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A B S T R A C T

Experiential learning is widely used in health courses to develop students' clinical skills. Students act as models
for demonstrations of practical techniques and work in small groups to practise clinical skills. These classes
present a number of ethical challenges including removing clothing, physical touch and disclosing personal
information. The aim of this study was to ascertain the views of nursing and allied health regulators and pro-
fessional associations regarding the need for a national framework to facilitate ethical experiential learning in
health courses. Ten semi-structured interviews were conducted either face-to-face or by phone and their audio-
recordings transcribed verbatim for thematic analysis. Students' willingness to participate as models was taken-
for-granted by educators. Risks to students' wellbeing were considered minor and outweighed by the benefits of
experiential learning. The increasing diversity of students enrolled in health courses has increased awareness of
students' rights, including choosing not to participate in some learning activities. Ongoing cycles of curriculum
review provided an opportunity to respond to changing social values, including increased collective awareness
and respect for, students' rights, cultural diversity, professional standards, and risk/benefit analysis of all student
activities. There is a need for a national framework to guide ethical experiential learning in practical classes.

1. Introduction

Experiential learning has been an important component of health
courses for decades (Braunack-Mayer, 2001; Hendry, 2013; Hilton and
Barrett, 2009; Wearn et al., 2008) and includes practical and laboratory
classes where students learn clinical skills, and simulated and actual
clinical placements. This paper focuses on the ethical conduct of prac-
tical classes where students develop their clinical skills. In these classes
students are called upon to act as models in class demonstrations of
practical techniques, and in peer-assisted learning where students work
in pairs or small groups to practise skills such as interview techniques,
taking vital signs, performing functional movement assessments, and
practising treatment techniques. Participating in experiential learning
can involve students removing part of their clothing, physical touch or
disclosure of personal information. Accompanying these experiential
learning activities are inherent ethical challenges that have been ex-
acerbated in recent years by the keenness of students to video record
segments of practical sessions and demonstrations, sometimes without
consent, for review at a later date. Additionally, demonstrating and

practising treatment techniques on student models, who do not require
treatment, exposes students to risk of injury. Experiential learning could
expose teachers and institutions to possible litigation for failing to en-
sure their students' welfare.

Social learning theories offer a useful framework for understanding
health education practices. In practical classes, students learn from
class tutors and student peers. Social learning theories such as those
developed by Vygotsky (1978) and Rogoff (1990) explored the process
of skill acquisition when learning new skills with guidance from a more
capable ‘other’. Vygotsky held that guided action was a precursor to
independent action: what individuals could achieve with assistance
today they would be able to do independently tomorrow. Rogoff de-
scribed guided participation as both explicit efforts to guide learners in
development and tacit communication and arrangements (contextual
guides) that are embedded in the practical and routine activities of
daily life. The combination of explicit guidance (e.g. briefing students
before they practise specific techniques) and tacit prompts (e.g. role
modelling) provide a bridge from a learner's current understanding and
skill development to new and possibly improved ones. Rogoff's
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description of learning as a social process highlights the centrality of
tutors and student peers to student learning in practical classes. Inter-
acting with peers allows students to learn in practice contexts through
validating and sharing information, shared decision-making and
brainstorming ideas (Parboosingh, 2002).

Learning experiences need to be as close to real life as possible so
that students see their relevance, become curious, and take charge of
their own learning (Boud and Miller, 1997). Experiential learning has
particular relevance for students enrolled in health courses. Healthcare
practices are complex, dynamic and experiential phenomena that are
embodied in, and transformed through, individual performances, and
grounded in the ethical aim of doing good for others (Patton and Higgs,
2014). They are informed by the specific knowledge base of the pro-
fession that comes to life through practice performances (Kemmis,
2012). Ryle (2009) highlighted an interdependent relationship between
practice performance or bodily actions and knowledge development.
This understanding of an embodied dimension of practice performances
resonates strongly with healthcare practices with many assessment and
treatment interventions involving physical actions. This inter-
dependence suggests that meaningful learning in healthcare practi-
tioner education can be achieved through students actively practising
techniques, often on each other.

Practical classes are opportunities for modelling ethical behaviour
in performing clinical skills and establishing an ethical culture in
practical classes. Cultivating the kind of behaviours and attitudes re-
quired for ethical healthcare practice needs to begin from students'
earliest experiences in practical classes. According to Rouse (2007),
embodied action, which includes bodily dispositions or habits, can be
sustained over time because it is inculcated in the continuing disposi-
tions or habits of individual agents. Participation in peer learning also
supports the development of students as effective team players who are
capable of forming meaningful professional relationships and colla-
borative problem solving (Baldry Currens and Coyle, 2013).

A number of ethical challenges can arise when students learn clin-
ical skills in practical classes. Students' attitudes to experiential learning
are well documented in the literature (Barnette et al., 2000; Braunack-
Mayer, 2001; Chang and Power, 2000; Outram and Nair, 2008; Wearn
and Bhoopatkar, 2006; Wearn and Vnuk, 2005). Most students from
western cultures accept that peer physical examination of non-intimate
body regions forms a routine part of their learning. However, some
students feel pressured to participate or to join particular groups despite
feeling embarrassed or uncomfortable (Delany and Frawley, 2012;
Hurley et al., 2002; Marley, 2009; Roberts, 2008; University of
Queensland, 2015). Students are also concerned that acting as a model
or practising on fellow students can affect their relationships (Hilton
and Barrett, 2009; Rees et al., 2005). Gender, religion, age, culture,
ethnicity and body image have all been found to influence students'
willingness to participate in peer examination in clinical skills classes
(Barnette et al., 2000; Chang and Power, 2000; Rees, 2007; Rees et al.,
2009; Reid et al., 2012). Students may also feel frightened of being
harmed during an examination by peers or that they may cause harm to
a fellow student (Rees et al., 2005).

There has been a growing concern about the ethical implementation
of experiential learning in medical education since the 1990s
(Braunack-Mayer, 2001), culminating in calls for a national policy
(Koehler and McMenamin, 2014; Nulty, 2012). These concerns are also
shared by nursing (Hilton and Barrett, 2009), physiotherapy (Delany
and Frawley, 2012) and health science disciplines (Hendry, 2013). The
University of Queensland's peer examination policy (Koehler and
Schafer, 2014) appears to be one of the few policies in Australian health
courses explicitly addressing these concerns.

Fourteen healthcare professions are registered in Australia by the
Australian Health Practitioner Regulation Agency (Australian Health
Practitioner Regulation Agency, 2013). Registration boards appoint
accreditation agencies to assess programs of study. Non-registered
professions are governed by the National Code of Conduct for health

care workers, which sets minimum standards of conduct and practice
for all unregistered health care workers (COAG Health Council, 2015).
Governance of professions and professional training also relies on
professional associations who act as key agencies for disseminating
changes in government policies, for continuing professional education
and political lobbying with government agencies and health insurance
companies. The use of experiential learning in health programs is
widespread and yet accrediting and regulatory agencies to date have
had little interest in this aspect of health curricula. This aim of this
study was to ascertain the views of representatives from nursing and
allied health professional associations, accrediting bodies and regis-
tration boards regarding a national framework for the ethical conduct
of experiential learning in health courses.

2. Method

2.1. Research design

This research is located in the field of social constructivism (Crotty,
1998; Lincoln et al., 2011; Martens et al., 2010). Subjective meaning of
experiences is sought and created by individuals. These meanings are
formed though lifetimes of experiences, interactions with others and the
historical and cultural influences on people's lives (Creswell, 2013). The
researcher's aim is to interpret others' experience of the world. Our
extensive literature review and the research team's personal experi-
ences as teachers of clinical skills confirmed the absence of policies and
procedures in this area: only one Australian university policy was lo-
cated (University of Queensland, 2015). The sample for the study was
chosen to ascertain the views of regulators, accrediting bodies and
professional associations on the ethical conduct of experiential learning
and whether such matters were in the purview of the agencies they
represented. The professions included in the study were sufficiently
diverse to offer a wide range of perspectives: two non-allied health
registered profession (nursing and midwifery), four allied health re-
gistered professions (chiropractic, occupational therapy, osteopathy,
physiotherapy), and one non-allied health non-registered profession
(paramedicine).

2.2. Data collection

The research team contacted 11 professional associations, accred-
itation bodies and registration boards to inform them of the project and
invite representatives to participate in a semi-structured interview of up
to 1 h's duration. Ten invitations were accepted. Participants were
health professionals who were likely to be well aware of the ethical
issues that can arise in practical classes when students act as models for
their peers. They were also in senior professional positions with the
opportunity to contribute to policy development. The semi-structured
interviews were developed from the literature and sought information
about participants' personal experiences with experiential learning
during their own professional education and their views on the need for
a national framework to guide ethical conduct in practical classes. They
were also asked about the role of their respective regulating or pro-
fessional body in ensuring ethical conduct of teaching practices and
their advice on how to maximise uptake of any such framework (see
Appendix 1). The participants were required to sign an Interview Par-
ticipant Consent Form before undertaking the interview. All four re-
searchers conducted the interviews: two were face-to-face and the re-
maining eight were conducted by telephone. Interviews continued until
the information emerging from interviews became redundant (i.e.
theoretical saturation was achieved). This occurred within the ten in-
terviews from the identified professional groups and no further inter-
views were sought.

S. Grace et al. Nurse Education in Practice 34 (2019) 56–62

57



2.3. Data analysis

The adoption of a qualitative content approach to data analysis
enabled the researchers to probe participants' responses. As a research
method, qualitative content analysis allows for subjective interpretation
of text data through a structured process to reveal themes and cate-
gories (Hsieh and Shannon, 2005). This structured process for sub-
jective interpretation also ensures study credibility. To initiate the
process audio-recordings of the semi-structured interviews were tran-
scribed verbatim. Then, through a progression of reading and re-
reading the data to identify concepts or codes (first order analysis), an
iterative process of interpretation and analysis was commenced in-
dependently by two of the researchers (SG, LS). Key words and sig-
nificant statements of meaning were then formulated and organised
into clusters. The two researchers then applied their individual in-
ductive and later deductive analysis to identify patterns and allow
themes in the data to emerge (higher order analysis). Once each re-
searcher had completed their analysis, they compared findings to
achieve consensus. The research team then met to discuss this pre-
liminary analysis and continue deliberation until major overarching
themes were agreed.

2.4. Ethical considerations

The research had ethics approval from the researchers' institute
(Approval number: ECN 15–310).

3. Findings

Interviews were conducted with participants from seven disciplines
(chiropractic, nursing and midwifery, occupational therapy, osteo-
pathy, paramedicine and physiotherapy) as indicated in Table 1.

Three key themes emerged from the data analysis: (1) Taken-for-
granted pedagogical assumptions; (3) Changing social, cultural and
professional values; and (3) Ethical conduct of experiential learning.

3.1. Taken-for-granted pedagogical assumptions

Experiential learning was widespread in health professional
training. The authenticity of experiential learning where students had
the opportunity to act both as practitioner and patient was viewed as an
integral part of their education:

When most staff begin thinking about teaching physiotherapy, they
think about it being experiential, as authentic-as-they-can-be ex-
periences for students … actually engaging in the experience of
what therapy might look like. (Participant 9)

Using students as models for their peers and for class demonstra-
tions created fertile ground for discussions about ethical practice, in-
cluding such topics as informed consent, privacy, risk-benefit analysis
and questions of practice authenticity. One participant talked about the
role of experiential learning in ensuring that students understood

informed consent ‘as an ongoing dialogue and not just a written
document’ (Participant 7). Experiential learning also provided teachers
and tutors an opportunity ‘to model ethical, professional and culturally
sensitive approaches’ (Participant 9). Whether they were aware of it or
not, teachers and tutors not only demonstrated how to perform clinical
assessments, treatment techniques and other clinical skills but also the
way a member of the profession interacted with patients and others.
Their experiences, actions, demeanours and communication styles
presented a model of practice that could be compared to students' own
ethical values and incorporated into students' repertoire for future
ethical practice. Students could practise how to speak to patients in a
professional way in preparation for future practice.

… if a patient does have a reaction to treatment during the treat-
ment time, how do you manage that? What are the processes you go
through? How do you talk to them? And if you have had experience
of that in a student clinic, or in a student setting, then you're more
likely to deal with that in a professional way. (Participant 7)

This strong support for experiential learning as fundamental to
students' learning meant that it was assumed that all students would be
willing to participate as models in class. Great importance was placed
on students being able to appreciate the healthcare experience from the
patient's perspective, to feel what it was like to be a patient, and to
cultivate empathy and respect for patients.

It's almost subconscious, I suppose, because you always see [stu-
dents acting as models]. That's part of your experiential learning,
and that's always there as a requirement. I do expect to see it.
(Participant 5)

Students gain … a greater insight and appreciation of what is hap-
pening and what needs to happen so that as a patient you experience
that. It's important to appreciate what a patient feels. (Participant 2)

Typical practical classes comprised a demonstration, often using a
student as a model, followed by practical sessions when students
worked in pairs or small groups to practise the procedures and tech-
niques that had been demonstrated. Students would take turns acting as
practitioner or patient, which often required some degree of disrobing.
Participants used this learning strategy largely because it had been
integral to their own education. Participants did not appear to question
its use or relate it to any educational theory, but rather conducted
classes in the way that they had always been conducted in their dis-
cipline. They took it for granted that experiential learning was a sound
pedagogical strategy, despite potential student discomfort.

I think it was probably a little bit of a shock that first year and
probably a situation that a lot of females didn't really feel comfor-
table with, but it was just an expectation that that's what we had to
do. So you just have to do it. (Participant 6)

It was also assumed that all students knew what to expect, were
willing to act as models, were happy to physically touch and be touched
by other students (often all other students in the group), and would be
respectful of others' bodies. However, participants acknowledged that
students often found those experiences ‘challenging’ or ‘confronting’,
particularly with regard to exposing their bodies in class.

Participation in activities often means disrobing. Students are more
emotionally conscious about that than we were in our day. But the
idea of having to disrobe in front of others in the class - I think that's
probably emotionally challenging. (Participant 3)

Participants recalled some confronting experiential learning ex-
periences from when they were students:

Your peers look at you and judge your physicality. (Participant 10)

I remember being a model … and having to do that Hallpike man-
oeuvre … multiple times, over and over again and my middle ear

Table 1
Disciplines of participants.

Discipline Professional
association

Professional
accreditation body

Professional
registration board

Chiropractic x x
Nursing and

midwifery
x x

Occupational
therapy

x

Osteopathy x x
Paramedicine x
Physiotherapy x x
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has never been the same since. (Participant 3)

The widespread use of experiential learning strategies was under-
pinned by taken-for-granted assumptions regarding the pedagogical
value of and student willingness to participate in such strategies and
largely ignored instances of student discomfort. Experiential learning
was ingrained in the culture of teaching for health professions, evi-
denced through the repetition of teaching practices that teachers had
experienced as students and assumed to be pedagogically valuable.

3.2. Changing social, cultural and professional values

Curriculum, learning and teaching practices were described as
constantly evolving. Participants frequently referred to ongoing ac-
creditation reviews and curriculum renewal. The review cycle enabled
learning and teaching practices to respond to changing social values,
including increased collective awareness of, and respect for, students'
rights, cultural diversity, professional standards, and risk/benefit ana-
lysis of all student activities.

I've kept close contact with the people at […] uni and I know that
they keep evolving how they handle the situation [students' rights in
experiential learning]. (Participant 1)

Participants also identified clinical skills that were no longer con-
sidered appropriate and consequently had been removed from the
curriculum, of managing classes where students were from diverse
cultural backgrounds, and of changing course accreditation require-
ments.

I can remember in the late ‘70s and early ‘80s, when I did extensive
peer training, that we used to do cannulation on each other. Now,
the activities that involve touching other people are usually the non-
invasive procedures. (Participant 8)

I don't think some of the procedures are practised anymore. I'm
pretty sure they don't go through the prostate exam. (Participant 2)

Changing social and cultural norms meant that teachers and tutors
were sometimes faced with challenges to their assumption that all
students would willingly participate as models (e.g. when students were
from non-Western cultural backgrounds). Resolution of these situations
varied along a broad continuum, including provision of screens or
clarifying the importance of student participation, as illustrated in the
following quotations:

It's a challenge when students haven't wanted to disrobe for religious
or cultural reasons … Staff are still able to have students participate
in experiential learning by setting up screens and various other ways
that students can feel that they still participate and gain that
learning experience. (Participant 3)

Others were less willing to make adjustments for individual stu-
dents:

I call it critical incidents, one of them involving a Muslim student,
and she was reluctant to have the men in the class practise on her.
She just wanted to practise on other girls. So we just had a chat at
the start of the class and I made it clear … no one was going to be
forced to do anything that they didn't want to do. But by the same
token, practising involves a partnership, and that the person you're
with needs to be practised on, and needs to practise on you and that
could not be limited to just females. Every student had to practise on
males as well as females because that's what the license to practise
entails. (Participant 1)

However, it was clear that changes in social values and the cultural
diversity of the student population was challenging the way that ex-
periential learning was traditionally viewed and enacted.

Cultural, religious, even trauma background - different things like

that probably make some people more susceptible to being at risk to
… being upset or distressed by [experiential learning] (Participant
6)

The thing that came to our attention was the increasingly multi-
cultural nature of our classes and that it was not acceptable for some
cultures to participate in some of those exercises [palpating abdo-
mens] (Participant 5)

Another change was brought about by the availability of mobile
phones in practical skills classes. Some participants spoke of an implicit
trust among student peers. However, it appears that students sometimes
betrayed that trust and took unauthorised photographs and videos
during practical classes and sometimes posted them on social media.
Participants knew they had to be ‘more aware of phone and media
technology and photographs [in class]’ (Participant 6). Some teachers
had increased their vigilance in practical classes and found the need to
discuss the use of mobile phones in the context of ethical behaviour.

Curriculum review enabled teaching practice to change to reflect
current professional practices. Teachers' and tutors' responses to ethical
challenges to their assumptions that all students would be willing
participants in practical classes varied along a broad continuum, largely
informed by their individual and professional values. However, despite
this variation all responses ultimately resulted in students' participation
in experiential learning, albeit in modified ways.

3.3. Ethical conduct of experiential learning

Participants were all members of registration boards, accreditation
agencies or professional associations. They were interviewed because of
their broad knowledge of their respective professional curricula and
standards. According to participants, registration boards were re-
sponsible for setting high level rules and guidelines for entering and
remaining in the profession (e.g. practitioners' codes of conduct and
complaints mechanisms). Accreditation councils were seen as re-
sponsible for high-level professional standards for program approvals
and program curricula. The role of the professional associations was, in
part, dependent on whether the discipline was registered. For those
disciplines that were not registered, the professional associations took
on similar responsibilities as the registration boards. While these pro-
fessional bodies were not primarily concerned with actual delivery of
individual classes and student activities within them, they reportedly
provided high-level oversight of curricula including teaching and
learning activities. Participants assigned responsibility to ensure ethical
experiential learning to individual universities.

I don't think the accrediting body has any role [in ensuring ethical
experiential learning]. That is seen as the education providers' re-
sponsibility. (Participant 4)

Despite this, participants were unaware of any university or
teaching institution who had developed policies or training for teachers
and tutors that specifically addressed the ethical issues associated with
experiential learning. In the absence of a university or faculty policy
teachers and tutors often called on their peers for advice:

… from time to time issues arise about cultural sensitivity or be-
havioural issues … there are all sorts of occasions like that where
staff get together and talk about how these situations ought to be
managed. Even things like what should students be wearing in
clinical simulation classes, what should they be wearing in the
clinic, even when they're treating each other, and how should they
behave under those circumstances. (Participant 1)

In response to questions about the need for a national framework to
guide ethical experiential learning in health courses, nine out of ten
participants indicated that some form of guideline or framework would
be beneficial for all concerned, including academics, students, profes-
sions and future patients. A framework for ethical experiential learning
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could be referred to in accreditation guidelines and/or promoted
through webpages (e.g. as a published report uploaded on their web-
pages). Such a framework could provide broad principles that could be
applied to all health disciplines. Typical comments included:

Some kind of guideline would be welcomed by the academic com-
munity to guide all teaching practices. (Participant 9)

For the framework to be considered to have application it could be
part of the accreditation information pack to the higher education
provider saying that this is considered best practice or an acceptable
state of practice for demonstration, examination or simulation ac-
tivities. (Participant 8)

While registration boards and accreditation councils provide high
level practice rules and guidelines, individual educational providers
take responsibility for the implementation of ethical experiential
learning sessions. In the absence of university policies and professional
development regarding the delivery of ethical experiential learning
sessions, development of a framework or guidelines would be of benefit
for all concerned.

4. Discussion

This research confirmed the widespread use of experiential learning
in the disciplines represented by the research participants, and that
experiential learning remains a primary pedagogical strategy in these
health courses, as reported in the literature (Braunack-Mayer, 2001;
Hendry, 2013; Hilton and Barrett, 2009; Wearn et al., 2008). The social
process of learning from and with tutors and student peers in practical
classes was strongly endorsed as enabling students to learn in practice
contexts through their shared experiences and communication
(Parboosingh, 2002). Practical classes were seen as opportunities for
cultivating the kind of behaviours and attitudes required for ethical
clinical practice. Students learn to adopt their professions' cultures and
behaviours from their teachers, tutors and senior students, including
the ways in which experiential learning is implemented in practical
classes. According to Rouse (2007) developing ethical clinical practice
begins from students' first practical classes and their ethical dispositions
and habits are inculcated by repetition over time.

4.1. Taken-for-granted pedagogical assumptions

Also highlighted in this research was an assumption that all students
were willing to act as models, disrobe in class and disclose personal
information, as the participants had been expected to do during their'
own pre-professional education. Although participants could recall
their own experiences as students in health courses - some of them quite
disconcerting (Your peers look at you and judge your physicality
(Participant 10)) - they were mostly unaware of the concerns raised in
the literature about coercion, equity and respect for cultural, gender,
and age diversity (Delany and Frawley, 2012; Rees, 2007; Rees et al.,
2009).

4.2. Changing students' attitudes and expectations

This research also highlights that the taken-for-granted pedagogical
practices of experiential learning are being challenged by changing
ethical and social expectations, student attitudes and behaviours, and
the impact of diverse cultural values and beliefs. According to partici-
pants, both teachers and students were being called on to accommodate
individual students' willingness to participate in experiential learning.
Participant 3, for example, described setting up screens to protect stu-
dents' modesty, while Participant 1 described how a student only
elected to fully participate in class after the necessity of experiential
learning to her success in the course had been explained to her.
Solutions to such challenges were being devised in the absence of

evidence-based policy or guidelines from their universities.
Despite ongoing reviews, it appears that nursing and allied health

curricula have not fully kept pace with changing students' attitudes to,
and expectations of, ethical experiential learning. For some educators,
even their own harrowing experiences (e.g. Participant 3 reported on-
going problems that resulted from being a model for a class demon-
stration) did not modify the way that experiential learning classes were
conducted, or how the learning environments were set up for students
in practical classes. There was evidence of curriculum change in matters
of invasive procedures like cannulation, and internal coccyx or prostate
examinations that were no longer being taught or practised. However,
such changes may be associated more with changes in scopes of practice
than with concern for student welfare. Ensuring that all students are
aware of requirements to complete the practical components of their
courses before they enrol (Rees, 2007; Wearn and Vnuk, 2005) and
ensuring that all students give their written informed consent before
participating in experiential learning are strongly recommended in the
literature (Braunack-Mayer, 2001; Outram and Nair, 2008).

4.3. Ethical conduct of experiential learning

The aim of this study was to ascertain participants' views on the
need for a national framework that would ensure the ethical conduct of
experiential learning in health courses. It is timely to consider this given
that demand for experiential learning is likely to increase as it addresses
the diminishing opportunities for clinical placements where students
can learn ‘at the bedside’. However, increasing use of experiential
learning also increases risk to the wellbeing of students (Rees, 2007;
Rees et al., 2009), and therefore the risk of litigation to universities
should they fail in their duty of care to students. Even so, the level of
risk involved in experiential learning was considered very low by par-
ticipants. While they identified areas of risk such as students feeling
uncomfortable, peer pressure for students to participate, and even
coercion (‘There's a fair amount of coercion for students to participate.’
Participant 3), they felt that the advantages of this approach to student
learning outweighed this risk.

Although participants thought that the responsibility for ensuring
the ethical conduct of experiential learning lay with individual teaching
institutions, it was clear that in a number of cases this responsibility had
not translated into policies that specifically dealt with the ethical issues
associated with experiential learning and changing students' attitudes
and expectations. Consequently, teachers and tutors could be left to
manage these issues in an ad hoc fashion and were often reduced to
doing so after the event through discussions with peers who could
provide suggestions based on their experiences of similar situations.

The widespread use of experiential learning in health courses and
the generic nature of the ethical issues that can arise call for an inter-
professional approach to developing an evidence-based national fra-
mework to support health educators to develop curricula for ethical
practice that align with professional codes of conduct. Although a
number of studies have reported results of surveys of health students,
particularly medical students (Chen et al., 2011; Reid et al., 2012;
Tolsgaard et al., 2014), the views of students from other health pro-
fessions and from teachers and tutors in higher education institutions
need to be more thoroughly canvassed. One survey of nursing and
midwifery educators in the UK (Hilton and Barrett, 2009) was located
in a narrative review of 35 papers on experiential learning (Grace et al.,
2017). The authors (Hilton and Barrett, 2009) highlighted the desire of
many higher education institutions for clear guidelines on safe, effec-
tive and ethical experiential learning. The authors suggested further
insights from students were needed, along with observational studies on
the delivery of ‘peer practice learning’ and a detailed evaluation of the
ethical and legal issues associated with it.

The primary role of registration boards is to ensure that practi-
tioners adhere to professional standards. Accreditation agencies un-
dertake responsibility for ensuring the quality of education programs
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that produce graduates eligible for registration. They could therefore
encourage widespread adoption of a national framework for ethical
experiential learning. Those professional associations that also have a
course-accrediting function could encourage adoption of the framework
in a similar way. Those that did not (e.g., Osteopathy Australia) could
encourage its adoption by promoting accredited training programs,
publishing relevant reports and journal articles on their websites and
social media outlets, and funding further research in this area. All
participants in this study reported that their regulating agencies and
professional associations delegated the delivery of programs to the
higher education institutions where students were enrolled. Thus their
role in ensuring adoption of the framework would be to encourage, or
even mandate, that such a framework be consulted when curricula are
being developed. A national framework could provide broad principles
applicable to all health disciplines. A framework for ethical experiential
learning could:

• Ensure respect for students' rights
o Allow students to choose to participate or opt out and provide
alternatives (Koehler and McMenamin, 2014; Outram and Nair,
2008; University of Queensland, 2015)

o Allow students to choose their own groups (Hendry, 2013;
McLachlan et al., 2010)

o Inform students about what to expect in practical classes and what
to wear (Rees, 2007; Wearn and Vnuk, 2005)

o Obtain written informed consent (Braunack-Mayer, 2001; Outram
and Nair, 2008)

• Prepare educators for ethical pedagogy for experiential learning
o Provide training for new tutors and demonstrators to clarify what
is expected of them and where to get support (McLachlan et al.,
2010)

• Contribute to curriculum quality assurance and review cycles
o Collect and incorporate feedback from students and staff to im-
prove the quality of teaching practice and enhance the student
learning environment (Hendry, 2013)

• Reduce the risk to universities of failing to ensure their students'
wellbeing/rights
o Develop and implement policies and procedures to ensure ethical
experiential learning (Koehler and McMenamin, 2014)

4.4. Limitations of the study

As with all qualitative research, the findings of this study are con-
text dependent and not intended to be generalised. However, the
findings may have relevance to other contexts where students are en-
gaged in experiential learning. In this study four researchers conducted
the interviews and two researchers initially analysed the data in-
dependently before all researchers met to discuss and refine their
findings until consensus was reached. This process was designed to
limit potential biases. Furthermore, the findings of this study of health
regulators were consistent with those that had also been reported from
surveys of students and in other studies (e.g. a survey of clinical edu-
cators conducted by the same group of researchers). The scope of this
research was limited to regulators and professional associations of
seven health professions. Further research could compare perspectives
of regulators, students and educators from other disciplines.

5. Conclusion

Experiential learning in nursing, chiropractic, occupational therapy,
osteopathy, midwifery, paramedicine and physiotherapy was found to
be a widespread and largely taken-for-granted pedagogical practice.
Participants described the continuation of the same pedagogical ap-
proaches that they had experienced themselves as students. While risks
to students' wellbeing were identified, the benefits of this primary
pedagogical approach were deemed to justify any discomfort

experienced by students. Consequently, experiential learning practices
largely continue in their traditional form and assumptions that all
students willingly participate in all experiential learning activities go
largely unquestioned.

The increasing diversity of students enrolled in health courses has
brought greater awareness of students' rights, particularly the right of
students to choose not to participate in some learning activities. In some
cases, but not all, modifications, like the use of screens in the practical
room, were made to accommodate students' requests. Participants
supported developing a framework that could be used by universities to
guide ethical practices in practical class and to ensure that all students'
rights are respected.
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Semi-structured interview guide

• Demographic data:
o How long have you been a member of [ ] association/accrediting
body? What is your role in the association/accrediting body?

• Perception of current practices in experiential learning when
students act as models
o How extensive would you consider experiential learning to be in
the health curricula you have reviewed?

o Have you observed examples of good practice when students act
as models in practical classes?

• Perception about the value of a framework for ethical peer-
assisted learning/experiential learning
o In your role as a representative of [ ] association/accrediting
body, have you observed any guidelines or frameworks that en-
sure peer-assisted learning/experiential learning is conducted in
an ethical way?

o Are you aware of any guidelines for frameworks from your pre-
vious practice or teaching experience?

o Do you think there is a need to develop a framework of experi-
ential learning in health? (explore reasons for opinion)

• Maximising uptake of FEEL
o What role does your association/accrediting body have in making
changes to teaching practices?

o How has that been achieved?
o If a framework for ethical experiential learning in health were
developed, how could we encourage schools and teachers to take
it up?
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