element	of	
repetition	regarding	the	initial	questions	(I	will	need	to	amend	this	after	the	
pilot).	The	respondent	did	at	times	seem	to	think	that	I	was	almost	conducting	an	
audit	of	the	course,	and	was	thus	initially	reticent	in	relation	to	her	critical	
evaluation	of	pedagogical	strategies.	I	was	concerned	that	at	points	when	the	
interview	began	to	stall,	that	I	might	be	prompting	excessively,	or	using	leading	
questions.	However,	I	was	not	able	to	see	how	I	could	offer	clarification	without	
doing	this.	The	concept	of	knowledge	was	particularly	tricky,	and	the	participant	
seemed	to	think	that	when	I	was	talking	about,	that	meant	I	was	referring	to	
‘learned	facts’.	There	was	also	some	digression	in	the	latter	stages	of	the	
interview	into	how	they	might	teach	people	on	this	type	of	course.	On	reflection,	
I	question	the	relevance	of	this	line	of	inquiry!	
	
A	number	of	authors	(Kitwood,	1980;	McGeorge	2011)	suggest	that	a	series	of	
pre-interview	prompts	could	be	used	as	a	means	of	helping	people	to	prepare	for	
interviews	and	think	more	deeply	about	the	topic	they	would	be	discussing.	I	
incorporated	this	into	the	interview	guidance	forms	that	I	sent	out	to	
participants.	
	
	
[Memo	28/8/13]	
	
Interview	Memo	
	
This	participant	seemed	stuck	in	the	idea	that	knowledge	was	facts,	and	that	one	
could	not	really	learn	without	attending	some	sort	of	course.	It	was	very	
interesting	to	hear	about	the	way	in	which	they	learned	experientially	through	a	
sort	of	‘modelling’	process	from	the	cardiology	consultants	 	learning	to	think	in	
the	way	that	they	did.	Interestingly,	the	participant	said	that	they	didn’t	really	
learn	any	facts	on	the	course	that	was	useful	in	the	situation,	as	they	already	had	
an	in-depth	knowledge	of	cardiology,	but	this	idea	of	confidence,	and	the	course	
somehow	legitimizing	their	practice	started	to	come	up.	A	sort	of	external	thing	 	
how	others	viewed	them	as	a	knowledgeable	practitioner.	The	interview	seemed	
to	run	much	more	fluidly	than	some	of	the	previous	ones,	and	I	think	my	
interview	skills	are	beginning	to	develop.	The	interviewee	did	at	one	point	make	
some	reference	to	a	session	that	I	taught	(in	a	positive	way),	but	overall,	I	don’t	
feel	they	modulated	their	response	because	of	my	position	as	a	teacher	on	the	
course.	I	did	use	prompts,	but	only	to	clarify	things.	An	interesting	comment	in	
the	end	in	that	she	said	the	interview	process	was	very	interesting,	but	she	felt	it	
was	quite	‘gruelling’	to	have	to	pick	an	experience	apart	in	such	great	detail.	
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[Memo	15/5/14]	
	
Code	Generation	
	
Following	a	recent	supervision	meeting,	I	am	trying	to	take	care	in	the	manner	I	
code	data.	Constructivist	authors	such	as	Charmaz	(2014)	emphasize	the	
importance	of	not	merely	describing,	but	using	gerunds	to	capture	meaning	
within	action.	However,	I	must	ensure	that	I	do	not	over	interpret	what	is	going	
on,	and	retain	the	voices	of	the	participants.	I	may	try	to	use	more	In	Vivo	codes	
to	further	this	aim.	
	
	
[Memo	1/6/14]	
	
Discussing	Meaning	Within	Interviews	
	
I	have	noted	that	within	my	initial	interviews,	I	did	quite	a	lot	of	theorising	and	
thinking	aloud	regarding	the	ramifications	of	what	was	being	said.	This	actually	
stalled	the	interviews	a	little,	as	well	as	potentially	influencing	the	thought	
processes	of	the	participants.	However,	I	became	attuned	to	this	as	the	main	
study	interviews	proceeded,	and	consequently	kept	my	mouth	shut	more!	
	
Having	said	this,	I	do	feel	that	a	lot	of	the	'theorising'	was	around	me	ensuring	
my	understanding	of	the	key	issues	arising	with	the	interview	participants.	This,	
and	other	strategies	I	adopted	during	the	interviews	e.g.	discussing	backgrounds,	
answering	questions	at	the	endo	f	the	interviews,	seems	to	be	wholly	congruent	
with	a	constructivist	GT	approach.	
	
	
[Memo	11/3/15]	
	
Diagramming	
	
In	the	process	of	coding	and	writing	up	my	data	analysis.	It	seems	now	that	I	
have	made	about	80	diagrams,	but	have	found	this	process	to	be	incredibly	
useful	in	progressing	my	thinking	 	especially	in	relation	to	the	conditional	
relationship	guide.	Some	of	the	diagrams	are	however	quite	complex,	and	will	be	
impenetrable	to	the	reader.	I’ll	need	to	declutter	them	before	inclusion.	Too	
many	arrows	and	broken	lines.	
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[Memo	19/10/15]	
	
‘Issues’	Table	
	
I	wrote	up	my	‘theory’	such	as	it	was,	but	have	been	a	bit	worried	about	where	to	
go	next.	Great	supervision	meeting	 	I’m	going	to	lift	the	issues	from	my	data	and	
integrate	them	with	extant	theory.	This	marks	theoretical	integration	(Birks	&	
Mills,	2011);	the	final	process	of	the	GTM.	A	sense	of	quiet	satisfaction	that	the	
project	is	moving	forward	 	coupled	with	the	usual	underlying	anxiety.	I	have	
often	craved	a	very	clear	route	through	the	research	journey,	and	consequently	
feel	very	anxious	when	this	fails	to	manifest.	One	of	my	supervisors	told	me	early	
on	in	the	process	that	you	need	to	be	open	to	the	emergence	of	the	data,	theory	
etc.	I	can	now	see	that	the	project	does	indeed	come	together,	but	am	not	sure	if	I	
could	have	appreciated	this	without	having	the	direct	experience	of	it.	
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Analytical	Memos	
	
[Memo	1/5/14]	
	
More	Early	Coding	Thoughts	
	
Within	a	recent	supervision	meeting,	I	was	asked	to	consider	the	differences	in	
the	ways	the	participants	within	both	cohorts	learn.	The	CI	group	are	as	one	
might	imagine,	more	embedded	within	the	reflective	process,	whereas	the	ACP	
group	are	all	about	knowledge	and	skills	acquisition	to	do	the	job.	The	utility	of	
reflexivity	seems	to	becoming	more	evident	however	 	in	relation	to	
constructing	expert	knowledge.	It	was	also	interesting	to	see	a	difference	in	the	
way	information	was	presented	to	learners	within	each	course.	Within	ACP,	
students	are	frontloaded,	whereas	in	the	CI	group,	experiences	are	first	brought	
to	the	table,	and	then	theoretical	frameworks	are	introduced	in	a	post	hoc	
manner.	This	seems	to	be	important	in	making	the	information	real	for	
individuals,	and	constructing	or	amending	cognitive	schema.		
	
	
[Memo	6/7/14]	
	
Unable	to	recognise	tacit	knowledge?	
	
"I	mean	you	just	judge	it	don't	you,	as	you	go	along?	I've	been	a	mental	health	
nurse	since	I	was	20,	I	don't	know,	it’s	just	part	of	what	you	do	every	day	with	
people.	I	don't	know,	you've	got	me	thinking	now,	because	you	do	things	without	
thinking	about	them	really,	you	just	take	them	for	granted	I	suppose"	
	
Whilst	coding	this	interview,	we	began	to	discuss	how	the	practitioner	knew	
what	responses	to	make	in	a	particularly	challenging	client	interaction.	She	made	
reference	to	her	experience	as	a	mental	health	nurse,	but	seemed	unable	(or	
unwilling)	to	recognise	the	tacit	knowledge	embedded	in	her	practice.	It	was	
only	during	the	interview	that	the	participant	began	to	recognise	this	tacit	
knowledge.	
	
	
[Memo	3/10/14]	
	
Pruning	Codes	
	
As	I	have	proceeded	through	the	constant	comparative	process	of	data	analysis,	I	
found	myself	generating	codes,	that,	in	retrospect,	have	often	been	quite	similar	
to	previous	ones	-	despite	me	constantly	checking	through	the	code	tree.	Thus,	I	
have	been	'pruning'	and	merging	codes	as	I	have	moved	back	and	forth	within	
the	data.	As	I	have	progressed	through	the	pruning	process,	I	have	also	begun	to	
select	more	salient	codes	for	pursuit	-	what	Charmaz	(2006,	2014)	terms	focused	
coding.	I	envisage	some	of	these	codes	ultimately	being	elevated	into	categories	
or	subthemes	of	categories.	 	
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	[Memo	20/12/14]	
	
Data	Analysis	-	Coding	Decisions	
	
The	recursive	processes	of	initial	and	focused	coding,	although	quite	time	
labour-intensive,	proved	relatively	straightforward	for	me,	but	I	have	become	
quite	mired	in	the	next	stage	of	the	process	i.e.	theoretical	coding.	The	literature	
provides	very	limited	guidance	for	newcomers	like	me	within	this	area;	
obfuscating	language	abounds,	and	ambiguity	even	exists	in	relation	to	whether	
theoretical	coding	is	emergent	or	process	driven?!?	Ultimately,	the	goal	of	
theoretical	coding	is	to	conceptualise	how	substantive	codes	may	relate	to	each	
other,	and	thus	be	integrated	into	substantive	theory,	and	as	Charmaz	has	stated,	
this	may	be	immediately	extant,	or	require	a	degree	of	further	analytical	
exploration.	I	found	Sterns'	(1980:	24)	definition	of	theoretical	coding	simply	as	
a	means	of	"	applying	a	variety	of	analytical	schemes	to	the	data	in	order	to	
enhance	abstraction"	to	be	helpful	though.	Glaser	(1978,	2005)	offers	a	range	of	
'coding	families'	that	may	be	employed	for	this	purpose,	but	none	of	these	to	be	
particularly	useful;	in	fact	I	can	see	them	taking	me	further	from	the	data.	I	do	
sometimes	worry	that	GTM	is	becoming	the	focus	of	my	research	as	opposed	to	
the	vehicle	through	which	my	study	is	be	executed.	Kendall	(1999)	emphasises	
that	although	such	frameworks	may	enhance	abstraction,	they	are	only	
possibilities,	and	that	conceptualisation	should	always	lead	the	way	 	makes	me	
feel	a	little	better.		
	
In	order	to	achieve	any	degree	of	theoretical	integration,	I	do	feel	that	the	
relationships	between	my	emerging	categories	require	further	robust	
exploration.	I	have	used	focused	coding	to	make	connections	between	codes	and	
categories	in	the	manner	prescribed	for	focused	coding.	Am	I	then	moving	into	
theoretical	coding,	or	am	I	using	axial	coding?	I	need	to	make	the	relationships	
between	categories	and	codes	clearer,	and	recombining	codes	if	necessary.	
Looking	at	the	definitions	in	the	literature,	it	feels	more	like	I	am	engaged	in	axial	
coding,	but	I	do	wonder	if	it’s	all	just	semantics,	as	in	both	axial	and	theoretical	
coding	you	are	doing	a	similar	thing,	just	at	a	different	time.	There	is	some	
controversy	in	relation	to	using	axial	coding	as	it	may	result	in	the	forcing	of	data	
into	preconceived	categories	(Glaser,	1978;	Urquhart,	2013.	Charmaz	(2014)	
ever	evasive,	suggests	that	it	may	extend	or	limit	one's	vision,	and	is	not	required	
in	many	projects.	I	have	made	some	attempts	to	use	the	matrices	and	
frameworks	suggested	e.g.	'the	Paradigm'	and	'Conditional/Consequential	
Matrix'	(Corbin	&	Strauss,	2008),	but	have	found	them	to	be	both	artificial	and	
limiting.	I	have	recently	come	across	Scott’s	(2004)	‘Conditional	Relationship	
Guide’,	and	I	shall	try	using	this	 	it	seems	much	more	straightforward,	but	will	
still	allow	me	to	more	fully	dimensionalise	my	categories.	
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[Memo	28/12/14]	
	
CRG	Collaborative	Learning	
	
Having	worked	through	the	CRG	with	this	particular	code,	a	number	of	things	
have	become	apparent:	
	

• Collaborative	working	appears	to	be	a	key	aspect	of	the	advanced	practice	
role.	

• There	is	some	development	of	collaborative	working	processes	within	the	
ACP	course,	but	this	is	almost	as	a	corollary.	

• The	collaborative	aspect	of	the	MSc	CP	has	a	number	of	benefits	in	terms	
of	developing	this	important	function.	

	
This	collaborative	'skill'	is	effectively	developed	through	the	CI	group.	At	one	
level,	working	closely	with	a	group	of	people	from	a	variety	of	backgrounds	
within	the	CI	group	is	in	itself	a	means	through	which	collaborative	skills	are	
developed.	There	is	also	a	'cultivating	collaborative	relationships'	competency,	in	
which	theoretical	material	underpinning	these	processes	is	explored.	Finally,	it	
seems	that	the	iterative	process	of	CI,	in	which	the	group	are	constantly	involved	
in	the	questioning,	challenging,	and	exploration	of	an	individual’s	thoughts	or	
ideas,	is	particularly	valuable	within	the	process.	Indeed,	a	number	of	the	
participants	commented	upon	the	way	in	which	this	process	has	now	become	
embedded	within	their	day	to	day	practice.	
	
At	first	reading,	there	is	a	great	deal	of	similarity	between	the	learning	from	
other	students,	and	working	collaboratively	codes.	There	are	however	subtle	but	
important	differences.	The	former	code	primarily	reflects	the	process	of	working	
collaboratively,	whereas	the	latter	focuses	upon	the	outcome	i.e.	an	enhanced	
collaborative	ability	which	may	be	taken	forth	as	a	tool	in	practice.	For	this	
reason,	I	have	retained	both	codes	within	my	collaborative	learning	category.	
	
In	the	diagram	I	have	distinguished	between	three	aspects	of	collaborative	
learning:	
	

• That	which	takes	place	as	a	consequence	of	CI	
• That	which	occurs	simply	as	a	corollary	of	group	cohesion	within	a	

conventional	course	of	study	
• That	which	occurs	within	the	clinical	practice	environment	(which	may	or	

may	not	have	been	deliberately	facilitated)	
	
Working	collaboratively	has	a	bidirectional	arrow	as	it	is	both	process	and	
outcome.	The		process	is	integral	to	learning	from	other	students,	but	the	
collaborative	working	developed	here	is	of	great	utility	to	the	advanced	
practitioner.	Collaborative	learning	really	emerges	strongly	within	the	data	 	
why	aren’t	we	making	more	of	it	in	education?	
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[Memo	20/2/15]	
	
Knowledge	Integration	
	
I	have	been	again	looking	at	the	way	each	category	relates	to	each	other	as	part	
of	the	axial	coding	process.	All	the	categories	link	synergistically	with	the	core	
category	A	Personal	Knowing,	and	I	was	worried	that	I	was	going	to	create	an	
ever	more	complex	web	of	relationships	between	them.	It	was	at	this	point	that	I	
realised	that	the	underpinning	social	process	that	links	all	these	elements	to	the	
core	category	is	in	fact	Knowledge	Integration	(KI).	
	

• KI	takes	place	through	Collaborative	Learning	
• It	is	mediated	by	the	Catalysers	and	Inhibitors	identified	
• KI	takes	place	through	Reflective	Learning	
• A	pedagogical	experience	in	which	KI	is	optimal	is	reflected	within	the	

Learner	Journey		
	
	
[Memo	13/9/15]	
	
Categories	
	
I	have	written	up	my	categories,	and	have	a	theoretical	model/substantive	
theory	that	I	am	reasonably	happy	with.	There	was	however	one	issue;	I	was	
unhappy	with	the	‘Learner	Journey’	category.	In	all	honesty,	I	had	been	unsure	
how	to	label	the	category,	but	I	have	been	diagramming	again,	and	I	can	see	that	
each	of	the	elements	 	ensuring	that	formal	learning	is	integrated,	helping	
students	to	think	on	a	different	level,	effectively	facilitating	clinical	skills	 	they	
are	all	about	helping	students	to	make	connections.	I	have	now	relabelled	this	
category.	It	is	interesting	that	with	the	‘contrived’	label	I	was	struggling	to	make	
the	theory	work,	but	now	I	have	moved	things	along,	the	theory	just	seems	to	
‘click’	together.	
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Appendix	6	-	Analytical	Diagrams	
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Appendix	7	–	Key	Issues	Summary	
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Appendix	8	-	Interviews	with	Course	Leaders	
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[Interview	with	MSc	Clinical	Practice	Award	Leader	(AP);	conducted	18/7/13]	
	
Q1.	What	were	you	seeking	to	achieve	with	the	course?	
	
AP	
Yeah.	What	we	were	trying	to	do.	I	think	you	can	answer	that	question	in	a	few	
ways.	One	is	we	were	developing	a	course	as	part	of	a	HEI.	And	the	school	had	
been	asked	by	clinical	nursing	managers	to	produce	a	course	that	would	support	
the	development	of	certain	members	of	staff.	At	that	point	in	time	there	was	an	
increase	in	the	appointment	of	people	to	posts,	which	were	outside	the	
traditional	nursing	roles	that	required	advanced	skills,	competence,	or	
capabilities.	But	that	those	roles	weren’t	uniform,	they	were	occurring	in	a	lot	of	
different	contexts,	a	lot	of	different	clinical	areas	of	practice.	And	the	roles	
themselves	and	what	they	were	seeking	to	achieve	were	quite	different,	quite	
often.	So	we	were	trying	to	develop	a	course,	and	the	expectation	was	that	it	
would	be	at	Masters	level,	and	that	it	would	last	2	years,	that	would	take	people	
out	of	their	practice	for	a	certain	amount	of	time	and	as	a	consequence	for	the	
managers	make	them	more	effective	at	their	job	and	make	them	more	able	to	
continue	their	development	in	their	job.	So	that	was	one	aspect	of	what	we	were	
trying	to	do	-	we	were	trying	to	get	a	course.	Another	way	of	looking	at	it	is	as	a	
HEI,	where	our	business	is	giving	people	certificates	for…	and	taking	money	off	
them.	And	we	were	seeking	to	give	people	a	Masters	degree	and	the	belief	of	the	
people	involved	was	at	least	many	of	the	people	who	came	to	us	asking	for	a	
Masters	degree	would	already	have	the	kinds	of	abilities	that	were	required	to	
be	identified	as	Masters	level	work.	We	were	encouraged	in	that	belief	by	the	
publication	of	the	Higher	Education	Initiative	for	Wales	competency	grid,	which	
sought	to	identify	what	the	differences	are	between	people	at	degree	level	and	
people	at	Masters	level.	And	while	it	included	the	usual	stuff	about	academic	
analysis	and	synthesis	and	evaluation	etc.,	it	also	included	al	lot	of	broader	
competencies	for	want	of	a	better	word.	And	identified	how	those	would	be	
characterized	at	being	at	Masters	level,	and	that	grid	supported	our	belief	and	
informed	our	belief	that	many	of	the	people	who	were	already	doing	these	kinds	
of	jobs	were	working	at	a	Masters	level.	So	in	that	sense	what	we	were	doing	was	
verifying	people’s	Masterly	abilities	and	certificating	the	fact	that	they	were	
working	at	Masters	level.		
	
MD	
Yes,	so	rather	than	performing	some	form	of	training…	
	
AP	
Transformation…	
	
MD	
Essentially,	it’s	more	about	actually	surfacing	the	knowledge	that	was	already	
there	yeah?	
	
	
	
	



	356	

AP	
That’s	right.	Yeah,	because	in	order	to	give	somebody	a	Masters	degree	you	have	
to	be	able	to	demonstrate	that	they’ve	achieved	certain	outcomes.	And	our	belief	
was	that	many	of	those	outcomes	would	already	be	achieved	at	the	start	of	the	
course.	Now	that	sort	of	compromised	us	a	little	bit	as	educators	because	it	could	
transpire	that	we	were	taking	people	onto	the	course,	giving	them	a	certificate,	
and	nothing	else	would	have	changed.	At	the	end	of	it.	And,	while	we	could,	from	
a	business	point	justify	doing	it,	as	an	educationist	we	wouldn’t	want	to	be	
associated	with	something	like	that,	that	was	just	about	certificating	people’s	
practice	rather	than	actually	changing	it.	Changing	their	potential	to	practice.	So	
that	was	a	risk	we	were	taking	in	effect,	that	we	might	be	doing	that.	Another	
concern	that	we	had	was	that	many	of	the	courses,	at	least	many	of	the	course	
that	we	run,	could	be	seen	as	bringing	people	out	of	practice,	giving	them	
academic	knowledge,	and	putting	them	back	into	practice	in	the	hope	that	the	
academic	knowledge	would	have	some	currency,	would	potentially	affect	their	
practice	in	some	sort	of	way.	And	what	is	assessed	on	those	courses	is	people’s	
understanding	of	ideas	and	their	application,	but	not	necessarily	how	they	
practice.	So	the	other	aim	the	course	had	was	for	the	first	time	in	our	experience	
that	we	would	be	assessing	that	people	were	practicing	at	Masters	level	as	the	
outcome	of	the	course.	And	that	was	perhaps	the	most	radical	thing	that	we	were	
trying	to	do	and	the	most	ambitious	thing	that	we	were	trying	to	do.	Okay,	so	
those	are	probably	our	main	aims.	Now	of	course,	and	it	is	important	that	it	is	
understood	that	it	we	rather	than	I.	Because	you	talked	about	the	individual	who	
runs	the	course,	and	developed	the	course.	I	joined	that	process	at	a	certain	
point.	It	had	already	developed	to	a	certain	degree	at	that	point.	And	my	role	in	
the	team	was	that	of	chairman.	To	sort	of	bring	together	ideas	and	turn	it	into	
something	solid	and	specific.	So	there	were	a	lot	of	people,	a	lot	of	other	people	
involved	who	came	with	certain	beliefs	about	education,	and	I	think	saw	this,	as	I	
did,	as	an	opportunity	to	develop	a	course	that	was	an	expression	of	our	beliefs	
about	education	and	practice.		
	
	
Q2.	Course	Philosophy?	
	
MD	
Okay,	Yeah.	And	that	brings	us	on	nicely	to	the	course	philosophy	stuff.	So,	if	you	
wouldn’t	mind	just	articulating	for	me	what	some	of	those	beliefs	are	in	terms	of	
professional	education.	
	
AP	
Well	I’d	reiterate	one	of	those,	and	that	is	that	courses	can,	to	varying	degrees,	be	
concerned	with	how	people	practice	on	a	day-to-day	basis.	And	that	was	a	
fundamental	part	of	the	what	you	would	call	‘philosophy	of	the	course’.	We	
wanted	to	get	our	hands	dirty	in	a	sense,	with	practice.	We	wanted	the	course	to	
be	about	practice.	It	was	to	be	an	MSc	in	the	clinical	practice	of	the	person	who	is	
enrolled	on	the	course.	
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And	of	course	each	person’s	practice	is	different.	So	it’s	already	got	this	plurality	
about	it.	Yeah?	It’s	not	convergent,	in	that	it	wasn’t	that	we	had	a	set	list	of	very	
specific	ways	of	practicing	that	everyone	who	comes	into	the	course	has	to	be	
able	to	demonstrate.	There	were	outcomes,	there	were	competencies,	but	they	
needed	to	be	fairly	broad	and	about	level	of	practice	rather	than	about	specific	
actions.	
	
MD	
Yeah,	behaviours,	competencies,	that	are	very	outcome	based.	
	
AP	
Yeah.	And	we	were	informed	in	that	process	by	the	definition	which	I	see	that	
you	have	already	made	mention	of	in	your	work,	by	Gonczi.	Competency	can	be	
in	professions.	That	is,	it	is	not	just	concerned	with	the	performance,	but	is	
concerned	with	the	performance	in	a	particular	context,	and	that’s	an	important	
part	of	it.	And	that	performance	is	informed	by,	and	shaped	by,	attitudes,	beliefs,	
ethical	considerations.	So	it	is	this	bringing	together	of	a	very	broad	range	of	
qualities	of	the	person	in	the	performance	of	some	kind	of	task	in	a	specific	
situation.	That	helped	us	to	be	able	to	express	the	course	in	terms	of	what	it	was	
seeking	to	achieve,	what	the	outcomes	would	be	-	a	broad	definition	of	
competence.	So	there	were	those	aspects	to	the	philosophy.	Another	important	
part	of	the	philosophy	was	that	it	was	informed	by	the	collective	beliefs	about	
education,	learning,	of	the	people	who	were	involve	in	the	development	of	the	
course.	And	there	was	at	that	point	in	time	quite	a	wide	belief	in	ideas	that	were	
broadly	Rogerian	about	education	and	learning	being	concerned	with	the	whole	
person.	And	about	our	role	as	teachers	being	concerned	with	the	facilitation	of	
that	rather	than	creating	or	producing	that	learning.	And	underlying	that	I	think,	
importantly,	a	view	of	motivation	in	learning,	that	is	incongruent	with	a	lot	of	
approaches	in	learning.	A	lot	of	approaches	in	learning	concern	themselves	with	
motivating	the	learner,	and	an	important	part	of	the	Rogerian	attitude	is	that	
healthy	people	will	learn.	
	
MD	
Or	are	internally	motivated…	
	
AP	
It’s	an	integral	part	of	what	we	are.	You	don’t	even	have	to	think	of	it	in	terms	of	
what	is	it	in	the	person	that	motivates	them.	It’s	a	fundamental	feature	of	people,	
that	we	go	about	or	lives	constantly	learning.	Yeah?	In	the	same	way	that	we	
breathe	and	mobilize	and	so	on.	Learning	is	a	key	thing	we	do.	So	that	has	a	
consequence	of	trust	in	the	student	as	well.	That	you	can	trust	the	student	to	
take	ownership,	to	take	responsibility	for	their	own	learning.	That	is	helped	by	
the	fact	that	we	are	recruiting	people	onto	the	course	who	were	professional	
practitioners	to	whom	professional	practice	is	very	much	about	providing	a	
service	to	other	people.	And	trying	to	excel	in	providing	that	service.	Constantly	
improving	and	being	responsive	to	the	needs	of	their	clientele.	So	I	think	that	
that	Rogerian	attitude	towards	people	and	learning	was	an	important	part	of	it.		
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MD	
Okay.	Because	of	that	quite	innovative	approach	and	way	of,	although	ostensibly	
it	is	said	that	in	adult	education	we	view	students	in	an	andragogical,	Rogerian	
context,	whether	or	not	that	is	really	the	case	is	open	to	debate.	But	taking	that	
kind	of	particular	approach,	and	that	kind	of	being	really	embedded	within	the	
whole	philosophy	of	the	course,	challenges	in	terms	of	validation	of	the	award?		
	
AP	
Yeah.	That	belief	about	learning	is	something	that	is	not	something	that	is	easy	
to,	if	you	regard	that	as	a	theory,	one	way	of	looking	at	theories	is	that	they	are	
things	that	can	be	proved	or	dis-proved.	That	kind	of	theory	about	learning	can	
rarely	be	tested	and	proved	in	that	sort	of	positivist	way.	Where	you	get	a	
convincing,	where	you	can	say	to	somebody	“look	I	can	prove	to	you	that	
Rogerian	theory	works,	that	it’s	true	about	people”.	So	it	is	a	belief,	it’s	a	leap	into	
the	unknown.	So	the	course	was	accepted,	I	think,	by	all	the	people	involved	in	
developing	it	as	an	experiment,	as	something	that	could	fail	as	well	as	succeed…	
	
MD	
Okay…	
	
AP	
[Laughs]	It	could	fail	in	the	process	of	seeking	validation,	and	even	if	it	got	
validated	it	could	fail	in	its	implementation.	Yeah?	It	could	be	rubbish!	It	could	
end	up	being	rubbish.	It	could	fall	short	of	our	aspirations	by	just	ending	up	as	a	
certificating	process,	and	not	making	any	change	in	people,	but	it	could	fail	even	
to	achieve	that.	And	we	had	a,	we	quite	fancied	doing	that.	Taking	that	chance	
and	experimenting,	and	testing	our	beliefs.	Really.	In	a	way	proving	the	theory.	
So	yes,	we	anticipated	that	it	would	be	a	difficult	process,	and	because	of	that,	
because	we	were	aware	it	was	very	difficult,	we	did	a	lot	more	than	we	would	in	
most	courses	to	test	it	out	on	other	people.	So	we	sought	out	people	who	were	in	
their	outlook	much	more	positivist,	and	got	them	to	challenge	the	course	and	so	
on.	It	was	quite	surprising	though	that	some	of	the	key	figures	in	the	
management	of	the	school	were	quite	supportive	of	the	initiative.	I	think	the	
beliefs	that	underpin	the	course	were	dear	to	their	hearts,	but	managers	are	
always	pragmatists	 	it’s	the	art	of	getting	things	done,	not	the	art	of….	It’s	not	
about	ideology,	it’s	about	pragmatism.	So,	it	was	a	gamble.	We	tested	it	out	and	
we	realized	that	we	needed	to	articulate	not	just	what	the	course	was,	but	the	
process	by	which	we	arrived	at	the	course.	So	it	was	quite	a	big	document	with	
quite	a	lot	of	records	of	the	whole	process	by	which	we	arrived	at	the	course	as	it	
was.	How	we	landed	on	Cooperative	Inquiry	(CI)	as	a	process,	and	there	was	a	
study	conducted	on	the	potential	of	CI	as	a	pedagogy	if	you	like,	although	it	is	
more	than	a	pedagogy,	you	know,	it’s	a	philosophy	about	how	people	adapt	to	
their	lives,	how	they	investigate	and	work	in	their	experienced	world.	So	it	was	
quite	difficult	but	we	prepared	ourselves	very	well.	It	probably	said	a	lot	more	
about	the	beliefs	that	were	informing	it	than	most	courses	do.	
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MD	
Yeah,	yeah.	Well	certainly	that	was,	in	terms	of	a	review	of	the	documentation,	
and	of	this	course	versus	the	other	course	that	we	are	looking	at	in	this	study,	
that	was	something	that	came	through	very	clearly.	There	was	a	lot	more	about	
the	kind	of	process	and	the	why.	There	was	an	equal	amount	of	weighting	in	
terms	of	the	outcomes	and	the	competency	element	and	that	sort	of	stuff	was	all	
in	there,	but	there	seemed	to	be	a	lot	more	explication	of	the	underlying	
processes,	and	I	guess	that	fits	in	with	what	you	are	saying	about	the	need	to	sort	
of	clearly	articulate	that	in	order	for	it	to	go	through	the	validation	process.	
	
AP	
It	wasn’t	just	being	self	indulgent,	and	you	know,	verbose.	It	was,	really,	putting	
the	assessment,	the	validation	panel	in	the	position	where	they	would	either	
have	to	say,	“we	embrace	your	beliefs	about	education	but	you’re	clearly	unable	
to	operationalize	them”,	or	“that	we	disagree	with	your	fundamental	beliefs,	but	
if	those	beliefs	were	grounded,	this	course	would	do	it”.	[Laughs]	So,	put	them	in	
the	position	either	of,	um,	yes,	because	we	felt	that	their	legitimate	role	was	in	
saying	this	course	will	or	won’t	work.	And	I	think	to	make	the	philosophy	and	the	
application	of	that	philosophy	explicit,	meant	that	it	reduced	their	options	to	pick	
holes.		
	
	
Q3.	How	has	the	course	developed?	
	
MD	
So	the	course	has	been	running	for	quite	a	few	years	now.		
	
AP	
I	think	we	are	on	our	thirteenth	cohort	now.	
	
MD	
Yes,	so	its	had	a	fair	run,	and	in	that	period,	if	you	think	about	when,	the	initial	
inception,	and	you	went	through	those	processes	and	you	began	with	those	first	
tentative	CI	groups.	Looking	at	what	is	happening	now,	how	do	you	think	things	
have	changed,	and	how	do	you	think	it	has	developed?	Obviously	there	is	an	
element	of	reflexivity,	in	that	each	group	will	have	particular	characteristics,	and	
I	guess	that’s	something	that	is	important	to	be	responsive	to.	But	generally,	do	
you	think,	how	have	things	changed	since	day	one?	
	
AP	
In	terms	of	the	sort	of	things	that	would	appear	in	a	validation	document	and	so	
on,	not	much	has	changed.	The	only	thing	that	has	changed	significantly	is	the….	
the	most	important	thing,	the	outcomes	of	the	course.	The	clinical	learning	
outcomes	which	we	think	of	in	terms	of	competencies.	We	started	out	with	12	of	
those	and	now	we	have	9	of	those.	That	coincided	with	what	was,	at	the	time,	
called	the	‘Big	Bang’.	The	modularization	of	courses,	and	the	standardization	of	
the	size	of	credits	in	courses.	So	we	needed	to	do	something	from	that	point	of	
view.	It	also	coincided	with	work	being	done	at	a	national	level	in	identifying	
what	advanced	practice	was.		
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And	to	make	the	outcomes	as	explicitly	as	we	could	do,	congruent	with	those	
generally	accepted	ideas	about	advanced	practice.	That	was	to	give	us	the	
potential	in	the	future	either	to	adjust	the	course	so	it	would	meet	any	national	
standards	without	too	much	difficulty	or	to	enable	graduates	of	the	course	to	say,	
“I’ve	done	the	course;	these	are	the	outcomes	and	as	you	can	see	they	align	with	
these	outcomes	that	you’re	identifying	as	being	advanced	practice”.	So	in	terms	
of	the	structure	of	the	course,	obviously	that	was	the	significant	change.	In	terms	
of	the	delivery	of	the	course	that	really	evolved	out	of	the	first	cohort,	and	
subsequent	cohorts,	and	the	way	in	which	it	runs	now	has	been	shaped	by	that	
experience.	And	is	has	been	shaped	as	much	through	the	beliefs,	skills,	attitudes	
of	the	facilitators	as	anything	else.	The	facilitators	have	changed	as	a	
consequence	of	doing	this	course.	We	started	out	with	people	who	had	perhaps	a	
naïve	and	idealistic	idea	about	what	should	work.		And	those	people	have	
become	convinced	by	those	zealous	beliefs	that	they	started	out	with.	Those	
beliefs	have	been	confirmed	by	experience	and	I	think	our	attitudes	towards	
those	fundamental	ideas	about	people	taking	responsibility	for	their	own	
learning	and	the	nature	of	learning	and	so	on.	Those	have	been	confirmed	and	
made	more	strongly	held	as	a	consequence	of	doing	the	course.	One	of	the	
important	things	that	happens	is	we	have	more	trust	in	learners.		I	think	the	
people	involved	in	this	course	have	more	trust	in	their	learners	than	teachers	
involved	in	most	courses.		
	
MD	
I	guess	that,	I	am	sure	that	if	we	were	to	do	a	straw	poll,	we	would	have	people	
with	more	andragogical,	more	constructivist,	more	Rogerian	attitudes	to	
learning	and	teaching,	in	the	same	way	that	we	would	have	people	with	a	far	
more	behaviourist,	classical	pedagogical	approach.	But	I	guess	that	for	the	
facilitators	on	this	course,	it	has,	you	were	talking	about	it	in	the	way	of	an	
experiment	at	the	beginning.	It’s	that,	you’ve	had	the	data	from	that	experiment	
and	it	has	confirmed	your	beliefs	about	the	nature	of…	
	
AP	
Supported..	
	
MD	
…individuals,	and	learning	and…	
	
AP	
Supported	those	beliefs.	And	I	think	it’s	a	bit	like	McGregor’s	Theory	X	and	
Theory	Y.	And	that	is	it’s	not	the	one	theory	is	right	and	one	is	wrong.	But	
however	you	orientate	yourself,	your	theories	become	confirmed	by	your	
experience.	But	your	behaviour	is	shaped	by	your	experience.	So	I	am	sure	that	
people	who	start	out	in	education	with	a	strong	belief,	an	honestly	held	belief	
about	behaviourist	approaches	will	find	that	their	beliefs	are	confirmed.		
	
MD	
People	strive	for	congruence.	
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AP	
Yes,	we	found	our	beliefs	about	education	confirmed.	By	this	course.		
	
MD	
Well,	I	have	kind	of	asked	all	the	questions	that	I	think	I	had	planned	to	ask.	Just	
to	explore	the	stuff	that	was	laid	forth	within	the	actual	documentation.	TO	get	a	
bit	more	of	a	feel	for	the	mindset	of	the	individuals	who	actually	set	that	course	
up.	I	acknowledge	that	you	were	one	of	a	number	of	people	who	kind	of,	well	you	
were	chairing	this	process.	Anything	else	that	you’d	like	to	add	in	relation	to	
your	ideas	regarding	the	course	and	its	creation,	its	philosophy,	and…	
	
AP	
It	doesn’t	matter	much	what	I	think	about	it	anyway.	What	matters	is	at	the	end	
of	the	day	is	what	the	students,	what	they	take	away	from	it,	and	I	would	
encourage	you	to	take	note	of	the	evaluations	of	not	just	the	students,	but	their	
managers	also	have	provided	us	with,	that	indicate	people	have	undergone	some	
kind	of	transformation.	That	they	are	able	not	just	to	practice	well,	but	they	are	
able	to	practice	in	a	much	more	conscious	way	were	less	is	taken	for	granted	and	
much	more	is	within	the	field	of	their	inquiry.	So	that	they	are	more	aware	of	
things,	they	question	things	much	more.	And	I	think	that	seems	to	be	a	safer	way	
of	people	practicing,	when	they	take	less	for	granted,	when	they	question	their	
own	practice.	And	they	question	it	not	just	in	terms	of	efficiency,	but	they	
question	it	in	terms	of	its	ethical	foundations	as	well.	What	they	are	trying	to	do	
and	look	at	themselves	as	practitioners	as	if	they	were	looking	from	the	
standpoint	of	another	person.		
	
MD	
I	think	with	any	kind	of	scheme	of	education	you	can	look	at	it	in	terms	of	
outcome,	and	in	terms	of	a	set	of	pre-ordained	behaviours	that	you	wish	
somebody	to	exhibit.	To	demonstrate	overtly.	Or	you	can	look	at	education	in	
terms	of	process,	and	a	transformational	process,	and	I	think	that’s	what	talking	
to	you	here,	looking	at	the	document,	what	seems	to	come	across	very	strongly	is	
this	focus	upon	process	and	internal	transformation.	And	those	behaviours	will	
be	as	a	corollary	of	that.	Would	you	concur	with	that?	
	
AP	
Yeah,	that’s	right.	I	mean	we’ve	got	no	control	over	what	people	do	in	their	
practice,	but	I	think	I’m	more	confident	about	the	practice	of	the	people	who	
graduate	from	this	course.	Because	I	think	they	practice	in	a	more	informed	way.	
They	believe	that’s	the	case,	their	managers	believe	that’s	the	case	as	well.	I	
mean	the	transformation	is	much	more	obvious	in	some	people	than	others.	But	
when	students	evaluate	the	effects	of	the	course,	that	sometimes	surprises	me	
that	some	people	who	seem	not	to	have	changed	as	fundamentally	as	others	
evaluate	it	very	strongly.	And	they	see	a	lot	of	change	in	themselves.		
	
[Interview	ends]	
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[Interview	with	MSc	Advanced	Clinical	Practitioner	Award	Leader	(PW);	
conducted	9/10/13]	
	
Q1.	What	were	you	seeking	to	achieve	with	the	course?	
	
PW	
I	came	on	to	the	course	at	quite	short	notice,	not	having	been	the	original	award	
leader.	I	was	initially	co-opted	in	as	part	of	a	module,	and	although	I	was	very	
interested	in	the	course,	I	knew	very	little	about	it.	Another	tutor	and	myself	
contacted	Bournemouth	University	and	they	were	wonderful.	We	did	go	down	to	
Bournemouth	 	their	course	was	based	on	RCN	research	and	they	had	a	medic	
and	a	very	experienced	tutor	there.	They	had	very	clear	guidelines	and	they	
wouldn’t	move	outside	those,	and	they	told	us	that	they	would	be	happy	for	us	to	
use	their	material	provided	we	kept	within	those	boundaries.	And	that’s	
basically	where	we	started.	So	we	went	in	blind	but	with	very	clear	
underpinnings	from	that	original	module.	What	happened	then	was	that	the	
award	leader	‘went’	and	there	was	no	one	to	lead	that	course,	and	because	of	my	
interest	in	practice,	I	went	for	it	and	was	given	it.	When	we	took	over,	the	course	
was	a	complete	mess.	We	had	students	huddled	around	computers,	trying	to	find	
their	own	way	of	giving	practice.	They	were	based	in	classrooms	and	we	had	the	
clinical	suite	downstairs	which	they	had	not	used.	The	premise	of	the	old	team	
was	that	they	(the	students)	had	to	find	their	own	way.	The	way	we	approached	
it	was,	“how	could	they	find	their	own	way	when	they	are	learning	medical	
skills?”	And	although	they	may	have	seen	it,	like	we	have	all	seen	doctors	
examining,	they	wouldn’t	have	the	underpinning	knowledge.	So	we	took	a	fresh	
start,	we	put	them	into	practice,	and	we	surrounded	it	by	theory.	
	
MD	
A	much	greater	structure	then,	yeah?	
	
PW	
Yes,	so	we	then	came	to	our	validation	from	the	team	that	we	now	had.	The	
validation	went	well,	it	was	tough,	but	we	always	took	the	line	that	we	wanted	to	
create	safe	practitioners.	That	was	our	mantra.	We	had	to	assure	ourselves	that	
the	people	we	were	sending	out	could	do	the	job.	Is	that	enough	do	you	think?	
	
MD	
Okay,	so	as	far	as	you	are	aware	then,	because	you	said	you	weren’t	the	original	
award	leader,	you	weren’t	there	when	it	was	incepted,	that	was	someone	else.	So	
as	far	as	you	were	aware,	was	it	that	the	health	boards	had	approached	the	
university	and	said,	“look,	we’ve	got	these	people	in	these	roles,	and	they	need	to	
have	‘training’	or?”	
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PW	
We	hit	that	later,	but	the	initial	point	I	believe	was	that	the	tutor	who	led	it	
brought	up	the	idea.	It	had	never	been	mooted	before.	However,	we	did	start.	
When	we	took	over,	we	had	nurses	who	were,	a	lot	of	them	were	just	
phlebotomists.	They	just	‘did	the	bloods’	before	the	doctor	came.		
Some	of	them	were	‘night	sisters’.	So	that’s	where	we	were.	We	took	over	and	
changed	this	look,	because	our	argument	was	that	if	you	want	to	be	an	advanced	
practitioner,	then	you	have	to	be	able	to	do	that	practice	full	stop.	We	then,	and	
this	was	probably	two	or	three	years	later,	when	all	that	stuff	was	going	on	about	
the	doctors	hours,	we	saw	the	push	from	the	health	boards	to	have	this	
‘advanced	being’,	but	we	were	in	advance	of	that,	we	were	well	in	advance	of	that	
push.		
	
MD	
So	essentially	then,	what	you	were	looking	at	there	is	you	wanted	to	graduate	
people	from	that	course	 	yes	with	a	particular	skills	set,	but	also	with	the	
underpinning	anatomy	&	physiology	knowledge,	also	a	broader	understanding	of	
the	whole	advanced	practice	milieu	yeah?	
	
PW	
Absolutely,	yes.	We	concentrated	in	those	first	two	years	on	clinical	practice,	and	
in	the	third	year	was	looking	at	the	more	abstract	and	trying	to	bring	in	problem	
solving	abilities	to	a	point.	Our	focus	was	always	problem	solving,	we	never	went	
in	without	that	approach.	So	for	example,	we	would	present	the	group	with	a	
patient	who	had	x,	y,	and	z,	and	we	then	expected	the	group	to	reach	why	the	
patient	had	presented	like	that.	Because	that’s	what	happens	in	practice;	you	
don’t	have	a	book,	you	have	a	patient	who	is	breathless.	So	we	always	looked	at	
that.	
	
MD	
So	it	was	driven	by	people’s	presentation,	rather	than,	“we’re	going	to	look	at	x	
system	today”.	
	
PW	
Absolutely.	
	
PW	
And	that	was	a	creed	within	all	of	the	module	teams,	and	our	other	mantra	Mark	
was	we	all	had	to	speak	from	the	same	hymnbook.	We	ran	into	big	problems	
with	one	member	of	the	team	who	kept	saying	this,	that,	and	the	other.	That	
taught	me	that	no	matter	what	they	thought,	when	we	were	in	front	of	these	
groups	we	had	to	be	singing	the	same	song.	The	difference	then	would	be	aired	
out	in	the	award	meetings.	Rather	than	one	tutor	saying	one	this,	and	the	other	is	
saying	that.		
	 	



	364	

MD	
Yes,	I	guess	that’s	very	conflicting	for	the	students.	You	don’t	have	a	huge	amount	
of	time	to	equip	people	for	(a)	any	advanced	practice	role,	and	(b)	if	we	think	
about,	you	had,	and	it	continues	to	be	quite	a	diverse	range	of	individuals.	So	I’m	
just	thinking	in	terms	of	the	‘skills	set’	and	you	know,	the	conditions,	and	the	
more	abstract	I	guess	is	easier	to	generally	apply.	Was	it	that	initial	
Bournemouth	framework	that	helped	you	to	decide?	Or	how	did	you	decide	
which	areas	you	would	concentrate	on	as	core?	
	
PW	
It	was	a	bit	of	both,	but	what	you’ve	got	is,	when	we	took	over,	the	previous	team	
used	a	Manchester	rating	scale,	which	was	used	by	medics.	So	the	students	had	
to	do	x	amount	of	hours	in	practice	under	the	supervision	of	a	medic.	And	that	
would	be	a	senior	medic.	And	they	had	three	assessments	throughout	the	year,	
and	on	that	rating	scale,	they	had	to	reach	a	level	above	7	in	each	category.	So	the	
categories	for	practice	were	pre-designed,	however	the	medic	we	had	attached	
to	the	course	that	also	teaches	in	the	medical	school	in	Cardiff	constantly	re-
evaluated	that.	So	our	advanced	practitioners	who	were	taught	on	the	course,	
every	year	we’d	look	at	those	scales.	Because	I	was	a	bit	worried	that	they	were	a	
bit	linear,	and	not	in	enough	depth.	So	I	was	personally	seeking	assurances	that	it	
was	the	right	level.	Now	the	feedback	was	that	our	students	were	of	the	level	of	
an	SHO	coming	out,	which	was	where	we	wanted	them	to	be.	But	every	year	we	
constantly	re-evaluated,	and	our	medic	was	constantly	giving	us	feedback	on	
those	rating	forms,	so	we	felt	confident	in	the	areas	that	we	had	chosen.	
	
MD	
Okay,	great.	So	initially	there	was	the	Manchester	proforma,	but	it	sounds	like	it	
was	quite	an	iterative	process	and	shaped	by	team	members,	but	also	shaped	by	
student	need	as	well.		
	
PW	
And	also	shaped	by	medical	development.	The	other	thing	we	had	of	course	was	
the	clinical	assessment	forms	that	the	students	carried	with	them,	and	that	broke	
down	each	system	in	minute	detail.	We	always	were	monitoring	those,	and	the	
medic	would	redo	those	for	us	every	year.	For	example,	if	we	were	doing	the	
respiratory	system,	and	some	of	the	examination	techniques	we	were	teaching	
were	absolutely	broken	down,	when	they	went	into	practice	and	the	medics	
were	saying,	“Well	we	don’t	do	these”,	we	still	kept	that	ground	level	because	
students	had	to	know	every	single	aspect.	What	we	would	say	was	when	you	are	
doing	a	dressing	for	the	first	time,	your	trolley	is	all	little	bits	of	this,	that,	and	the	
other.	Now	you	don’t	think	about	the	trolley,	now	you’ve	got	the	whole	thing	in	
your	mind.	But	Mark	(medic)	would	still	evaluate	those	points	and	say,	“right	we	
don’t	teach	that	in	medical	school”,	so	that	would	go.	For	me,	it	was	always	
moving,	the	course	was	always	moving.	It	never	remained	stale,	it	never	
remained	static.	And	that	was	because	of	the	team	we	had.	They	were	in	practice,	
they	were	advanced	people,	and	they	would	certainly	tell	us	straight,	which	was	
what	we	wanted.	They	would	tell	us,	“this	is	no	longer	of	use”,	and	for	good	
reason.	
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Q2.	Course	Philosophy?	
	
MD	
Okay.	Yeah.	That’s	fine.	So	you’ve	alluded	to	some	element	of	this	already,	but	
just	let	me	know	again	what	you	feel	the	overall	course	philosophy	was.	
	
PW	
Very	simple	and	clear	Mark	 	to	produce	a	safe	practitioner,	who	could	cope	with	
adversity,	who	wouldn’t	panic,	and	would	have	the	‘gumption’	to	refer	on.		
We	always	taught	them	to	think	wide.	So,	for	example,	if	they	were	giving	us	a	
diagnosis,	we’d	say,	“that’s	not	good	enough”.	If	you	haven’t	got	7	or	8	
propositions,	you	are	not	on	the	right	track.	And	we’d	ask	them	to	tell	us	how	
you	could	distinguish	between	those,	and	how	they	thought	that	wouldn’t	work.	
They	couldn’t	just	throw	this	out	because	they	had	an	idea	that	it	wouldn’t	be	
that.	They	had	to	prove	to	us	why	it	wasn’t	‘anaemia’.	You	know,	that	it	was	‘this’.	
And	basically,	it	was	all	about	safe	practitioners	who	were	current.	The	other	
thing	was	that	we	didn’t	want	them	to	stop	either;	we	engendered	in	them,	I	
believe,	a	sense	of	curiosity,	freshness,	wanting.	And	we	always	encouraged	
constant	feedback	from	mentors,	and	from	the	teachers	in	the	class	as	you	know.	
If	they	saw	someone	who	wasn’t	putting	their	hands	on,	you	know	we	would	
concentrate	on	that	person.	Find	out	why,	because	invariably	if	they	weren’t,	
they’d	come	down	in	the	OSCE’s.		
	
MD	
Yeah,	but	I	guess	ideally,	if	we	can,	the	OSCE	is	there	to	make	sure	that,	in	terms	
of	safety,	people	have	either	demonstrated	or	failed	to	demonstrate	the	
behaviours,	the	skills,	the	knowledge,	but	if	we	can	develop	that	beforehand	then	
that’s	the	ideal	situation	isn’t	it?	Rather	than	just	dropping	the	gate	there	and	
saying,	“well	sorry	you	haven’t	achieved	that	level”.	If	we	can	work	with	those	
people.	Okay,	great.	
	
PW	
I	just	want	to	add	to	that.	A	sense	of	excitement	and	thoroughness.	But	we	were	
working	towards,	which	was	taking	a	long	time,	OSCE’s	on	the	ward.	When	I	left,	
Julie	and	Wendy	had	fixed	that	so	we	could	do	that.	We	did	it	for	paeds;	they	did	
their	OSCE’s	on	the	ward.	But	because	we	only	had	two	or	three,	that	worked	
well.	But	that	would	be	a	wonderful	thing	to	do.	
	
MD	
That	brings	me	on	to	the	last	thing	question	here	really.	So	within	your	tenure	on	
that	course,	so	from	when	you	took	over,	and	it	was	a	bit	messy	at	that	point,	to	
when	you	finally	left	the	course,	how	did	that	develop.	How	did	things	change?	
How	long	were	you	the	award	leader	for?	
	
PW	
About	8	years.	
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MD	
Okay,	so	in	those	8	years,	things	started	to	move	on	in	a	positive	way.	So	how,	
over	that	8-year	period,	how	did	things	develop?	
	
PW	
I	learned	very	quickly,	that	this	group	needed	great	attention.	Much	more	so	
than,	although	I	always	paid	attention	to	groups.	And	we	did	have	some	very	
difficult	times,	especially	when	we	took	over,	but	we	also	had	difficult	groups,	
and	it’s	the	nature	of	them.	In	my	head	I	think	of	them	as	racehorses	that	need	a	
lot	of	nurture,	and	they	need,	they	are	a	different	beast,	and	the	groups	roll	and	
move	as	well.	You	get	the	usual	mix	in	there,	but	you	also	get	a	lot	of	over-
confident	people	who	come	in	believing	that	they	can	do	it,	and	they	get	shocked	
when	they	can’t.	You’ve	got	all	of	that	emotive	stuff	and	from	my	perspective	as	
the	award	leader,	I	would	always	go	in	and	see	them	each	year.	And	I	learned	to	
do	that	the	hard	way,	probably	because	of	the	difficulties	we	were	having.	So	I	
would	concentrate	on	all	years	and	each	group,	so	they	would	know	the	buck	
stops	here.	So	I	made	a	presence	of	me,	because	they	were	different.		
	
MD	
Yes,	they	were	working	at	the	higher	level,	but	as	a	consequence,	maybe	they	
were	a	bit	more	fractious.	So	you	had	to	be	there	to	provide	that	re-assurance.	
	
PW	
And	there	would	always	be	something	that	would	go	wrong	if	I	wasn’t	there.	So	I	
would	always	be	there	on	their	day,	even	if	it	were	a	day	that	I	wasn’t	teaching,	
and	I	would	try	and	pop	in	and	check	that	everything	was	okay.	Really	to	stop	
problems	arising.	So	that’s	from	my	perspective,	it	was	an	exciting	course	Mark	
to	deal	with.	It	kept	the	whole	team	on	their	toes,	which	was	good	for	us,	because	
you	can	get	in	a	backwater.	And	also	that	mettle,	that	debate,	that	level	that	you	
are	at	was	good	for	all	of	us,	I	think	I’ve	come	off	the	question	a	bit	now!	
	
MD	
It’s	all	valid!	So	you’re	really	saying	that	with	the	nature	of	the	learners,	that	
increased	level	of	input	was	essential	from	an	award	leader,	and	that	was	
something	you	developed	over	the	years.	Anything	else	in	terms	of	course	
development?	
	
PW	
The	medical	developments	we	kept	abreast	of	because	of	our	GP,	and	we	never	
really	had	any	medical	objection,	which	I	was	quite	shocked	about.	Only	once,	in	
all	of	that	time	did	I	have	an	overt	mumbling	of,	“who	were	these	people?”	The	
medics	were	really	supportive	all	the	way	through.	We	always	invited	the	
mentors	in	every	year,	because	we	didn’t	have	the	numbers	to	go	out	and	see	
them	in	practice.	They	would	come,	and	they	would	talk	to	us	and	bring	up	
things,	so	I	felt	confident	that	the	medical	side	of	things	was	on	par	with	the	
medical	school.		
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We	made	lots	of	changes;	when	we	interviewed	students,	we	always	asked	them,	
and	this	fascinated	me,	what	they	thought	influenced	practice,	and	there	was	
only	a	handful	who	people	who	could	answer	me	that.	So	we	evolved	this	
‘Influences	on	Practice’	module.	So	there	were	things	like	that.	The	dissertations	
were	always	clinical,	and	we	had	some	wonderful	pieces	of	work.	We	had	stuff	
from	the	paramedics	that	was	ground-breaking,	so	the	developments	clinically	
were	being	pushed	by	these	students.	They	were	questioning	all	the	time;	really	
pushing	the	boundaries.	It’s	not	the	course	it	was	when	I	took	it	over.	The	
students	did	change	us	as	a	course	as	you	would	expect.	A	paramedic,	we	had	a	
number	they	had	to	achieve	for	clinical	practice	that	was	very	sound.	But	he,	the	
paramedics,	totted	it	all	up	and	said	they	couldn’t	achieve	the	hours	we	had	set.	
Well	no	one	had	any	problems	previously,	and	the	medical	mentors	had	to	sign	
people	off	for	these	hours	and	had	done	so	in	the	past.	So	we	were	very	taken	
aback,	but	we	did	look	at	these	hours,	and	they	were	actually	right.	We	did	adjust	
them	though	to	make	it	more	practical	 	that’s	just	an	example	of	how	it	was	
responsive	to	the	demands	of	the	students.			
	
MD	
Lovely,	well	those	were	my	questions.	Do	you	think	there	is	anything	else	you’d	
like	to	add	in	terms	of	the	things	that	we	talked	about	 	the	course	philosophy,	
what	you	were	trying	to	achieve,	how	things	developed?	As	I	say,	I	have	looked	at	
the	validation	document,	but	it’s	good	to	have	this	as	well.	Are	you	happy	with	
what	we’ve	got	here	today?	
	
PW	
Well	you	know	what	validation	documents	are	like	 	I	mean	it’s	okay	for	a	
student	to	read	it	who	might	be	coming	on	the	course.	They	can	see	we	have	a	
focus	on	clinical	skills.	But	there’s	much	more.	The	main	thing	is	concentrating	
on	the	students’	worth,	and	getting	a	team	that	believes	in	the	same.	
	
MD	
Well,	that’s	lovely	then,	I’ll	just	knock	the	tape	off.	Thanks	very	much	
	
	
[Interview	ends]	
	

	

	

	




