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The education of health professionals needs to respond 
to new health challenges, health science developments 
and health needs of society to strengthen the health 
system. Frenk et al.[1] reported the findings of the Lancet’s 
Global Independent Commission into the Education of 

Health Professionals for the 21st century, and stated that the education 
of health professionals has not kept pace with the major challenges 
of providing health security to all. Some of the problems mentioned 
by the Commission include: poor teamwork; narrow technical focus 
without broader contextual understanding; mismatch of competencies 
with regard to patient and population needs; episodic encounters rather 
than continuous care; and predominant hospital orientation at the expense 
of primary care. The Commission believes that academic institutions 
are liable for these problems, as curricula are fragmented, outdated and 
static.[1] The training of healthcare professionals is indeed a challenge 
and needs to ensure that entry-level professionals are equipped with the 
necessary skills and competencies to provide the highest standard of care 
for their clients. In South Africa (SA), the Health Professions Council 
of South Africa (HPCSA) promotes the health of all South Africans 
‘by determining standards of professional education and training and 
setting and maintaining the highest standards of professional and ethical 
behaviour for its registered healthcare professionals’.[2] This is achieved by 
establishing and monitoring the standards of professional education and 
training of the different healthcare professionals and setting standards for 

professional and ethical conduct of qualified professionals registered with 
the HPCSA. The different professional bodies each have guidelines that 
determine the content of the different courses, but the core ethical values 
and standards for good practice are generic and apply to all healthcare 
professionals. The core ethical values and standards for good practice 
are respect for persons, beneficence, non-maleficence, human rights, 
autonomy, integrity, truthfulness, confidentiality, compassion, tolerance 
and justice.[3]

Training for the healthcare professions has to include a comprehensive 
approach that addresses the needs of all South Africans, including 
skills to provide health promotion, health prevention, and curative and 
rehabilitation services. Healthcare professionals also need to be trained 
in social and technical skills to work together as a team.[4] Since 1993, the 
healthcare system in SA has been expanded, transformed and revitalised, 
and parallel to this there have been major growth and developments in 
health science, professional education and training.[5] Concurrently, an 
increased understanding of the value and need to include inter-professional 
education (IPE) in the training of healthcare students has developed.[1,6] 
IPE is defined as: ‘When two or more professions learn with, from and 
about each other to improve collaboration and the quality of care’.[7] IPE 
can be utilised to prepare healthcare students for effective inter-professional 
practice, as it enhances their knowledge and understanding of the skills, 
roles and responsibilities of other healthcare professions and builds an 
awareness of the value and importance of collaboration and teamwork. 

Introduction. The training of healthcare professionals is faced with many challenges. To ultimately strengthen the health system, training has to 
respond to new health challenges, health science developments and societal needs. The Bishop Lavis Primary Health Care Project was established in 
1993 and led to the establishment of the Bishop Lavis Rehabilitation Centre (BLRC). The current inter-professional service delivery at the Centre is 
based on the World Health Organization’s International Classification of Functioning (ICF) model for holistic client-centred care. The objective of this 
article is to describe the students’ experiences of inter-professional education (IPE) through ICF-based activities at BLRC.
Methods. Data were gathered from a retrospective review of student feedback forms from 2010 to 2012. Content analysis was employed to identify 
key themes regarding IPE. 
Results. Inter-professional learning was found to occur spontaneously between the four allied health professions as a result of the ICF model-driven 
activities at BLRC. 
Conclusion. Feedback at the end of the students’ clinical placement was open ended and no information was asked specifically about IPE. More than 
half of the students spontaneously mentioned that learning about working in an inter-professional team as one of the highlights of their placement 
at BLRC, has prompted the sharing of this information. This article offers a potential framework (ICF) that fosters and supports the IPE philosophy 
in a clinical setting. 
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Effective inter-professional teamwork is one way to improve healthcare 
delivery and maximise healthcare outcome.[8]

The Bishop Lavis Primary Health Care Project[9] was established in 1993 
as a result of a partnership between the Faculty of Medicine and Health 
Sciences at Stellenbosch University (SU), Western Cape Government 
health authorities, City of Cape Town and Bishop Lavis community. The 
initial focus of this project was to assist with the reorientation of the 
healthcare services and deliver a comprehensive service. From the onset, 
an inter-professional approach was used involving nurses, family medicine 
practitioners, a physiotherapist, an occupational therapist, a social 
worker, a dietician and voluntary community workers. Establishment 
of community participation was an integral part of the project, where 
students and staff have worked together with community volunteers and 
the community health committee with regard to service, research and 
community development. The Bishop Lavis Rehabilitation Centre (BLRC) 
was established, which currently delivers an inter-professional service that 
includes physiotherapy (PT), occupational therapy (OT), speech-language 
and hearing therapy (SLT), and dietetic (DT) students and community 
volunteers. A number of successful, sustainable community-based 
intervention programmes and activities have been established through this 
partnership. These programmes are needs driven and initiated by BLRC’s 
inter-professional team in collaboration with the community, and are 
now independently managed by community members with support from 
BLRC. Examples of these programmes are the weekly stroke support group 
and bi-weekly exercise and aerobics group. The latter was established 
because of a need identified by the BLRC team for physical activity and 
weight management to enhance the wellness of community members. In 
partnership with the community, members were trained and helped to 
establish the aerobics and exercise group, which is now independently 
managed by a community member. 

The services rendered at BLRC are based on the World Health 
Organization (WHO)’s International Classification of Functioning (ICF) 
model[10] for holistic patient-centred care. The ICF model places the focus of 
assessment on ‘health’ and ‘functioning’ rather than ‘disability’ and ‘illness’. 
Based on the ICF model, the three domains of a client’s functioning, i.e. 
activity, participation and body functioning and structures, are addressed 
while taking into account the environmental and personal factors also 
influencing the client’s functioning.[10] Research by Kloppers[11] showed 
that a significant improvement in clients’ functioning is achieved with this 
approach. Prevention and promotion activities performed by the BLRC 
inter-professional team address these contextual factors. The Western Cape 
Department of Health’s plan for the re-engineering of primary healthcare[12] 
is currently being developed and focuses on teamwork and reaching clients 
in their home environments. The core services delivered to the Bishop Lavis 
community by BLRC already encompass this vision.[11] 

This article describes how this service allows students to be trained in 
an inter-professional manner to ensure optimal and holistic client and 
community rehabilitation. A description of the services rendered at BLRC 
explains the context in which the training takes place. 

Description of BLRC services
In 1993, members of the Faculty of Medicine and Health Sciences, 
SU, realised the need for a training platform within a community to 
give students an opportunity to become involved in and be exposed to 
primary healthcare and planning and delivery of healthcare services to 

a community, based on the needs of that community.[9,13] The services 
of BLRC are planned and managed by a full-time SU-appointed 
occupational therapist and physiotherapist with an inter-professional 
approach. Services and care facilities in the Centre are shared by all 
professions, which provides opportunities for informal inter-professional 
learning.

BLRC has developed services to address the health needs of the Bishop 
Lavis community and training needs of SU students. It started with only 
occupational therapy and physiotherapy services being delivered at the 
Centre and dietetic services at the community health centre, with sporadic 
contact for health promotion. Speech-language and hearing therapy services 
started intermittently from 1995, owing to the lack of a full-time speech 
therapist at the Centre. Since 2004, this service has been offered on a full-
time basis during student trimesters. From 2012, dietetic students formed 
an integral part of the services rendered at the Centre. Approximately 92 
students are trained at BLRC annually, with average placement duration of 
6 - 7 weeks per student. Table 1 gives a breakdown of the number of students 
per programme. The number of hours worked per student per week ranges 
from 20 to 40.

The generic aims for students’ involvement at BLRC are as follows: 
(i) developing an understanding of the role and responsibilities of 
the different members of the rehabilitation team; (ii) assisting in the 
rendering of a comprehensive therapy service to the Bishop Lavis 
community by developing an understanding of the humanity of clients 
and willingness to take holistic responsibility for clients – broader than 
the defined professional role of caring; (iii) enabling the development 
and adoption of ethical values and standards for good practice, i.e. 
respect for persons, beneficence, non-maleficence, human rights, 
autonomy, integrity, truthfulness, confidentiality, compassion, tolerance 
and justice, as prescribed by the HPCSA; (iv) providing the opportunity 
to gain training in community-based rehabilitation; and (v) providing 
the opportunity for engaging in inter-professional communication and 
co-operation.

The service rendered at the Centre and in the community by the four 
disciplines and community volunteers is based on the ICF model, which 
ensures a holistic approach to client care and community interventions. 
This is achieved by assessing clients’ and group members’ activity and 
participation needs and taking into account the environmental and personal 
factors that could influence performance. Intervention services are planned 
in a weekly inter-professional team discussion. Disciplines then co-ordinate 
their input according to the client’s needs to improve, adapt or maintain 
current functioning so that all involved can lead healthy and fulfilling 
lifestyles.

Table 1. Students trained annually at the Bishop Lavis Rehabilitation 
Centre 
Profession n Study year 

Dietetics 32 Fourth (final) year

Occupational therapy 12 Fourth (final) year

Occupational therapy 6 Third year

Physiotherapy 15 Fourth (final) year

Physiotherapy 18 Third year 

Speech-language and hearing therapy 9 Fourth (final) year 
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The service, and how it lends itself to being inter-professional, is explained 
as follows:
•	 Management of clients on a one-on-one basis. Students are encouraged 

to ‘shadow’ other professionals, with the clients allocated to them for 
management. They conduct joint treatment sessions so that clients receive 
comprehensive treatment where applicable. If more than one profession is 
involved in the treatment, the client’s name is added to the board in the student 
room and the names of the persons from the different professions involved in 
the client’s management are added to four columns next to the client’s name. 
This board facilitates communication between the different members of the 
inter-professional team. The goals for the client’s rehabilitation are discussed 
weekly with an inter-professional team and is facilitated by the occupational 
therapist and physiotherapist. Referrals to appropriate services not delivered 
at BLRC are also discussed and done as required.

•	 Therapeutic and rehabilitative groups. Clients receive holistic input 
from inter-professionally designed group programmes to address all their 
rehabilitation needs. Students have the opportunity to either present part 
of the programme or shadow other professionals presenting it.

•	 Home/work visits. As part of a client’s holistic rehabilitation, they are 
also treated in their home and work environment as needed. At least two 
different professionals should conduct the visit, which gives students the 
opportunity to experience the role/scope of other professions.

•	 Community outreaches. Training of home-based carers and volunteers, 
and health education talks, are planned and implemented inter-
professionally. Students of at least two of the four professions are 
responsible for the planning and implementation of this service. 
The national health calendar and four seasons of health-promotion 
documents are used for planning the monthly themes covered in health 
education. 

All administrative duties at BLRC are done in an inter-professional manner, 
e.g. documenting progress notes in one file per client, and co-ordinating 
the scheduling of clients’ appointments in diaries, as this ensures time- and 
cost-effective services.

Methods and analysis
This qualitative study describes students’ experiences of inter-professional 
learning. Data were obtained from anonymous student feedback forms. At 
the end of their clinical placement at BLRC, students were requested to fill in 
feedback forms as part of the quality assurance process to optimise learning 
opportunities.

The completion of student feedback forms is voluntary and anonymous 
and students were allowed to independently answer questions in a private 
area after completion of their final evaluation. The feedback forms contained 
open-ended questions about their learning experience at BLRC, e.g. 
highlights and barriers of the clinical placement. No specific questions about 
inter-professional learning were included.

Convenience sampling was employed and all students completing clinical 
placement at BLRC between 2010 and 2012 who handed in their forms were 
included in the study. A total sample of 124 out of a possible 209 students 
was obtained (DT: n=32; OT: n=46; PT: n=36; SLT: n=10). Ethical approval 
for using the data was obtained from the SU Health Ethics Research 
Committee (X13/12/018). The anonymity of the students was maintained 
throughout data collection and no identifying information was used on the 
feedback forms during analysis.

Credibility of the data collection process was ensured by employing 
triangulation of data sources, as the collection time spanned over 
3 years and consisted of four different groups of health professions 
students.[14]

These qualitative data were analysed by employing an inductive 
approach, and three key themes relating to inter-professional work 
were identified. Credibility, transferability and dependability were 
applied during the data analysis process to ensure trustworthiness 
of the findings. Credibility was obtained by applying theoretical 
triangulation through reviewing of the most recent literature 
confirming or contradicting the themes that emerged from the data 
analysis. The coding of data was done by one of the researchers not 
involved in the supervision of the students, and peer review by the 
other three researchers by generating their own code lists, which were 
then compared with those of the first researcher. These codes were 
discussed and altered until consensus was reached.[14]

Transferability and dependability were obtained by giving a detailed 
description of the participants, research methodology and setting to 
determine applicability to a different setting and by using a sample of 
convenience.[14]

Results
More than half of the students spontaneously answered that ‘working in 
an inter-professional team’ was a highlight of their placement at BLRC. 
Students felt that they learned a great deal about the role of other professions 
in the management of their clients and about the role of their profession. 
The three themes that emerged are described below and are illustrated by 
direct quotes from the different professionals.

Theme 1. Inter-professional teamwork
Inter-professional teamwork encompasses the important aspects of clear 
communication between all, learning to work with one another and to 
respect the input of all towards addressing the needs of the client. 

�‘Everyone gets an opportunity to give input on what would be best ... it felt like 
they did value our discipline in order to give the best to the patient.’ [DT, 2012]
�‘I have learned a lot ... how important it is to communicate so that the 
different professions can complement each other.’ [OT, 2012]
�‘To experience the way the multi-professional team should work together 
was a very good learning opportunity.’ [PT, 2011]
�‘A good learning experience to be put in that situation and learn how to 
work with other professionals.’ [SLT, 2012]

Theme 2. Role identity of own profession
This theme alludes to the important realisation by students of the scope of 
practice of their profession and affirmation of their career choice. 

 �‘During the meeting I realised that dietetics has a strong focus on 
treatment and prevention but also includes rehabilitation, whilst the 
physio, occupational and speech, language and hearing therapists' biggest 
focus was rehabilitation.’ [DT, 2012]

�‘Working with all the different professions ... I feel much more confident ... that 
OT is what I want to do and why it is such a fulfilling occupation.’ [OT, 2012]
�‘... helped me to learn in different ways, helped me to grow and 
contributed to my positive experience ... .’ [PT, 2011]
�‘Ultimately it made me a better therapist. It made me rethink my therapy 
goals and approach to therapy.’ [SLT, 2011]
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Theme 3. Role of other professions
The importance of learning from one another and to take cognizance of the 
role and inputs of other professions are highlighted in this theme.

�‘… was a nice learning experience where I got to see what other role-
players of the inter-disciplinary team do.’ [DT, 2012]
�‘Working with all the different professions’ students and seeing where 
everyone fits into the team.’ [OT, 2012]
�‘I enjoyed working with the multi-professional team and I was able to 
learn more about OTs and SLTs and when referrals might be appropriate 
in the future.’ [PT, 2011]
�‘Listening to other professionals and understanding what their role is.’ 
[SLT, 2012]

The activities mentioned by students within these themes, which they noted 
as contributing to their learning opportunity while doing practical training 
at BLRC, were weekly inter-professional team discussions, group therapy 
sessions, home visits and team socials.

Discussion 
At BLRC, the WHO ICF model is used because of its inclusive focus on 
health, well-being and functioning, ensuring optimal care for individuals 
and the community. The ICF is therefore also acknowledged internationally 
as being suitable for educational and training purposes. Although the 
different disciplines involved at BLRC have their specific scope of practice, 
the ICF model allows them to work collaboratively to achieve and provide 
holistic care for their clients. The use of the ICF model guided and 
aligned assessment and management of clients by students from different 
professions, and then assisted in the collaborative planning of the diverse, 
profession-specific, yet suitable, interventions.

The Lancet’s Global Independent Commission into the Education of Health 
Professionals for the 21st century suggests that inter-professional education is 
one of the methods that will ensure effective teamwork.[1] The three themes 
identified in this study describe professional attributes that are important 
outcomes of inter-professional practice as well as essential qualities to achieve 
optimal and holistic client care that is realised when using the ICF model. 
Through their inter-professional teamwork, the students reported that they 
had not only developed a strong understanding of their own unique role and 
expertise, but also respect for each other’s roles and contribution towards 
client care. The themes identified are not unique, as Nisbet et al.[6] also 
reported the vital role of IPE to assist students in developing effective inter-
professional communication and teamwork competencies. 

Further research is necessary to investigate the full potential of ICF as a 
framework to support the IPE philosophy in a clinical setting.

Conclusion
It seems as though the manner in which the Centre is managed, with 
weekly inter-professional team discussions, team socials, joint home 
visits and treatment sessions, with the ICF model guiding client-directed 
activities, spontaneously lends itself to IPE between students from different 
professions. ICF-based activities not only ensured a holistic approach to 
client care, but also facilitated students learning from other professions and 
about their own profession. 

No specific information was requested regarding IPE in the feedback 
forms provided to the students. More than half of the students spontaneously 
mentioned learning about working in an inter-professional team as one of 
the highlights while at BLRC, which prompted us to share this information. 
The value of this article is that it offers a potential framework (ICF) that 
fosters and supports the IPE philosophy in a clinical setting. Further 
investigation into the range and depth of this learning experience has been 
initiated.
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