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Abstract 
 
 

It is clear to many leading national organizations, such as the Institute of Medicine and other professional groups 
and accrediting bodies that learning in teams with other health professionals is an important way to improve the 
health and safety of the population. In response to these mandates, many interprofessional health education 
programs have been developed within universities with an academic medical center. Creating interprofessional 
educational programs is a challenge for nursing programs in universities that do not have a medical center.The 
program described here is an innovative teaching-learning approach which is both interprofessional and 
intercollegiate in nature. Participants include graduate students in nursing at a southeastern university without an 
academic medical center as well as second year pharmacy students from another southeastern university with 
academic medical center. The purpose of the program is to foster strong relationships and partnerships among 
health care providers to maximize the quality of patient care. 
 
  

The concepts underlying interprofessional education and practice are hardly new. A report of a conference on 
interrelationships of educational programs for health professions (Institute of Medicine [IOM], 1972) called for both 
interdisciplinary education and interdisciplinary patient care.The recommendations included development of methods 
to link education with practice realities, and development and use of educational models of interprofessional 
collaborationin the classroom and in the clinical area.Two IOM reports on quality and safety in the early part of this 
century: “To Err is Human” (IOM, 2000), and “Crossing the Quality Chasm” (IOM, 2001), gave rise to IOM’s second 
summit on the education of health professionals (IOM, 2003). At this summit, five competencies were identified as 
essential in the education of all health care professionals: 

 

• Patient-centered care; 
• Quality improvement; 
• Evidence-based practice; 
• Informatics; and 
• Interdisciplinary teams 

 

In 2009, the Interprofessional Education Collaborative (IPEC) was formed by members of the America 
Association of Colleges of Nursing, the American Association of College of Osteopathic Medicine, the American 
Association of Colleges of Pharmacy, the American Dental Education Association, the Association of Medical 
Colleges, and the Association of Schools of Public Health (Interprofessional Education, 2011). The purpose of the 
collaborative is to promote interprofessional learning experiences for health professional students. 
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IPEC appointed an expert panel with two members from each organization who were charged with 
development of recommendations for (a) a core set of competencies for interprofessional collaborative practice, and 
(b) educational practices to facilitate for achievement of the competencies.  The expert panel identified four 
competency domains: 

 

• Values/ethics, roles/responsibilities for interprofessional practice; 
• Roles/responsibilities; 
• Interprofessional communication; and 
• Teams and teamwork. 

 

 Interprofessional education (IPE) has been well-documented in the literature and there is clear evidence that 
that effective IPE leads to better collaboration in clinical practice (World Health Organization [WHO], 2010; 2013). 
Potential barriers to IPE include (a) professional culture and stereotypes, (b) inconsistent use and different 
understandings of language, (c) accreditation and curricula, and (d) knowledge of roles and scope of other health 
professions, with professional culture and stereotypes being the most frequently cited barrier. Facilitators of IPE 
include (a) the presence of leaders and champions, (b) administrative and institutional support, (c) mentorship and 
learning, (d) and shared vision or mission (WHO, 2013). In their analysis of IPE across the globe, WHO (2010) 
identified several mechanisms that shape effective IPE, including a resolve to change culture and attitudes of students 
and providers, willingness to revise existing curricula, and appropriate legislation that eliminates barriers to 
collaborative practice.Many interprofessional health education programs have been developed within universities with 
an academic medical center. Creating interprofessional educational programs is a challenge for nursing programs in 
universities that do not have a medical center. 
 

The Interprofessional, Intercollegiate Education Program 
 

The program described here is an innovative teaching-learning approach which is both interprofessional and 
intercollegiate in nature. The purpose of the program is to foster strong relationships and partnerships among three 
groups ofhealth care providers to maximize the quality of patient care. The program is also designed to provide 
intercollegiate opportunities for students to engage in interprofessional collaboration.  The program has been 
presented annually for fouryears, Participants include first year nurse practitioner and nurse aesthesia students at a 
southeastern university without an academic medical center as well as second year pharmacy students from another 
southeastern university withan academic medical center. Faculty include representativesfrom all programs and 
universities in which the participants are enrolled. 
 

Three modules are implemented across two semesters. These modules are adaptations of modules developed 
by faculty in the University of Florida’s Office of Interprofessional Education for their InterProfessional Learning in 
Healthcare course and are co-facilitated by faculty from that office. The modules include all elements of the four 
interprofessional education competency domains (Interprofessional Education, 2011) centered on safety, ethics, and 
determinants of health. In each module, students first participate in self-study using directed readings and online 
learning activities. Students then participate in face-to-face activities, including individual activities and 
interprofessional group solutions for problems related to the content areas using a case study approach. In the 
interactive sessions, students are placed in teams of 6-8 people, representing all of the disciplines. Groups are 
rearranged for each of the sessions to allow for differences in experiences.Students begin the interactive sessions by 
independently completing an individual readiness assessment test (IRAT) that measures how well they prepared for 
the session individually. The team then completes a team readiness assessment test (TRAT) that helps the student 
team learn how collaboration can increase the collective knowledge among team members.Faculty in the various 
disciplines facilitate interpersonal and communication skills between the students as they complete their group-
workrepresenting different health-care providers. 
 

Module one: Barriers to quality  
 

Module one focuses on creating a culture of safety. Individual learning activities include completion of three 
lessons from the Institute for Healthcare Improvement Open School’s Quality Improvement (QI) 101: Fundamentals 
of Improvement course (http://www.ihi.org/education/ihiopenschool/Courses/Pages/default.aspx). The required 
lessons are: Errors Can Happen anywhere and to anyone;Health Care Today;and the Institute of Medicine’s Aims for 
Improvement. 



12                                                                                 International Journal of Health Sciences, Vol. 5(1), March 2017 
 
 

During the group session, teams apply the content learned from these individual activities to a given problem 
scenario. After completion of the IRAT and TRAT, two quality experts guide the teams in evaluating a problem 
scenario. Each team has a different scenario. Teams are asked to: 

 

• Define the problem depicted in the scenario; 
• Identify barriers to quality within the scenario; 
• Identify broad QI strategies; 
• Develop an action plan consisting of prioritizing the strategies and identifying the most important first step  to be 

taken in solving the problem; 
• Present their action plan to the whole group.  

 

The day is completed with a debriefing by one of the quality experts who discusses the real world approach to 
the problem including cost issues and other barriers to the suggestions proposed by students. Module two: Ethics  
Module two focuses on creating a shared understanding of ethical codes and ethical dilemmas in clinical practice. 
Individual learning activities include completion of required readings on the ethical code of their discipline and on the 
bioethical principles of respect for autonomy, nonmaleficence, beneficence, and justice. Students are also asked to 
view a 21-minute film on the Tuskegee experiment. Students then complete an IRAT prior to attending the interactive 
session. During the group session, teams discuss their answers on the IRAT and complete the TRAT together, then 
share their answers with the entire group, engaging in discussion with other groups about their rationale. A faculty 
expert in ethics provides a brief overview of the bioethical principles and professional codes. Teams are asked to apply 
the content learned to a given problem scenario. Each team receives a different scenario. Teams are asked to: 
 

• Identify the primary ethical problem depicted in the scenario 
• Specify the professional codes and bioethical principles that are violate 
• Determine the next action steps 
• Present their decisions and rationale to the whole group. 

 

Module three: Health systems and inequalities  
 

Module three focuses on creating a shared understanding of social and health-level system factors affecting 
determinants of health. Individual learning activities include watching “Unnatural Causes …Is Inequality Making Us 
Sick,” a four-hour documentary series exploring racial and socioeconomic inequalities in health 
(http://www.pbs.org/unnaturalcauses/).Students are also asked to readthe associated discussion guide. During the 
group session, teams apply the content learned from these individual activities to a given problem scenario. After 
completion of an IRAT and TRAT, two quality experts guide the teams in evaluating the scenario. Each team has a 
different scenario. Teams are asked to: 
 

• Identify the problem depicted in the scenario; 
• Discuss the disease 
• Discuss factors that increase health disparities generally and impact care; 
• Discuss other individual and community-level factors impacting the problem;  
• Identify broad strategies to increase care and decrease disparities; 
• Develop an action plan consisting of prioritizing the strategies and identifying the most important first step 
to be taken in solving the problem and the strategy with the most potential impact; 
• Present their action plan to the whole group.  

 

The day is again completed with a debriefing by one of the quality experts who discusses the real world 
approach to the problem including cost issues and other barriers to the suggestions proposed by students. 
 

Evaluation of The Program 
 

Student participation 
 

 Two sessions are completed in the one semester of study and the last one is in the following semester. Both 
family nurse practitioner students and first year pharmacy students are required to participate in all three modules as 
part of their coursework. Within the courses, students are only graded on participation and not the material presented.  
Due to scheduling conflicts,participation by nurse anesthesia students has been limited to the first two sessions. The 
nursing and pharmacy students evaluate the sessions at the end of the semester as a part of the course evaluation.  
Specific comments about the sessions are generally positive. 
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Facilitators  
 

Previously identified facilitators of interprofessional education include shared vision, leaders and champions, 
mentorship and learning, and administrative and institutional support. (Lawlis, Anson, & Greenfield, 2014; WHO, 
2013). The program described here enjoyed elements of all of these facilitators. Certainly there has been a shared 
vision between faculty champions of all four programs and at both universities. Collaborative planning begins early 
and all faculty and group facilitators remain flexible and attempt meet the changing needs of students and programs. 
The education and mentorship provided by personnel from the Office of Interprofessional Education at the 
University of Florida have been invaluable to the success of the program, as has the administrative support from the 
University of North Florida School of Nursing and the University of Florida College of Pharmacy. 

 

Barriers  
 

Similar to what has been found in most previous studies, the largest barriers encountered were institutional in 
nature (Lawlis et al., 2014). Scheduling was a particular challenge. With several programs and two universities 
included, finding a date and time that worked for everyone, including travel time, was difficult.  The sessions took 3-4 
hours to complete, plus the time taken to commute and park, which added stress to already full schedules. From the 
pharmacy students’ perspective, driving to another university and then finding parking at the other institution was 
often a challenge. The fact that some of the facilitators also travel from another city added to the scheduling 
difficulties.  

  

A second institutional barrier had to do with overall commitment to the program on the part of the students 
and the academic programs in which the students were studying. Understanding and valuing interprofessional 
education and commitment to its implementation varied over the four years of implementation of the program. In the 
first year, two other graduate level health majors were involved in the planning: physical therapy and nutrition and 
dietetics. Because of changes in faculty within the programs and changes in the programs themselves, these students 
participated only marginally in the first year and not at all thereafter. Participation was required for all pharmacy 
students as part of their coursework and this requirement was included in the course syllabus. Participation in the first 
two sessions was required for all nursing students (nurse practitioner and nurse anesthesia) enrolled in an advanced 
pharmacology course. However, the third session, which occurred the following semester, was only required of the 
nurse practitioner students. The fact that participation was mandatory, but not graded, may have had an impact on the 
value the students placed on the process.  

 

Discussion 
 

The facilitators and barriers found with this program – scheduling and logistics, valuing and commitment on 
the part of programs, faculty and students - are not unlike those previously described in the literature and synthesized 
in the review by Lawlis et al. (2014).The faculty and facilitators continue to work to overcome or at least minimize the 
identified barriers. Faculty are also exploring the feasibility and logistics of expanding the program to include 
additional professional students from these two institutionsand potentially others. Barriers identified in the review 
(Lawlis et al., 2014) that were not evident in the program described here include biases, lack of respect, and turf 
battles. These potential impediments to interprofessional collaboration will be critically appraised as the program 
expands to include additional professionals. “Many health science professionals have been exposed to a 
monochromatic view of education that is lecture-based and behavioristically driven,” said Erik Black, Ph.D., an 
assistant professor in the College of Medicine department of pediatrics and the College of Education School of 
Teaching and Learning. “That is not necessarily where medical education is going. Today, there is a growing emphasis 
on small group learning, team-based learning and constructivist principles of instruction and learning.” (“UF 
Education,” 2011) The bottom line is, interprofessional education provides students with the ability to practice shared 
decision-making, manage conflicts and show flexibility when working with other professionals. Ultimately, joint 
learning opportunities for students from different disciplines and universities will result in more collaborative practice 
skills when these students become health professionals, and this, in turn,should help lead to higher quality, safer 
clinical care.  
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