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ABSTRACT 

Interprofessional education is an educational tool which provides the opportunity for 

students from two or more professions to learn side-by-side about their roles and responsibilities 

and to develop skills in cooperation, communication, and collaboration.  Although 

interprofessional education has support from healthcare organizations and accreditation bodies, 

there is limited application of the tool across healthcare education programs in the United States.  

The purpose of this phenomenographic study was to explore traditional undergraduate nursing 

faculty’s understanding, experience, and implementation of interprofessional education and 

generate new knowledge to increase and improve both teaching and implementation of 

interprofessional education.  Participants included nine traditional undergraduate nurse educators 

actively teaching in baccalaureate nursing programs and working with interprofessional 

education activities in the State of Texas.   

The analysis of the qualitative data generated an outcome space of four qualitatively 

different ways of perceiving interprofessional education: (a) Interprofessional education as a 

method of developing teamwork, (b) Interprofessional education as a faculty role, (c) 

Interprofessional education as something constrained by barriers and limitations, and (d) 

Interprofessional education as unique to the nursing profession.  Based on the findings of this 

research, the recommendations for practice and research include increased frequency of regularly 

scheduled interprofessional education across the curricula, opportunities for healthcare education 

faculty to develop relationships and advance their skills in teaching and implementing 
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interprofessional education, and continued research into interprofessional education using a 

mixed-methods approach to capture greater amounts of data.  

 

  



iv 

 

 

 

 

ACKNOWLEDGMENTS 

 I am grateful to many individuals who supported me during this educational journey.  My 

father, Dr. Wade H Thompson, Jr., inspired me by setting an example and planting the seed of 

inquiry early in my youth.  He was proud of my acceptance into the program at The University 

of Alabama and encouraged me to “go on without me” if he didn’t make it.  I did. 

 I wish to express my gratitude to Dr. Stephen Tomlinson for his nomination and support 

for my receipt of the Judy L. Bonner Award for Nurse Educator of the Year in 2018.  I am 

extremely thankful and indebted to Dr. Barbara Ann Graves, the chair of my committee, for 

conscientious guidance and feedback throughout the writing and research process of my 

dissertation.  I would like to pay my special regard to Dr. Becky M. Atkinson for her patience 

and encouragement during the interpretation of qualitative data.  These individuals as well as 

other faculty played a significant role in my success in the program. 

 I would like to acknowledge the assistance of Dr. Michael L. Evans and the Texas Tech 

University Health Sciences Center School of Nursing for unparalleled support during my studies 

at The University of Alabama.  Dr. Amanda Veesart, Dr. Kyle Johnson, and Patti White provided 

emotional support and words of encouragement throughout my journey.  A very special thanks to 

my family and friends whose unwavering love and support was my foundation. 

 

  



v 

 

 

 

 

CONTENTS 

 

ABSTRACT .................................................................................................................................... ii 

ACKNOWLEDGMENTS ............................................................................................................. iv 

LIST OF TABLES ....................................................................................................................... viii 

CHAPTER I INTRODUCTION ......................................................................................................1 

Statement of the Problem .....................................................................................................3 

Statement of Purpose ...........................................................................................................4 

Significance of the Study .....................................................................................................4 

Research Questions ..............................................................................................................6 

Theoretical/Conceptual Framework……………………………………………………….6 

Assumptions of the Study ....................................................................................................8 

Limitations of the Study.......................................................................................................8 

Operational Definition of Terms ..........................................................................................9 

Summary ............................................................................................................................12 

CHAPTER II REVIEW OF THE LITERATURE.........................................................................13 

 History of Interprofessional Education ..............................................................................14 

 Interprofessional Education Benefits, Outcomes, and Barriers .........................................24 

 Interprofessional Education in Nursing Education ............................................................38 

 Reflective Practice .............................................................................................................46 

 Interprofessional Education and Reflective Practice…………………………………….53 

 Summary ............................................................................................................................57 



vi 

 

CHAPTER III METHODS ............................................................................................................59 

 Setting of the Study ............................................................................................................60 

 Researcher Positionality.....................................................................................................61 

 Participants .........................................................................................................................63 

 Instrumentation ..................................................................................................................65 

 Research Questions ............................................................................................................66 

 Data Collection ..................................................................................................................67 

 Data Analysis .....................................................................................................................69 

 Summary ............................................................................................................................71 

CHAPTER IV PRESENTATION AND ANALYSIS OF DATA .................................................72 

 Research Questions ............................................................................................................72 

 Demographics and Data Analysis ......................................................................................74 

 Categories of Description ..................................................................................................76 

 Summary ............................................................................................................................95 

CHAPTER V DISCUSSION .........................................................................................................97 

 Summary of the Study .......................................................................................................97 

 Discussion of the Findings ...............................................................................................101 

 Implications for Practice ..................................................................................................108 

 Limitations .......................................................................................................................112 

 Recommendations for Future Research ...........................................................................112 

 Final Summary .................................................................................................................114 

REFERENCES ............................................................................................................................115 

APPENDICES 



vii 

 

 APPENDIX A IRB APPROVAL ....................................................................................131 

 APPENDIX B INTERVIEW QUESTIONS, RECRUITING LETTER, AND 

 INFORMED CONSENT .................................................................................................133 

 APPENDIX C QUESTION AND METHODS MATRIX ..............................................139 

  



viii 

 

 

 

 

LIST OF TABLES 

4.1 Participants’ Demographics ................................................................................................... 75 

4.2 Outcome Space ...................................................................................................................... 77 

 



1 

 

 

 

 

CHAPTER I 

INTRODUCTION 

 Interprofessionalism has often been a part of the nursing profession as nurses practice 

with an understanding of the need to work with physicians, therapists, dietary, and social 

services to develop and apply a plan of care directed toward meeting patient needs.  In the mid- 

to late 1970s, the term interprofessional came into use as interdisciplinary and multidisciplinary 

had been applied almost interchangeably previously (IOM, 2015).  Nurses were present at the 

Institute of Medicine (IOM) conference held in 1972 with medicine, pharmacists, dentistry, and 

allied health, which resulted in the publication Educating for the Health Team.  The goals of the 

conference were to discuss interdisciplinary education and the development of healthcare 

professionals prepared to work in teams to provide quality patient-centered care (IOM, 1972).  

The outcomes were numerous and as pertinent today, 48 years later, as they were at that time.  

Academic institutions need to work together across professions to foster teams of healthcare 

providers who can address specific patient needs.  Faculty members should learn about other 

professions and role model for greater collaboration with members from other areas of healthcare 

(IOM, 1972).  Patients and communities can receive better care when needs are addressed by a 

team (IOM, 1972). 

 Although nursing engages interprofessionalism, healthcare providers have been educated 

in silos for generations (Hermann, Head, Black, & Singleton, 2016).  Course work, skills 

practice, and formative and summative assessments culminate in graduation and board 

certification.  Upon achievement of the prized level of education and training in their discipline, 
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the new graduates enter the healthcare setting.  The first lesson is to learn that, each day in their 

professional role, they will work in conjunction with other healthcare professionals whom they 

are totally unfamiliar with and uninformed about regarding their role in patient care.  To Err is 

Human: Building a Safer Health System (IOM, 1999) reported an estimated 44,000 to 98,000 

people die every year due to preventable errors in healthcare and because of a disjointed 

healthcare system.  In 2001, the IOM publication, Crossing the Quality Chasm, identified silo-ed 

healthcare provider education with its concomitant lack of collaboration as a prime factor in 

healthcare’s problems.  Bringing interprofessional education into healthcare education takes 

concerted effort by dedicated and committed faculty (Brazeau, 2013). 

 Interprofessional education (IPE) is an educational process that improves communication, 

trust, respect, and the ability to work in the provision of patient care as a member of a healthcare 

team (Bachynsky, 2019; Interprofessional Education Collaborative [IPEC], 2016).  Although its 

use has been encouraged for over 40 years and is now mandated by professional organizations 

and many accrediting bodies, the implementation of IPE is in infancy stages at most programs 

across the United States (Rutherford-Hemming & Lioce, 2018).  Faculty commitment and 

dedication are required to offer students an interprofessional experience, which allows them to 

learn “with, from, and about” students from other professions (World Health Organization 

[WHO], 2010, p. 7; Brazeau, 2013; Shrader, Mauldin, Hammad, Mitchell, & Blue, 2015). 

 For nursing faculty, faced with an already saturated curriculum, interprofessional 

education presents several issues (Hermann et al., 2016).  Nurses readily acknowledge the need 

to work as a contributing member of the healthcare team but concepts taught in nursing programs 

aim specifically toward passing the National Council Licensure Examination (NCLEX).  

Notably, out of over 80 subtopics in the detailed test plan, only one explicitly addresses working 
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with the interprofessional healthcare team (National Council State Boards of Nursing [NCSBN], 

2015).  

Research has shown interprofessional education must occur regularly throughout the 

education program to be effective as having a once-a-year event implies a lack of importance for 

students (Cuff & National Academy Sciences [NAS], 2013; Reeves, Tassone, Parker, Wagner, & 

Simmons, 2012; Walkenhorst et al., 2015; West et al., 2016).  Curriculum integration has proven 

difficult with reluctant involvement by faculty, lack of faculty role models for utilizing IPE, and 

insufficient support and resources (Bennett et al., 2011; Chappell, Sherman, & Barnett, 2018; 

WHO, 1988).  Nursing as well as other healthcare provider students need to be prepared to enter 

the work environment as active participants of interprofessional healthcare teams (Frenk et al., 

2010).  The logistics of how to incorporate IPE experiences into nursing education to meet the 

need for nurses prepared to work as contributing members of interprofessional healthcare teams 

needs to be addressed. 

Statement of the Problem 

Nurse educators have experience working in the healthcare setting and understand the 

importance of collaborating within the healthcare team (National League of Nursing [NLN], 

2002).  As IPE has been identified as an educational process to improve the ability to work in a 

team-based environment, it is important to identify the nurse educator’s understanding of IPE 

and how IPE is utilized to prepare future nurses.  Rutherford-Hemming and Lioce (2018) 

reviewed the current position of IPE in nursing literature from 2011 to 2016.  Nursing faculty 

were included in only 1 of 49 publications.  Faculty guide the curriculum in nursing programs 

and are “a key resource in preparing a nursing workforce” (NLN, 2002, p. 267).  They use their 

personal knowledge and experience to make curricular decisions on a daily basis.  Their 
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commitment and dedication to IPE must be in place to prepare future nursing students to be 

ready for the interprofessional environment of healthcare.   

Statement of Purpose 

The overarching goal of this study was to increase nursing faculty awareness of IPE in 

nursing curricula through a clearer understanding of the nurse educator perspective and 

experience.  While a significant amount of research is available on IPE and the attitudes of 

student participating in IPE activities, information on IPE in nursing education is missing.  

Research has demonstrated improved attitudes and relationships between students with the 

integration of IPE (Bachynsky, 2019; Luebbers, Dolansky, Vehovec, & Petty, 2017).  Nursing 

has worked interprofessionally since its inception (D’Antonio & Buhler-Wilkerson, 2019).  

Obtaining a clear understanding of nursing faculty’s perception and experience with IPE may 

benefit the teaching of IPE in undergraduate nursing education.  The intention of the study was 

to explore traditional undergraduate nursing faculty’s perception, experience, and 

implementation of IPE.  The purposes of this study were to (a) describe perspectives of nursing 

faculty in pre-licensure baccalaureate nursing (BSN) programs regarding teaching IPE, (b) 

understand faculty beliefs about IPE, and (c) provide insight into IPE integration.  The findings 

from the study may generate new knowledge regarding nursing and IPE to increase and improve 

both teaching and integration of IPE. 

Significance of the Study 

Healthcare educators across the disciplines demonstrate mixed emotions about the 

opportunities offered by working with other professions, and in many arenas, vital realization of 

IPE is lacking (Cuff & NAS, 2013; Dow & Thibault, 2017).  Developing a clear understanding 

of nurse educator’s understanding of IPE may improve the integration of IPE into the nursing 
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curriculum.  Being prepared to work as a contributing member of the interprofessional healthcare 

team is critical for future healthcare providers and, in particular, nurses.  Nurses work with 

patients around the clock, allowing intimate access to the patient’s physical, emotional, mental, 

and psychosocial well-being.  Future nurses need to have the skills to share their expertise, 

contribute to decision-making, collaborate with the team, and advocate for their patients.   

Team-based education is an important component of the four core competencies of IPE 

and is required to address the changing face of healthcare (Frenk et al., 2010).  The core 

competencies serve as a structure for building IPE practice and experience (NLN, 2015).  The 

quality of patient care is dependent on high level functioning healthcare teams’ availability 

(Prentice, Engel, Taplay, & Stobbe, 2015; Wheelan, Burchill, & Tilin, 2003).  To develop teams 

of this caliber, healthcare students need the opportunity to work with students of other 

professions, improving communication, developing trust and respect, and learning the art of 

collaboration (Thibault, 2015).  The American Association of Colleges of Nursing (AACN, 

2005) provided essentials for baccalaureate nursing education specifically directed toward IPE.  

Essential VI addresses interprofessional communication and collaboration discussing the need 

for baccalaureate nursing graduates to fully participate as a contributing member of the 

interprofessional healthcare team.  Essential VII speaks to the collaboration required between the 

nurse and other healthcare providers to maximize population health and disease prevention.  

Both essentials highlight improved patient outcomes as an outcome from interprofessional 

teamwork (AACN, 2008). 

As nurse educators act as the primary guide for the curriculum, they impact the future of 

nursing’s role as a leader and significant contributor to the interprofessional healthcare team.  

Their influence is often limited by external factors including preparation for National Council 
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Licensure Examination (NCLEX), workforce needs, general education competencies, program 

mission and values, accrediting agencies, and contributing organizations to name a few (Boland, 

2017).  Exploring nurse educators’ reflection on their perception, understanding, and experience 

of IPE may help express the character of nursing’s role in IPE and generate new knowledge.    

Research Questions 

1. How do nursing faculty in pre-licensure BSN programs understand/define IPE? 

2. How do nursing faculty in pre-licensure BSN programs implement/integrate IPE? 

3. What are nursing faculty’s experiences/results with integration of IPE? 

4. What are nursing faculty’s goals/desires for future IPE? 

The questions focused on nursing faculty’s understanding, integration, and experience 

with IPE as individuals, practicing nurses, and in their current roles as nurse educators.  Webber 

and Johnston (2015) recommended the interview discussion circles around the main research 

questions.  An emphasis on the issues and concerns related to IPE in nursing education was the 

focus.  The questions were developed from a review of IPE research, reflective practice, and 

phenomenography literature (Ashworth & Lucas, 2000; Gilligan, Outram, & Levett-Jones, 2014; 

Koshy, Limb, Gundogan, Whitehurst, & Jafree, 2017; Miraglia & Asselin, 2015; Mitchell et al., 

2015; Somerville & Keeling, 2004; Webber & Johnston, 2015).  

Theoretical/Conceptual Framework 

The research study used a qualitative methodology that included interview questions 

employing reflective practice with a phenomenographic method.  Reflective practice originated 

with the work of Dewey (1910) and Schon (1983) and continues to influence nursing practice 

(Oluwatoyin, 2015).  Schon (1983) extended Dewey’s work by focusing on the professional and 

investigating how reflection helps the individual continue their educational and professional 
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development.  Boud (2010) emphasized the significance of reflective practice in future teachers’ 

and nurses’ professional growth.  Phenomenography requires the participant to reflect on their 

experiences and understanding of the phenomenon (Marton, 1981). 

The phenomenon, IPE, has been studied extensively since the 1970s (IOM, 1972; IOM, 

2015).  Phenomenography looks at the individual’s experience with the phenomenon.  Nursing is 

an interprofessional career path as it is necessary to work with other disciplines to provide or 

promote health.  Exploring nurse educators’ understanding, experience, and implementation of 

IPE includes looking back into where they have been, at the current situation, and where they 

want to go in the future. 

 Primarily used for educational research, phenomenography is an approach that leads to a 

better understanding of the perceptions and experiences of a phenomenon rather than 

phenomenology, which will guide toward a better understanding of the phenomena itself 

(Marton, 1981).  The research is not about IPE, it is about how the nursing faculty experience 

IPE.  The goal is “not to find the singular essence, but the variation and the architecture of this 

variation by different aspects that define the phenomena” [Walker in Asia-Pacific Forum of 

Science and Learning and Teaching (APFSLT), 2008, para. 2].  Phenomenographic research has 

increased in nursing education over the last 20 years due to its value in representing differences 

in people’s experience of a phenomenon (Barry, Ward, & Walter, 2017).  

The study identified the different conceptions and perspectives nursing faculty have 

related to IPE.  Phenomenographic research requires reflection by the participants on their 

experiences with the phenomenon, IPE.  Reflection allowed the participant to consider what they 

bring to the table from prior life events.  Skills for reflection include self-awareness, insight, 

critical inquiry, pulling together of previous and new knowledge, and appraisal (Atkins & 
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Murphy, 1993).  Reflection helps express the nature of nursing’s role in IPE and generate new 

knowledge of nursing faculty’s understanding, experience, and integration of IPE (Enuku & 

Evawoma-Enuku, 2015). 

Assumptions of the Study 

  Interviewing nurse educators based on the research questions helped determine the 

values and beliefs of professional nursing faculty toward IPE, working with other professions, 

and the impact on the future of nursing.  The ontological perspective is how individuals 

believe as they do.  The nurse educator’s experiences and understandings may conflict with 

those of the researcher.  The research is important to me both as a nurse educator and as an 

individual.  I want nursing students to respect and trust other members of the interprofessional 

team but developing this type of relationship can be difficult without guidance and experience.  

In the future my family and/or I may need healthcare—I want the very best care for each and 

every individual.  I believe healthcare is enhanced when we work well together, communicate 

clearly, and trust/respect each member of the team. 

Limitations of the Study 

There were several limitations for the study as the nurse educators participating may or 

may not have been forthcoming with their true beliefs and feelings regarding IPE considering 

their current role and responsibilities in a teaching institution.  Things which could affect 

attempts at obtaining information during an interview could include hesitancy on the part of the 

interviewees to share their story, inept interview questions, and poor rapport between the 

researcher and the participants (Ashworth & Lucas, 2000).  Reflective practice is not instinctive 

(Miraglia & Asselin, 2015) and does not work well with all contexts (Schon, 1983). 
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The researcher is considered a limitation as they are the instrument for collection and 

analysis of the data.  The researcher may have perceived power in the eyes of the participants 

which can undesirably influence their participation and comfort (Miraglia & Asselin, 2015).  My 

limited experience as an interviewer may interfere with the amount of information obtained.  The 

type of analysis required for phenomenographic research necessitates bracketing of personal 

values and beliefs, maintaining a focus on each individual’s data, and being able to take time to 

truly explore similarities and differences.   

Operational Definitions of Terms 

  The following is a list of terms and definitions needing to be clarified for the study.  

Collaboration–“an active and ongoing partnership, often between people from diverse 

backgrounds, who work together to solve problems or provide services” (Barr, Koppel, Reeves, 

Hammick, & Freeth, 2005, p. xxii). 

Collaborative practice–“When multiple health workers from different professional 

backgrounds work together with patients, families, carers (caregivers), and communities to 

deliver the highest quality of care” (WHO, 2010, p. 7). 

Experiential learning–“the practice of students entering a practice environment to better 

understand how to work collaboratively in ‘real life’ situations” (Cuff & National Academy 

Sciences, p. 8). 

Faculty champion–“faculty partners assuming many responsibilities and promotion of 

interprofessional education as vital learning within their local communities, often on a volunteer 

basis” (Speakman, Tagliareni, Sheburne, & Sicks, 2015, p. 11). 

Hidden curriculum–“refers to the unwritten, unofficial, and often unintended lessons, 

values, and perspectives that students learn in school” (Great Schools Partnership, 2015, para. 1).  
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Interprofessional–a group or team consisting of 2 or more individuals from different 

professions. 

Interprofessional education–“when students from two or more professions learn about, 

from and with each other to enable effective collaboration and improve health outcomes” (WHO, 

2010, p. 7).  The word students could be changed to faculty or healthcare providers, depending 

on the situation. 

Interprofessional learning–“learning arising from interaction between members (or 

students) of two or more professions either as a product of interprofessional education or 

happening spontaneously” (Barr et al., 2005, p. xxiii) 

Multiprofessional education (MPE)–several definitions which are contradictory have 

been provided.  The WHO (1988) defined MPE as a type of program where student from 

different professions “learn together the skills necessary for solving the priority health problems 

of individuals and communities that are known to be particularly amenable to team-work” with 

“emphasis is on learning how to interact with one another” (p. 5).  Another definition is 

“multiprofessional education is when members (or students) of two or more professions learn 

alongside one another: in other words, parallel rather than interactive learning” (Barr et al., 2005, 

p. xxiii). 

Reflection–Many definitions of reflection exist across the literature.  Miraglia and 

Asselin (2015) provided a clinical focus in the following definition: “reflection is generally 

understood as the deliberate process of critically thinking about a clinical experience which leads 

to development of insights for potential practice change” (p. 62).  Jacob’s (2016) definition is 

more encompassing of the full educational environment: “an active, deliberate, and cognitive 



11 

 

process in which one examines a situation from varying perspectives, is open to new knowledge 

and information, and looks for numerous explanations and outcomes” (p. 63). 

Reflective practice–In early research, reflective practice was poorly defined.  Schon, in 

The Reflective Practitioner, (1983) defined reflective practice as the practice by which educators 

and practitioners develop awareness of their inferred knowledge and learn from their experience, 

practice, and challenges.  Bulman, Lathlean, and Gobbi (2012) provided a clear picture of 

reflective practice as the capacity to explore one’s activities and experiences with the result of 

growing their knowledge and clinical practice.  Jacob’s (2016) believed reflective practice is “the 

process of obtaining new insights through self-awareness and critically reflecting upon present 

and prior experiences” (p. 62). 

Simulation–“the imitation or representation of one act or system by another.  Healthcare 

simulations can be said to have four main purposes—education, assessment, research, and health 

system integration in facilitating patient safety” [Society for Simulation in Healthcare (SSH), 

2016, para. 1]. 

Team– 

is a transitory social system, consisting of a number of persons working together for a 

defined and mutually accepted goal and according to a mutually accepted program in 

which each member understands and accepts his functional contribution to the goal. 

(IOM, 1972, p. 12) 

 

Team-based healthcare– 

is the provision of health services to individuals, families, and/or their communities by at 

least two health providers who work collaboratively with patients and their caregivers—

to the extent preferred by each patient—to accomplish shared goals within and across 

settings to achieve coordinated, high-quality care. (Tucker-Brown & Namageyo, 2014, 

slide 6) 
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Teamwork – “the process whereby a group of people, with a common goal, work 

together, often, but not necessarily, to increase the efficiency of the task in hand” (Barr et al., 

2005, p. xxiv). 

Uniprofessional education – “when members (or students) of a single profession learn 

together” (Barr et al., 2005, p. xxiv). 

Summary 

 IPE provides the opportunity for professional healthcare educators and students to learn 

and grow together.  While the need has been long recognized, the impetus to move forward is 

lacking.  The study offers the opportunity to develop insight into the nurse educator perspective 

on IPE.  An in-depth look at IPE and reflective practice follows in Chapter II.  Study methods are 

in Chapter III.  As the IOM and the Robert Wood Johnson Foundation (RWJF) (2011) concluded 

in their publication, nursing is needed to lead change and advance health. 
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CHAPTER II 

REVIEW OF THE LITERATURE 

The literature review seeks to investigate interprofessional education from the early 

beginnings through current integration and application by nursing faculty and reflective practice 

through both the educational and nursing perspective.  The preparation of future healthcare 

providers in silos has been the traditional method of education over the course of history.  

Interprofessional education (IPE) is the opportunity for students of different professions to work, 

learn, and communicate together in classrooms, simulation, and the clinical setting prior to 

beginning their professional careers (WHO, 2010).   

Literature published after 1985 was reviewed using Cumulative Index to Nursing and 

Allied Health (CINAHL), Education Resources Information Center (ERIC), and Medical 

Literature Analysis and Retrieval System Online (MEDLINE).  Search terms used include 

interprofessional, interprofessional education, undergraduate, healthcare, nursing, 

interdisciplinary, teamwork, collaboration, reflective practice, reflection, and multi-professional 

as well as combinations of the above.  Hand searching of article reference lists and the Journal of 

Interprofessional Care was also completed.  Seminal works related to IPE and reflective practice 

were accessed.  The literature review is organized into the following sections: history of IPE; IPE 

benefits, outcomes, and barriers; IPE in nursing education; reflective practice; and IPE and 

reflective practice. 
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History of Interprofessional Education 

Interprofessional education (IPE) in healthcare is an opportunity for learning to work 

together, to collaborate across professions.  Prior to the development of the word 

interprofessional, the term interdisciplinary was used frequently in the literature.  In the United 

States (US) interdisciplinary teams of healthcare providers were utilized in World War II (1939-

1945) to provide care to the injured (Baldwin, 2007).  Mobile Army surgical hospitals (MASH) 

comprised of physicians, nurses, medics, and accessory personnel worked together to meet the 

needs in combat areas.  Kindig (1975) believed Martin Cherkasky developed the first 

documented healthcare teams of physician, nurse, and social worker through Montefiore 

Hospital in the late 1940s.  The goal of the teams was to provide holistic primary care to families 

which included both preventative and treatment services (Kindig, 1975).  Dr. George Silver 

created the Family Health Maintenance Demonstration to study the impact of the 

interdisciplinary teams and found, over the 8 years of monitoring the project, that family health, 

housing, and nutrition improved (Kindig, 1975; Wolfe, 2005).  The shift from hospital to 

community care with teams of healthcare providers contributed to acceptance of allied health 

professions in the provision of care (Baldwin, 2007). 

Community health centers were developed to improve access to care for the uninsured 

and lower socioeconomic populations during President Lyndon Johnson’s societal changes in the 

1960s and through the work of the Office of Economic Opportunity (OEO).  A component of the 

guidelines for the community health centers was to improve patient care through the use of 

teams.  The idea behind multidisciplinary or interdisciplinary teams was to provide thorough care 

during patient visits (Baldwin, 2007).  In healthcare education during this time period, students 

pushed for opportunities to work with students in other professions of healthcare during their 
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studies (Baldwin, 2007).  The American Medical Student Association (AMSA), founded in 1950, 

created the first documented interdisciplinary training and rural health experiences for health 

professions students to work together on projects through funding from both the federal 

government and the RWJF (Sindhu, 2017). 

Managed care was introduced in the 1960s which expanded healthcare’s focus to include 

more preventative care and address the needs of the well patient.  Future healthcare providers 

would need to be able to work effectively and efficiently to provide all-inclusive care to the 

community.  More schools were opened to meet increased need but the shift to a more 

formalized university education contributed to silo experiences for students seeking an education 

in medicine, nursing, or allied health (Baldwin, 2007; Gilbert, 2005; Hall & Zierler, 2015; 

Jakubowski & Perron, 2018; Meleis, 2016). 

In 1972, the Institute of Medicine (IOM) held a conference with medicine, pharmacists, 

dentistry, nursing, and allied health which resulted in the publication, Educating for the Health 

Team.  The goals were to discuss interdisciplinary education and the development of healthcare 

professionals prepared to work in teams to provide quality patient-centered care (IOM, 1972).  

The outcomes were numerous and remain as pertinent today as they were at that time.  Leaders 

within academic institutions need to collaborate across professions to foster development of 

healthcare teams that can address specific patient needs.  Faculty members should also learn 

about other professions and role model collaboration with members from other areas of 

healthcare (IOM, 1972).  Patients and communities can receive better care when needs are 

addressed by a team (IOM, 1972).   

Healthcare education programs in various parts of North America began to create 

interdisciplinary opportunities in their curriculum to prepare students for future roles.  Funding 
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through the federal government and private philanthropic organization spurred the initiative.  

The Comprehensive Health Manpower Training Act of 1971 was a public law directed at 

preparing students to work as part of interdisciplinary teams in the provision of primary care 

(Baldwin, 2007).  Some of the programs funded were located in Nevada, Washington, North 

Carolina, and University of California at San Francisco (Baldwin, 2007).  The grants were 

unstructured, so the resultant programs were diverse in their offerings.  Some coursework was 

required through the curriculum whereas others were offered as electives.  Courses were didactic 

in some instances and clinical in others.  Some interdisciplinary opportunities occurred 

frequently while others were a one-time event.  The interdisciplinary program at Nevada was 

unique as it was required of all professional healthcare students, operated year-round, and was 

incorporated into both clinical and didactic coursework (Baldwin, 2007).   

It was during the mid- to late 1970s that the term interprofessional came into use.  

Interdisciplinary and multidisciplinary had been used almost interchangeably prior to 1975 

(IOM, 2015).  Rosalie Kane is attributed with introducing interprofessional to the mix with her 

publications on social work and providing care as part of an interprofessional team (Baldwin, 

2007).  As frequently happens when the funding stops, the deterioration of interdisciplinary 

integration occurred across the country.  According to Baldwin (2007), “relatively few of the 

funded projects of the 70’s survived the early 80’s” (p. 28).  Interdisciplinary education was 

considered an “extra” or non-essential component (Hermann et al., 2016).  Healthcare education 

programs reverted back to historical methods of educating their progeny. 

The Veterans Administration (VA) became a strong supporter of a better-prepared 

healthcare workforce through funding and programs for interdisciplinary training.  Their work 

with an aging veteran population provided a great environment to help students from nursing, 



17 

 

social work, psychology, occupational therapy, pharmacy, dietetics, and audiology/speech 

pathology learn the benefits of working as a team (Baldwin, 2007).  Programs through the VA 

have continued to grow interdisciplinary/interprofessional teams over the years.   

As interdisciplinary programs were developing and growing across the country, two 

specific conferences helped document the progress of interdisciplinary education and 

experiences.  The Snowbird Workshop was held in 1976 and the interdisciplinary health team 

care conferences occurred from 1979 through 1995.  Baldwin (2007) believed “these 

publications probably represent the largest reservoir of reports on various aspects of 

interdisciplinary education and team practice” (p. 29).  The reports are difficult to access as most 

were not published which results in a loss of IPE lessons learned for future educators (Baldwin, 

2007).   

The World Health Organization (WHO, 2019), established in 1948, watched and learned 

as interdisciplinary education grew and developed internationally.  In October of 1987, an 

interprofessional group of international healthcare providers representing seven countries met in 

Geneva, Switzerland as the WHO Study Group on Multiprofessional Education of Health 

Personnel: The Team Approach.  Their work resulted in a WHO technical report series 

publication titled Learning together to work together for health (WHO, 1988).  For 5 days, the 

study group worked to understand what multiprofessional education (MPE) means, its purpose, 

implications, and the justification for supporting MPE in healthcare.  MPE was the terminology 

they chose to use in their report, equating it with IPE (WHO, 1988).  Their focus was primarily 

undergraduate or basic healthcare education.  The report provided plans for using MPE to help 

students learn to work successfully as part of a team and how to foster its growth across 

healthcare programs (WHO, 1988).   
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The publication is particularly applicable when reviewing the history of IPE as it 

addressed aims, rationale, value, advantages, and barriers for MPE which are similar to current 

articles.  Identified goals for students participating in MPE included understanding the team 

responsibility; how members’ roles differ, overlap, and complement teamwork; and how 

teamwork happens and impacts general healthcare to the community (WHO, 1988).  Examples 

of MPE activities in the countries represented demonstrated the integration of MPE into the 

curricula.  In South Australia, 2nd year undergraduate health professions students from several 

different programs participated in MPE which was a required segment of each program’s 

curricula.  They studied problems and the causes which were distinctive to the community, how 

the national health system worked, and the roles of healthcare providers in working together.  

The students returned to their groups prior to graduation to facilitate transition into practice 

(WHO, 1988).  Sweden has a long-running program which required students from medicine, 

nursing, and physical therapy to work in small groups in the hospital to review patient care 

(WHO, 1988).  At the university in Karachi, students from medicine and nursing completed 

community assessments together, worked with community leaders to identify needs, and 

provided a completed report to the community (WHO, 1988).  One of the aims of MPE is to 

prepare future healthcare workers “to respond to the expressed health needs of the community” 

(WHO, 1988, p. 11).   

The WHO study group recognized the different views healthcare providers from different 

professions develop and hold toward the character of illness and patient care related to their 

particular education and training.  “In order to work together effectively and efficiently, the 

different types of health workers will need to learn to understand how the others think on health 

issues, and to recognize and appreciate one another’s skill and contributions” (WHO, 1988, p. 
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14).  Once understanding and appreciation are fostered, mutual respect is gained.  Students can 

recognize the strengths, limitations, and contributions brought to the team by each member.  

MPE could promote shared problem-solving skills between students of different healthcare 

professions.  For faculty members, MPE necessitates and encourages communication and 

cooperation between departments.  MPE entails a unique approach for teaching if students are to 

gain respect and understanding for each other.  Students will hear different concepts and terms as 

part of each various profession, deal with contrasts in status and control, and bring different 

learning expectations to each situation (WHO, 1988).  Integration of MPE needed to be included 

from the beginning and throughout the curriculum, in different settings, and using different 

approaches, to emphasize the importance of learning to work together (WHO, 1988).   

These are only a few of the problems identified in the publication and the following 

difficulties continue to plague integration of MPE/IPE.  Faculty believe the planning and 

assessment are too time-consuming and feel threatened when dealing with faculty and students 

with different educational backgrounds (WHO, 1988).  Different methods of teaching are 

required and faculty as well as students are reluctant to try something new or unique.  Group 

learning involves a different skill set and some faculty are not prepared to facilitate group 

education (WHO, 1988).  There are few role models and a lack of resources for teaching MPE 

(WHO, 1988).  Evaluation methods are lacking, and some healthcare educators worry about 

losing the individuality of their profession with MPE (WHO, 1988).   

Even at the early stage of the publication, weaknesses in MPE research were identified.  

There was weak implementation of MPE with a wide variety of applications across healthcare 

education and information on transfer to practice was lacking.  The ability to differentiate 

between the impact of MPE and the rest of the healthcare education program was difficult 
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(WHO, 1988).  Research including different professions promotes multifaceted and unique 

perspectives to warrant valid and significant sides of a problem are contemplated (WHO, 1988).  

The study group believed both education and healthcare practice would profit and be stronger 

from research focused on MPE (WHO, 1988).   

Strengthening the future healthcare provider to work as a member of the healthcare team 

and improve patient outcomes needs the support of education, administration, and government 

(WHO, 1988).  Healthcare teams should be seen as the rule and not the exception (WHO, 1988).  

The WHO study group (1988) believed teamwork should be supported through job descriptions 

where working as a team member is required.  There should be equal footing between team 

members, financial support, policy, resources, and feedback policies, and rewards for progress 

(WHO, 1988).  Providing support services to help deal with interpersonal conflict and continued 

education to promote growth are necessary to cultivate and develop strong healthcare teams 

(WHO, 1988).  Recent research findings support the findings from the WHO 1988 publication. 

The Institute of Medicine (IOM) continued researching methods to improve patient safety 

and outcomes.  To Err is Human, published in 1999 by the IOM, provided shocking statistics.  

The failure of healthcare teams to communicate clearly and work effectively in patient care was 

identified as a contributing factor in the deaths of 44,000 to 98,000 patients per year (IOM, 

1999).  In 2001, the IOM once again urged academic institutions to provide IPE across health 

professions toward the provision of collaborative care.  The IOM brought to light that many of 

the problems within healthcare are created and maintained by a lack of teamwork between the 

different healthcare professions and education in isolation in their report titled, Crossing the 

Quality Chasm (2001).  One of the six challenges identified in the report is the promotion of 

effective teams within the healthcare arena (IOM, 2001).  
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The American Association of Colleges of Nursing (AACN, 2002), the National League 

of Nursing (NLN, 2002), and other nursing leaders (Benner, Sutphen, Leonard, & Day, 2010) 

strongly support the movement recommended by the IOM, advocating for a coordinated 

educational approach which is interprofessional and directed to deliver quality patient care.  

Promotion of IPE helps eliminate the barricades created by teaching each profession in isolation 

and facilitates the development of equal partnerships in healthcare teams (Frenk et al., 2010; 

Wheelan et al., 2003).  Teams have been shown to analyze problems more effectively than a 

single professional working on their own and to provide the surveillance necessary to reduce 

medical errors (RWJF, Josiah Macy Jr. Foundation, ABIM Foundation, & IPEC, 2011). The 

AACN published the White Paper—Hallmarks of the Professional Practice Environment (2002) 

in support of education in healthcare programs to foster interprofessional collaboration and 

furthers this backing with collaborative relationships to promote nursing students working with 

other professions during their educational preparation (AACN, 2005).  The NLN held an 

educational summit in 2003 focusing on IPE which led to a series of standards promoting 

excellence in nursing.  In the Hallmarks of Excellence participation in multidisciplinary learning 

and team experiences are considered critical to the development of a well-prepared graduate 

nurse (NLN, 2019). 

As additional organizations joined the drive to improve collaboration between healthcare 

providers, a shared goal emerged to prepare future healthcare providers for a team-based 

approach to patient care (IPEC, 2016).  The Triple Aim, a movement established by the Institute 

for Healthcare Improvement [Institute for Health Improvement (IHI), 2016], identified three 

critical goals: improving population health, decreasing healthcare costs, and improving the 

patient’s healthcare experience to be met through collaboration between healthcare providers 
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(Brandt, Lutfiyya, King, & Chioreso, 2014).  An additional aim has been recommended and 

endorsed by some organizations (Bachynsky, 2019; Bodenheimer & Sinsky, 2014; Longbrake, 

2017; Sikka, Morath, & Leape, 2015; West, 2016).  The new aim or Quadruple Aim seeks to 

improve “the experience of those in the workforce who provide healthcare” (Longbrake, 2017, 

para. 2).  The Interprofessional Education Collaborative, an organization formed in 2009 by six 

national health education associations, has worked to positively influence the integration of IPE 

across the US (Clay et al., 2018; NLN, 2015).  IPEC (2016) initiated the use of the term 

intercollaborative practice for describing the results of IPE, teamwork which is of the highest 

quality, crucial for patient care.  Their four core competencies serve as a structure for building 

IPE practice and experiences and include values and ethics, roles and responsibility, 

interprofessional communication, and teams and teamwork (NLN, 2015).  IPEC’s work spurred 

new developments across IPE. 

The WHO created the Framework for Action on Interprofessional Education and 

Collaborative Practice (2010), clearly defining IPE and further clarifying collaborative 

interprofessional practice (IPP) as healthcare providers from different professions working 

together with the patient, family, and community to result in the best quality of patient care.  The 

WHO (2010) believed interprofessional teams would help alleviate the shortage of healthcare 

workers as participants would collaborate on care and expand their scope of practice.  In the US, 

the beginning of the Patient Protection and Affordable Care Act in 2010 increased the pressure to 

assure future healthcare providers were knowledgeable about other professions and able to work 

as part of an interprofessional team (Fransworth, Seikel, Hudock, & Holst, 2015).  The IOM and 

Robert Wood Johnson Foundation (2011) furthered its support of IPE by challenging nursing to 

work to its fullest knowledge, skills, and capability to help address noted deficits across 
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healthcare.  They recognized the leadership demonstrated by nursing through the years to 

improve the quality of patient care, patient safety, and the ability to access care (IOM, 2011).  

The National Center for Interprofessional Practice and Education (NCIPE) was created in 2012 

for the advancement of IPE due to increased interest and a desire for a united approach to patient 

care (Brandt et al., 2014).  Through its work, the center has established the critical need for 

patient care provided by interprofessional teams of healthcare workers in the US (Brandt et al., 

2014).   

The latest IOM publication (2015), Measuring the Impact of Interprofessional Education 

and Collaborative Practice and Patient Outcomes, took a hard look at the changes impacting 

healthcare since 1999 and how these changes affect integration of IPE and preparing students to 

work in teams.  After an extensive literature review, they supported further research using a 

mixed-method approach to determine the link between IPE and improved health outcomes (IOM, 

2015).  Their findings included numerous tools to measure outcomes, many without needed 

validation.  Their recommendations provide guidance for development of a wide-ranging 

conceptual framework and assessment tools which are sustained by thorough research.  The 

importance of a strong partnership between education and practice is reinforced (IOM, 2015).  

IPE is not only different professions learning with, from, and about each other, but requires the 

inclusion of the patient and caregivers (IOM, 2015). 

In summary of the history of IPE, interest in IPE can be tracked from the early 1900s 

with an increase in activity and publications over the last 40 years.  The benefits from IPE 

activities have demonstrated positive outcomes from improved patient health (Kindig, 1975; 

Wolfe, 2005), collaboration opportunities between students from different professions (Baldwin, 

2007), and creation of organizations to support the emphasis for coordinated healthcare across 
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professions (Brandt et al., 2014; IOM, 2015; NLN, 2015).  There is a shortage of research 

available on how IPE influences patient outcomes and the transition of IPE experiences from 

healthcare education to practice (Rutherford-Hemming & Lioce, 2018; Sherwood, 2011).  The 

lack of conceptual design contributes to the deficiency of studies demonstrating the effectiveness 

of learning with, from, and about other professions during healthcare education programs (IOM, 

2015).  The next section presents benefits, outcomes, and barriers of IPE. 

Interprofessional Education Benefits, Outcomes, and Barriers 

 The initial impetus for working collaboratively and implementing IPE was to improve 

“patient safety, recruitment and retention of staff, and health human resource planning” 

(Bainbridge & Wood, 2012, p. 452).  While IPE is not conducive to randomized controlled trials 

(RCTs), it has the potential to improve efficiency and collaboration in patient care resulting in 

better outcomes while enhancing professional relationships (Curran, Sharpe, & Forristall, 2007; 

Loversidge & Demb, 2015).  IPE is seen as fundamental for stimulating and cultivating 

teamwork and cooperation (Curran et al., 2007; Dow & Thibault, 2017).  IPE allows students to 

interact with students from other professions, learning about their education, roles, and 

responsibilities (Dow & Thibault, 2017; Frenk et al., 2010).  The opportunities in IPE permits 

time to develop and practice communication and collaboration skills (Cuff & NAS, 2013; Dow 

& Thibault, 2017).   

 A randomized controlled trial (Wang, Shi, Bai, Zheng, & Zhao, 2015) was conducted at 

the Tianjin Medical University in China to appraise the consequences of a simulation-based IPE 

program in operating room (OR) nursing on nursing students’ knowledge of OR nursing, 

communication, and teamwork.  After completing the OR module, the nursing students (n = 55) 

were randomly assigned to two groups.  One group practiced OR nursing skills while supervised 
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by an experienced faculty member.  The other group was divided into smaller groups of one to 

two nursing students with three to four medical students to assist with surgical procedures on 

anesthetized animals.  These groups were pre-briefed on equipment, ground rules, and training 

goals and objectives.  The surgical procedures lasted approximately 3 hours and each small 

group participated in two surgical simulations.  The nursing students fulfilled the role of scrub 

nurse or circulating nurse.  Facilitators were present in the OR simulations for addressing basic 

needs and assist with progression through the scenario (Wang et al., 2015). 

 The Readiness for Interprofessional Learning Scale (RIPLS) was administered to all 55 

nursing students prior to the activities.  An open-ended question was added to seek students’ 

perceptions of the experience.  Additionally, a 20-question quiz was given over OR knowledge.  

The pre-RIPLS was equivalent across both nursing groups.  The post-RIPLS revealed better 

attitudes toward teamwork, collaboration, and professional identity in the group working with the 

medical students.  This group also demonstrated increased knowledge on the OR quiz with a 

mean score of 83.5 (SD 8.45) compared to 77.0 (SD 7.33).  The open-ended question for the 

nursing students in the simulated surgeries resulted in four themes: communication, role 

awareness, better learning, and future simulations.  The second group of nursing students had a 

healthier understanding of the need for good communication. They also experienced how roles 

play a part in patient care.  They felt the simulation was a safe place to learn and would like more 

opportunities in this environment (Wang et al., 2015). 

 Murphy and Nimmagadda (2015) completed a quasi-experimental IPE study with nursing 

and social work students to investigate how IPE in simulation influenced the students’ 

preparation for IP learning and what strengths and challenges they identified from the 

experience.  The students worked together in four simulated ethical scenarios which used 
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professional actors to play the part of angry family member, patient’s partner or spouse, or drug-

impaired friend.  Forty-three senior nursing students and 45 graduate social work students were 

given the RIPLS pre- and post-IPE.  Open-ended questions were also included in the survey to 

assess strengths and challenges.  The post-survey response was diminished, with 48.8% for 

nursing students and 57.7% for social work students (Murphy & Nimmagadda, 2015).  

 Results demonstrated improved attitudes in all areas of the RIPLS: teamwork and 

collaboration, nursing (pre–4.08; post–4.56), social work (pre–4.28; post–4.53); sense of 

professional identity, nursing (pre–4.19; post–4.29), social work (pre–3.75; post–4.47); and 

patient-centeredness, nursing (pre–4.32; post–4.36), social work (pre–4.28; post–4.32).  The pre-

event open-ended questions resulted in identification of the following themes: communication, 

teamwork, attitudes, and listening and leadership skills.  Nursing students also chose patient-

centered care while social work students indicated cultural competence, working in high-stress 

situations, and compassion.  Post-event, the students recognized reflective listening and open-

minded for the social work students.  The most frequently acknowledged challenge across groups 

prior to the intervention was interprofessional role uncertainty which dropped significantly in the 

post-survey (Murphy & Nimmagadda, 2015).  

 A faculty group from the University of Virginia used collaborative care best practice 

models (CCBPMs) to create IPE scenarios and evaluation tools (Brashers et al., 2016). The 

models explain the behaviors, professional and interprofessional, required for specific disease 

processes, patients, and settings.  Interprofessional Teamwork Objective Structured Clinical 

Examinations (ITOSCEs) were used pre- and post- the IPE experiences and were video recorded 

for later review.  One group participated in two IPE scenarios and the other group in four IPE 

scenarios.  The longitudinal descriptive mixed methods study worked with a total of 295 3rd year 
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medical students and 163 3rd year nursing students over a period of 2 years.  The research 

questions for the study looked at differences in self-perceived and measured teamwork abilities, 

learning outcomes between groups, and impact of the number of scenarios on ability to show IP 

skills.  To measure teamwork, students completed the team skills scale (TSS) before and after the 

IPE scenarios.  Students evaluated each of the IPE scenarios on a Likert-type scale survey which 

included open-ended questions exploring the bearing of the event on the “student’s self-

perceived abilities to participate in collaborative team-based care” (Brashers et al., 2016, p. 451). 

The collaborative behaviors observational assessment tools (CBOATs) were created from the 

CCBPMs and are both profession-specific and scenario-specific.  The CBOATs were used by 

trained standardized patients (SPs) and faculty to evaluate students after each ITOSCE.  Students 

also completed a self-analysis of their performance on the CBOAT (Brashers et al., 2016).  

 The results from the TSS showed a significant improvement with percent increases 

ranging from 13% to 53% across all student groups.  Students participating in four scenarios 

showed a sizable improvement in the TSS over students participating in only two scenarios.  

Focusing on the nursing students’ results from the CBOATs assessment, there was meaningful 

improvement for the Rapid Response scenario on the SP-rated CBOATs but mixed results from 

the difficult discussions scenario.  No substantial differences were noted in the results between 

the nursing students and medical students other than medical students demonstrating significant 

improvement in SP-rated CBOATs for the difficult discussions scenario.  Student evaluations 

reported recognizing the value of IP teamwork related to increased patient safety and quality 

patient care.  Lessons learned included the need for profession-specific components of the IPE 

activity to help students recognize their role in the bigger picture.  The use of the CCBPM tactic 

helped create authentic situations which engaged the learners.  The activities were required of 
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both the medical and the nursing students and supported the need for IPE as part of the curricula 

rather than an unconnected, voluntary activity.  The ITOSCEs in this study “represent the first 

use of specific validated and reliable observational tools for the assessment of both profession-

specific and teamwork behaviors” (Brashers et al., 2016, p. 454).   

 Leadership behaviors are enhanced and respect and trust are progressed which 

contributes to students’ abilities to work in a team atmosphere.  Relationships developed through 

IPE experiences augment students as they transition from education to practice. 

Learning to work as part of a healthcare team is difficult at best.  Exposure to other future 

healthcare professionals throughout the curricula will enhance the student’s ability to become a 

functioning member of the healthcare team in practice.  IPE learning experiences have the ability 

to leave positive imprints that contribute to future teamwork effectiveness (Ateah et al., 2011).  

To be effective and collaborate as a team member, members must have an understanding of their 

own and other team members’ responsibilities and roles (Ateah et al., 2011).   

Gilligan et al. (2014) used a unique perspective to investigate experiences in IPE by 

recruiting a convenience sample of 68 recent graduates working in Australia.  The student mix 

included 28 students from nursing, 17 students from medicine, and 23 students from pharmacy 

programs.  Focus groups were formed for the interpretive research design; eight groups were 

profession-specific and four groups were interprofessional.  The discussions were led by 

practiced facilitators and open-ended questions guided dialogue on the participants’ recall of IPE 

during their healthcare education, readiness for career work, and any suggestions for changes in 

IPE for the future.  All focus group discussions were recorded for accuracy in analysis (Gilligan 

et al., 2014). 
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Several themes were identified, including IPE experiences from healthcare education, lost 

chances in clinical, isolated education; differences in faculty verbal position and practice; and 

what could be improved.  Graduates believed IPE should be developed from early in their 

education through to graduation.  They wanted to understand their roles and responsibilities as 

well as those of other professions who should be their colleagues in the future.  Working together 

to solve a common issue stimulates insightful collaboration and was the best IPE they 

experienced in their pre-licensure education.  Problem-solving created positive experiences with 

other professions.  Social contact is important to development of positive relationships and 

respect.  Communication skill is critical.  Clinical opportunities to work together should be 

facilitated with clear aims and support from faculty prepared to work in IPE (Gilligan et al., 

2014).   

 Faculty from health sciences programs in Germany conducted a qualitative study using 

“the Delphi model—aggregation of ideas” to collect benefits, barriers, and prospects for IPE 

with students from medicine and nursing (Homeyer, Hoffmann, Hingst, Oppermann, & Dreier-

Wolfgramm, 2018, p. 2).  They specifically identified experts in the field of IPE and recruited 

from a purposive sample.  Fourteen of the 25 experts were affiliated with nursing.  Data were 

collected through mailed questionnaires and a final focus group discussion.  The initial 

questionnaire was summarized and sent to all participants.  It guided the development of the 

second questionnaire and both steered the discussion group.  Analysis of all data resulted in four 

chief opinions regarding why IPE should be used with medical and nursing students: 

advancement of IP view, gaining mutual knowledge, stimulation of exchange of ideas, and 

increased understanding between professions (Homeyer et al., 2018). 
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Increasing respect and reducing a pecking order among professions were other positive 

outcomes.  The participants believed IPE would help the students see each other’s perspective on 

patient care and increase collaboration, reducing stereotyping.  Patient outcomes could be 

improved with better communication and coordinated care, decreasing preventable errors.  They 

recognized significant barriers including knowledge levels between professions; required 

financial, time, and organizational resources; curricula challenges; and lack of qualified faculty 

for IPE instruction and activities.  The authors suggested further research showing impact on 

practice (Homeyer et al., 2018).   

Faculty from the School of Nursing and the School of Medicine at Case Western 

University used the Ottawa Model of Research Use (OMRU) to develop, execute, and continue a 

regularly scheduled community IPE activity (Luebbers et al., 2017).  The model guided them 

through the steps of identifying the obstacles and aids of the idea, overseeing the project while 

gathering information to make improvements, and assessing the product.  Some of the main 

obstacles included scheduling a common time, over 300 students in the two groups, and diverse 

ages and skill sets in the student population.  Student feedback from previous events had 

stipulated the need for IPE which had applicability in their roles and responsibilities.  Students 

wanted something that made a difference.  The identified aids which would promote the 

development of the program were support from the community—the activity would help meet a 

need in the public school system, use of clinical skills in a clinical setting for activity, could be 

repeated yearly, and administrative support from both programs.  The report from this project 

clearly identified the commitment of the program directors and their ability to work together as a 

vital component in the success of the venture (Luebbers et al., 2017). 
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The IPE activity which was embedded in the curriculum for both programs consisted of 

medical and nursing students working in teams to complete annual required screening of public 

school students.  Two phases of the project were implemented.  During the initial phase, faculty 

monitors kept field notes to identify any complications or problems with the implementation of 

the project.  The medical students did not clearly understand their roles in the hectic public 

school setting.  Leadership was distributed across several faculty monitors causing confusion 

with directions and guidance.  Students working in pairs was not conducive to efficient and 

effective completion of the tasks.  After reorganizing, the final phase went smoothly.  A nursing 

student was identified as a leader for the day and used “briefing, debriefing, and huddles” to keep 

organization and a steady process (Luebbers et al., 2017, p. 93).  Nursing faculty were provided 

additional guidance in IPE facilitation.  The medical students received direction on working as a 

team member, the goals of the activity, and being accountable for their role in the setting prior to 

the event.  The faculty continued to take notes during observations and worked together to guide 

students.  Students took the Interprofessional Collaborative Competencies Attainment Survey 

(ICCAS) before and after the activity to look at their self-assessment on teamwork skills and 

performance, resolving differences, their functions and duties, and working with patients.  The 

results showed substantial improvement in all sections of the ICCAS from pre- and post- and 

comparing the group before the adjustments with the group after the adjustments.  Students were 

also required to complete reflections after the activity as part of their course work.  The article 

only reported on the medical students’ reflections (Luebbers et al., 2017). 

Nursing education programs and the nursing profession benefit from preparing new 

graduates for an efficient transition into practice because it “improves retention, job and practice 

satisfaction, improved performance, and reduction in environmental reality shock” (Kramer et 
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al., 2012, p. 157).  IPE experiences are planned to bring different professions of healthcare 

students together to learn with, from, and about working in collaborative patient-centered care 

(Reeves et al., 2012).  However, to date, research has not provided clear insight into how IPE 

influences nursing graduates’ transition into practice (Rutherford-Hemming & Lioce, 2018; 

Sherwood, 2011).  Most research on transition to practice reports on students’ attitudes toward 

the IPE experience (Pullon et al., 2016) and IPE approaches to better prepare students for 

practice (Headrick et al., 2012; Hermann et al., 2016; Sherwood & Drenkard, 2007).  The 

following two studies addressed patient satisfaction with interprofessional care.   

Student-run clinics (SRCs) are becoming more popular as opportunities for students to 

experience IPE and utilize their knowledge and skills in a patient care setting.  Lawrence, Bryant, 

Nobel, Dolansky, and Singh (2015) compared patient satisfaction at an interprofessional (IP) 

SRC with a non-SRC which offered the standard clinic experience of a receptionist, intake 

person (medical assistant or nurse), and a physician or nurse practitioner provider.  The patients 

served by the two clinics were similar with the non-SRC offering appointments and some walk-

in availability and the SRC only open for a few hours on 2 Saturdays a month.  Overflow from 

the non-SRC was referred to the SRC.  The IP teams providing care at the SRC consisted of 1st 

and 2nd year medical students and 1st-year masters of science nursing students.  An upper-level 

student was paired with a less experienced student in a mentor-mentee relationship.  They were 

supervised by a physician or nurse practitioner provider.  The IP completed the patient intake and 

provided report and recommendations to the provider.  The group would discuss the patient and 

work with the patient to develop a plan of care (Lawrence et al., 2015). 

Every patient at the SRC was offered a survey of 28 questions with a 5-point Likert-type 

scale.  The patients at the non-SRC were randomly selected for survey participation.  Their 
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survey was only 21 questions with the same Likert-type scale.  Demographics were collected 

from a retrospective chart review at the SRC.  No demographics were collected at the non-SRC.  

From the survey results, comparisons were made for the following areas: accessibility, licensed 

provider, and facility.  The SRC compared favorably in most areas, scoring higher in provider 

explains what you want to know and staff is friendly to you.  The SRC scored lower in ability to 

be seen and hours of operation which is expected in a walk-in service department.  Students 

working together in an IPE experience are able to provide care which meets the patients’ needs 

and their satisfaction.  The positive patient satisfaction resulted from the IP SRC demonstrating 

the ability of an IP healthcare team to provide quality patient-centered care (Lawrence et al., 

2015). 

A study identified as a service learning project provided insight into transition to practice 

for IPE experiences (Wee, Koh, & Lim, 2011).  Medical and nursing students from the Yong 

Loo Lin School of Medicine voluntarily participated in a 6-month long, student-initiated 

program offering neighborhood health screening in a low socioeconomic area in Singapore.  

“The guiding principle of this program was to achieve a balance between service to patients and 

increased knowledge and skills for the students” (Wee et al., 2011, p. 830).  The program took 

place in 2009 and 2010.  The student group included 240 medical students and 34 nursing 

students.  The students ranged in experience from 1st year with no clinical experience to up to 4 

years of study.  The students were divided into small groups of four to five to canvass the 

neighborhood door-to-door.  During the first 3 months of the program, they recruited patients 

offering health screening focused on five specific chronic diseases (hypertension, diabetes, 

dyslipidemia, colorectal cancer, and cervical cancer), healthcare education, physical assessments, 

visual acuity exams, plus additional health maintenance services.  Care could be provided in the 
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home or at a nearby community center.  The second 3-month period consisted of monthly 

follow-ups with the patients participating and engaging the patients with health education to 

enlist their regular attendance at appointments.  The students were supervised and supported 

clinically by volunteer physicians (Wee et al., 2011). 

There were 213 patients enrolled in the study in 2009 and an additional 150 patients 

added in 2010.  Only four patients were lost to follow-up from 2009.  The patients ranged in age 

from 40 to over 70 years of age.  The neighborhood housing consisted of small one room flats.  

The students were responsible for all of the planning and organization of the project including 

management of finances.  The student response to the experience was positive, recognizing gains 

in knowledge and skills.  Nursing students described improvement in leadership skills (adjusted 

OR = 9.11, CI = 1.16 – 71.8, p = .036).  The 355 patients were interviewed regarding their 

evaluation of the program and responded with satisfaction: health improved due to program–266 

(75%), student time spent with patient was appropriate–301 (85%), and services provided by the 

program–291 (82%) (Wee et al. 2011).   

The authors (Wee et al., 2011) continued to monitor patients involved in the program to 

determine the “longitudinal effectiveness of the program in managing a chronic disease, namely 

hypertension” (p. 836).  In their analysis, 61 (29%) patients were newly diagnosed with 

hypertension while 82 (57%) had previous knowledge of their elevated blood pressure.  

Treatment rates increased among the 82 patients from 63% to 93% and blood pressure control 

improved from 42% to 79%.  Improvement in the newly diagnosed hypertensive patients was not 

as significant with only about half of the patients attaining blood pressure control.  Participation 

in chronic disease health screening increased significantly with the following results: 

hypertension, 36% (77 patients) to 99% (212 patients); diabetes, 35% (98 patients) to 40% (112 
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patients); dyslipidemia, 26% (70 patients) to 30% (81 patients); and colorectal cancer, 6% (15 

patients) to 16% (41 patients).  The significance of the clinical impact is difficult to gauge as 

there is an absence of statistics for comparison (Wee et al., 2011). 

Logistic barriers are a frequent and common problem with the implementation and 

planning of IPE activities.  As each profession has its own particular method and direction for 

educating their students, pedagogical challenges and curricular precedence are difficult to work 

through when bringing two or more professions together (Bennett et al., 2011; LeGros, 

Amerongen, Cooley, & Schloss, 2015; Loversidge & Demb, 2015).  Support from administration 

through financial and time resources are required to make the first steps in planning IPE events 

(LeGros et al., 2015; Poirer & Wilhelm, 2014; Robben et al., 2012; Shrader et al., 2016).  Large 

class sizes as well as determining what level of student in one program would match with what 

level in another program is perplexing (Bennett et al., 2011; Chappell et al., 2018; Loversidge & 

Demb, 2015).  Faculty partnerships from across professions are often difficult to guarantee due 

to skepticism related to IPE, political concerns, professional hierarchies, and lack of knowledge 

and preparation to teach IPE (Bennett et al., 2011; Chappell et al., 2018; LeGros et al., 2015; 

Loversidge & Demb, 2015; Robben et al, 2012). 

Another barrier to IPE is the numerous different approaches to IPE interventions.  

Reeves, Perrier, Goldman, Freeth, and Zwarenstein (2013) have followed literature since 1999 

and found 15 studies between 1999 and 2011 which met their criteria for the intervention review.  

The objective for the review was to explore the significance of IPE interventions with similar 

interventions experienced in a one profession environment.  An additional objective was added 

as no studies were found meeting the first objective.  The second objective was to evaluate the 

significance of IPE interventions contrasted with a control group with no intervention.  The 
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review included RCTs, controlled before and after studies (CBAs), and interrupted time series 

(ITS) studies.  The authors (Reeves et al., 2013) believed the increase in qualifying studies from 

0 in 1999, 6 in 2008, to 15 is a positive sign for IPE but were unable to generalize the findings 

due to the variety of interventions, small population sizes, settings, and a shortage of thorough 

research methods.  The lack of comprehensive research techniques resulted in low quality of 

evidence for the studies (Reeves et al., 2013). 

The suggestions for practice and research are more stringent research techniques 

including allocation concealment and a greater numbers of participants, as well as studies which 

provide a clearer understanding of the impact of IPE on healthcare including cost-benefit probes, 

system changes, and patient outcomes (Reeves et al., 2013).  Offering IPE experiences during the 

formative years of healthcare education is “an investment in the future” but the impact on patient 

outcomes and healthcare practices would be uncertain due to numerous factors influencing 

students’ development, practices, and attitudes (Reeves et al., 2013, p. 17). 

The IOM (2015) identified several limitations or barriers to IPE implementation in their 

publication Measuring the Impact of Interprofessional Education on Collaborative Practice and 

Patient Outcomes.  The four principal needs included 

(1) constructing well-designed mixed-methods studies that utilize robust qualitative data 

as well as validated tools for evaluating IPE outcomes, (2) developing a consistent 

framework for reporting the methodological details of IPE studies, (3) examining the cost 

and cost-effectiveness of IPE interventions, and (4) linking IPE with changes in 

collaborative behavior. (IOM, 2015, p. 44) 

 

The dearth of strong research designs endangers the influence of future studies.  Inconsistencies 

in vocabulary make study comparisons and requests for financial backing difficult.  Faculty 

requests for resources include financial support from administration but there is poor 

documentation of the price tag or cost-effectiveness of IPE in healthcare education (IOM, 2015). 
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 In summary, the literature offers a surplus of positive benefits and outcomes for student 

participation in IPE activities.  Student interactions improved communication between 

professions and help them to see the importance of listening and understanding the other person 

(Dow & Thibault, 2017; Loversidge & Demb, 2015).  They learned how to work as part of a 

team which enriches patient safety and collaboration in patient care.  The students gained 

knowledge about their own role and responsibilities as well as those of the different professions 

they worked with in an event.  Survey results have demonstrated better attitudes toward soon-to-

be colleagues and a clearer picture of IP cooperation.  IPE encouraged students to exchange 

information and develop shared knowledge and skills (Dow & Thibault, 2017; Murphy & 

Nimmagadda, 2015; Wang et al., 2015).  The hierarchal relationships were diminished as 

students learned to work side-by-side supporting professional growth.  Stereotyping was 

decreased by students spending time in a setting which allows them to experience what other 

students know and are taught and set realistic expectations of other professions (Homeyer et al., 

2018). 

 Barriers are a reality and hinder the implementation and growth of IPE across healthcare 

education programs.  Scheduling, space, and time are limiting.  The different curricula, 

accreditation, and standards held in place by each profession are a huge hurdle to overcome.  

How to create IPE experiences with diverse age groups, knowledge levels, and clinical 

experience is a challenge (Dow & Thibault, 2017; Homeyer et al. 2018; Luebbers et al., 2017).  

A significant problem is the lack of respect between professions, faculty and students, and the 

resistance of faculty to learn a new role they lack experience with and the inspiration and 

commitment to teach (Bennett et al., 2011).  The lack of rigorous research design in IPE studies 

continues to hinder the development of a strong foundation on which to base future IPE growth 
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(Reeves et al., 2013).  The next section helps us have a sharper picture of the nursing faculty 

experience with IPE. 

Interprofessional Education in Nursing Education 

 The curricula of professional programs are tied to the specific profession’s history and 

are passed down from generation to generation of faculty organizing the priorities, traditions, and 

values over time (Frenk et al., 2010).  Although regular reviews of the curricula improve 

alignment of current healthcare practices and changes in societal needs, adding IPE to the 

curricula will take time and effort (Dow & Thibault, 2017; Frenk et al., 2010).  Faculty 

represents a unique challenge to the implementation of IPE as they serve as examples for 

students and as facilitators for students’ educational growth.  Commitment to the work of IPE by 

administrative leaders is imperative for faculty efforts to be successful (Brazeau, 2013; New 

York Academy of Medicine, 2013).  Many faculty members have little to no experience with IPE 

and lack the resources to develop these skills (Dow & Thibault, 2017; Hall & Zierler, 2015; 

Thibault, 2013).  Placing different professions of faculty together does not necessarily create a 

positive IPE experience and may result in a poor outcome (Hall & Zierler, 2015).  Faculty need 

the opportunity to grow trusting relationships outside of their profession and to see 

administrative verification of IPE through faculty development and investment of time and 

support (Brazeau, 2013). 

 Attitudes of healthcare providers toward their profession and others has a strong 

influence on quality IPE (Curran, Sharpe, Forristall, & Flynn, 2008; Prentice et al., 2015).  

Hoffman and Redman-Bentley (2012) found in a study of faculty and student attitudes that 

faculty were less positive in their attitudes toward IPE than students and believed faculty 

attitudes should be investigated further.  Curran et al. (2007) found similar results in a study 
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identifying faculty attitudes as a barrier to the implementation of IPE.  Thibault (2013) believed 

strategies for IPE implementation can be sabotaged by poor attitudes, misunderstanding, and lack 

of competences for collaboration.  No research studies specifically on only nursing faculty’s 

understanding, integration, and experiences of IPE were found.  Much of the research in this area 

is linked to developing faculty in IPE through faculty development. 

 Loversidge and Demb (2015) used a phenomenological approach to explore the 

actualities of nursing and medical faculty perceptions of interprofessional education (IPE).  The 

faculty were from three universities located in the Midwestern United States with mean ages in 

the early 50s and mean teaching years between 22 years and 23.6 years.  Of the 12 faculty 

interviewed, 7 were nursing faculty.  Individual interviews were used to collect information on 

faculty experiences with curriculum and pedagogy for teaching collaborative skills to students, 

their perceptions on how students learned IPE, their experiences with issues limiting IPE, and 

how to remove these issues.  Faculty support authentic learning in the clinical setting for the 

most impactful IPE experience.  Students could observe interprofessional communication and 

collaboration in action with a patient’s outcome at stake.  The use of faculty role-modeling 

during the clinical, debriefing, and narrative reflection after the clinical increased the quality of 

the student learning.  Many concerns were raised about events in the clinical setting which 

negatively influenced students including incivility and conflict between physician-nurse and 

nurse-nurse.  One medical faculty believed change in healthcare practice will be initiated by 

students with IPE experiences (Loversidge & Demb, 2015). 

 Factors supporting IPE integration include engagement and commitment of faculty, 

administrative support, and good communication across professions.  Barriers in addition to 

those commonly mentioned in the literature (space, curriculum design, and time) were matching 
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students due to differing mastery and maturity levels, low priority of IPE in the overall picture, 

increased numbers of adjunct faculty, and general complexity of sharing resources and 

competing curricular requirements (Loversidge & Demb, 2015). 

 Using a two-phase mixed method design, LeGros et al. (2015) triangulated findings from 

faculty and students participating in a mandatory IPE event at the University of Arizona.  Faculty 

were represented by medicine (n=5), nursing (n=8), pharmacy (n=7), and public health (n=1), 

with all completing the pre-training and serving as facilitators.  An online survey was given to 

faculty after the event which asked about the training, the event, interprofessional collaborative 

practice (IPCP), behaviors, and had one open-ended question, “What changes do you feel would 

most improve interprofessional learning” (LeGros et al., 2015, p. 597).  The participating 

students were also surveyed regarding the experience using similar questions.  A debrief meeting 

was held 1 month after the event for facilitators and planners.  Six planners and three facilitators 

attended with two additional facilitators providing feedback (LeGros et al., 2015). 

 Quantitative results for the online surveys were positive with close similarities between 

faculty and students.  The questions of did facilitators explain how IPCP improves patient-

centered care and facilitators modeling IPCP both had a mean of 2.9/2.9 for the students and 

3.0/3.0 for the faculty.  Triangulation of results showed facilitators perceived fewer times to 

explain and model than student observations reported.  Facilitators and students had similar 

reports on helping students identify and navigate variances with good collaboration (means of 

2.9-3.0).  Facilitators believed they had gained experience and confidence through the event.  

Novice faculty were paired with experienced faculty to provide support.  The training allowed 

faculty to feel prepared and ask questions about activities in the event.  It also helped standardize 

the facilitator role in a diverse faculty group.  The authors strongly supported the need for 
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repeated and frequent IPE exposure to help students move from belief in their profession’s 

uniqueness (dualism) to respect and acceptance of the role other professions have (relativism) in 

completing the picture of quality patient-centered care (LeGros et al., 2015). 

 Poirier and Wilhelm (2014) used a mixed methods approach to evaluate the effectiveness 

of an IPE faculty seminar to increase communication between healthcare professions and 

encourage collaboration at a Midwestern public university.  Of the 54 participating healthcare 

faculty members, 37% were from the school of nursing, 35% from the school of pharmacy, 

11.1% from the school of medicine, 7.4% from the dental medicine program, and 9.3% from 

other programs.  The participants were given a pre-assessment at the beginning of the faculty 

seminar. The post-assessment was given at the end of the day and included the same pre-

assessment information plus a perception survey which had four questions asking about the 

importance of IPE and learning from the seminar (Poirier & Wilhelm, 2014).  

 The seminar provided definitions of IPE, information about assessment tools, and 

activities to engage the faculty.  Poster sessions provided information on currently available IPE 

events across the different programs.  The afternoon session allowed the faculty to work in 

interprofessional small groups to focus on creating an IPE activity to address 10 different themes 

chosen by the planning committee.  The themes included research, mental health, geriatrics, 

global health, patient safety, service learning, health literacy, health promotion, oral health, and 

leadership and advocacy (Poirier & Wilhelm, 2014).  Survey results demonstrated increased 

knowledge by all participants except those from the dental medicine program.  The most 

significant increase was in the school of nursing faculty (pre=4.8; SD=2.0; post=8.4; SD=1.3).  

The opportunity to meet and work with other professions was the prized outcome from the 

qualitative piece.  IPE was seen as the opening to improve patient care and safety, learn about 
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working together, create better prepared future healthcare providers, and improve programs 

through accreditation (Poirier & Wilhelm, 2014).  

 At one Australian multi-campus institution of higher education, a group of researchers 

(Bennett et al., 2011) interviewed faculty stakeholders during the effort to begin IPE in their 

healthcare programs.  Faculty (n=33), identified by their seniority and influence within their 

program, completed semi-structured interviews.  After completion of the interviews, two 

workshops were held to elicit additional information about concerns, issues, and support for IPE 

implementation and 24 faculty participated.  No demographics related to the faculty from schools 

of medicine, nursing, dietetics, speech pathology, midwifery, medical education, disability 

studies, health management, paramedic, public health, psychology, and psychiatry were provided 

other than they represented both rural and urban schools.  A tool for focusing on initial planning 

and key issues was used during the workshops (Bennett et al., 2011). 

 Three themes emerged from the interviews and workshops: faculty barriers, industry 

challenges, and future opportunities.  Barriers identified by the faculty were the need for 

administrative leadership and support from the beginning of IPE planning and implementation. 

An additional need was for equal commitment toward IPE activities from each program.  This 

includes faculty involvement/dedication and handling of costs for IPE activities.  The 

participants felt curriculum change would lack support.  Industry challenges included profession-

specific regulations and accreditation, probable resistance in the clinical setting with established 

practitioners, and dealing with negative experiences impacting students in the clinical setting.  

The participants believed IPE was instrumental in preparing students for the future.  Positive 

outcomes could include increased cooperation across professions and learning, research, and 

collaboration opportunities with the diversity of programs at the university.  Several potential 
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topics for IPE presentations were introduced by faculty.  Faculty also provided ideas for use of 

technology in IPE (Bennett et al., 2011). 

 Chappell et al. (2018) created a faculty development program which was both 

collaborative and interprofessional.  The program was presented seven times in four different 

countries.  They used reflection, role-play, authentic clinical scenarios, and debriefing to engage 

faculty in the learning experience.  In role-play, faculty were given roles different from their 

professional role to increase contemplation of the situation and experience.  The opportunity, 

along with debriefing, helped the participants shift learning to clinical application.  The mixed 

methods research study used a sample of healthcare provider participants in the United States 

and Europe composed of 73.8% nurses and 67.3% of the nurses had a masters or doctoral degree.  

The survey tool created by one of the authors was administered pre-workshop and at 3, 6, and 12 

months after the workshop (Chappell et al., 2018).   

 Outcomes from the survey demonstrated an improvement in knowledge (p < 0.0001) and 

skills (p < 0.0001) from pre- to 12 months with the greatest improvement at 3 months.  No 

significant change was noted in attitude (p = 0.4531).  Qualitative data showed substantial 

positive responses and engagement at the three sites with no differences observed by geographic 

location, age, sex, culture, or education.  Faculty reported increased understanding of their roles 

as well as the roles of other professions.  They identified the need to include interprofessional 

perspectives to design IPE activities.  The experience resulted in introspection and reflection by 

participants as they were challenged to view the situation from a different standpoint.  

Interactions between participants were non-hierarchal and demonstrated respect (Chappell et al., 

2018).  
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Rutherford-Hemming and Lioce (2018) looked at the current position of IPE in nursing 

by reviewing literature from 2011 to 2016.  Nursing faculty were included in only 1 of 49 

publications (Rutherford-Hemming & Lioce, 2018).  Of the 49 reports 65% were performed in 

countries outside of the US.  The majority of the studies used a quantitative approach with 

undergraduate nursing students.  Only one RCT was noted.  A variety of interventions were used 

across the studies with the main two identified as simulation (14 studies) and lecture (12 studies).  

The optimal intervention remains questionable after reviewing the literature due to lack of 

comparison across interventions.  The use of thorough similar research is missing as is the 

impact on interprofessional interventions and patient outcomes (Rutherford-Hemming & Lioce, 

2018).  Nursing faculty guide the curriculum in nursing programs in alignment with guidance 

from boards of nursing and accrediting bodies.  Their commitment and dedication to IPE must be 

in place to prepare future nursing students to be ready for the interprofessional environment of 

healthcare.  Their experiences, understanding, and use of IPE are an important component for 

guiding future integration. 

 Specific literature addressing nursing faculty’s understanding, integration, and 

experiences with IPE was not found.  However, the literature does suggest that nursing faculty 

input was a component of each of the studies listed above.  Nursing faculty understand the 

importance of IPE for graduates who are better prepared for the workforce (Loversidge & Demb, 

2015).  They can see how learning to work together improves patient care and safety (Curran et 

al., 2007).  The opportunity to meet and work with other professions leads to an improved 

understanding of roles and responsibilities across the healthcare team (Frenk et al., 2010).  

Faculty training prior to IPE events increases confidence and sense of preparedness for working 

with small groups in IPE (LeGros et al., 2015).  Faculty who are knowledgeable about IPE are 
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essential for facilitating, role-modeling, and providing mentoring for novice faculty (LeGros et 

al., 2015).  IPE activities need to be regular and frequent, so students recognize the value and 

importance (LeGros et al, 2015).   

 Integration of IPE can be done in multiple settings using many different approaches and 

with a variety of combinations of professions (Brashers et al., 2016; Murphy & Nimmagadda, 

2015; Wang et al, 2015).  It is important to have clear objectives and learning outcomes, so the 

students understand the goals (Brashers et al., 2016).  The scenarios should be authentic and 

applicable to what the students need to learn (Brashers et al., 2016; Murphy & Nimmagadda, 

2015).  Role-play is a good tool for walking through difficult situations or conversations 

(Chappell et al., 2018).  Debriefing is critical for allowing students to talk through their 

experience.  Reflection in some form helps cement the learning for the student (Chappell et al., 

2018; Dreifuerst, 2009; Luebbers et al., 2017; Oluwatoyin, 2015).  While the clinical setting 

provides the optimal setting to see IP teams in action, faculty must be conscious of potential 

negative experiences involving conflict and incivility (Loversidge & Demb, 2015). 

 In summary, nursing faculty have learned from their experiences with IPE (Bennett et al., 

2011; Chappell et al, 2018; Legros et al., 2015; Loversidge & Demb, 2015; Poirer & Wilhelm, 

2014).  Nursing programs can be improved with the use of IPE to challenge their students.  

Accreditation requirements mandate IPE experiences.  Administrative and leadership support are 

vital for success and faculty engagement (Luebbers et al., 2017).  Faculty commitment or buy-in 

is needed from each professional program for the best outcomes (Brazeau, 2013; Shrader et al., 

2015; WHO, 2010).  Representation of each profession in the planning ensures an IPE 

experience which will engage each student at their level of preparedness.  Working together with 

other professions increases respect among the faculty and eliminates hierarchal relationships 
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(Homeyer et al, 2018).  IPE presents many opportunities and challenges to the healthcare field.  

The prospects for nursing to grow and develop in this area are immense.  Reflection is mentioned 

many times as a method for improving the IPE experience (Richard, Gagnon, & Careau, 2018).  

In the next section the focus will turn to reflective practice.  

Reflective Practice 

The study was a qualitative interview study employing reflective practice with a 

phenomenographic method for discovering how baccalaureate (BSN) nursing faculty interpret, 

experience, and implement IPE.  Reflective practice influences all levels of nursing from student, 

practicing nurse, nurse educator, to administrator (Bulman et al., 2012; Caldwell & Grobbel, 

2013; Miraglia & Asselin, 2015).  Reflective practice comes from the work of Dewey and Schon.  

Dewey (1910) identified reflective practice in education as the active, continuous looking back, 

and thoughtful consideration of educational practices; not simply believing something but 

seeking to understand the why and how and the evidence to support the belief.  He linked 

reflective practice to critical thinking in his statement, “reflective thinking is closely related to 

critical thinking; it is the turning over of a subject in the mind and giving it serious and 

consecutive consideration” (Dewey, 1933, p. 3).  Being reflective in practice requires careful 

planning, determination, and purpose (Dewey, 1910).  Dewey (1938) believed reflection is 

kindled when a concern or question exists, a dilemma requiring a solution (Barr, 2013; Galutira, 

2018; Gheith & Aljaberi, 2018; Jacobs, 2016; Mantzoukas & Jasper, 2004; Mitchell et al., 2015).   

Schon (1983) extended Dewey’s work by focusing on the professional and how reflection 

on experience facilitates new ideas and understanding.  He developed his perspective on 

reflective thinking by separating reflection-in-action from reflection on action with reflection for 

action added later by other researchers (Atkins & Murphy, 1993; Barr, 2013; Galutira, 2018; 
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Gheith & Aljaberi, 2018; Mantzoukas & Jasper, 2004; Miraglia & Asselin, 2015; Munby, 1989; 

Oluwatoyin, 2015; Ruth-Sahd, 2003; Smith, 2012; Somerville & Keeling, 2004).  Reflection-in-

action is prevalent in the nursing role in patient care.  The nurse uses her knowledge to respond 

to the situation, adjusting to fit the condition or response of the patient.  The nurse educator 

pursues similar interventions in the classroom or simulation to correct misconceptions or a 

scenario situation gone awry.  Schon (1987) believed student’s use of reflection-in-action while 

actively engaged in a clinical or simulation experiences helped them to restructure their thinking 

during an activity.  Reflection-on-action is after the fact; looking back at an event or outcome to 

think about what happened, what needed improvement, and what lessons were learned (Edwards, 

2017; Munby, 1989; Oluwatoyin, 2015).  On-action is reflection which is deliberate and leads to 

ongoing problem solving (Smith, 2012).  In simulation, reflection-on-action is typically 

addressed for the students through debriefing.  Students are urged to reflect over the experience 

to identify components of the experience and deepen understanding (Dreifuerst, 2009; 

Oluwatoyin, 2015; Schon, 1987).  Faculty reflection-on-action does not have a specific time or 

place but can occur during course reviews, course preparation, at the end of a workday, or during 

a sleepless night.  Reflection-for-action is the result of the other two types of reflection and steers 

future practice (Ruth-Sahd, 2003).   

Edwards (2017) believed Schon’s two components of reflective practice were limiting for 

nursing and through her research developed two additional factors: reflection-before-action and 

reflection-beyond-action.  Reflection-before-action is primarily directed toward students and 

helps them increase their mindfulness of personal experiences impacting their learning and be 

attentive in the simulated clinical experience (Edwards, 2017).  Edwards sees reflection-beyond-



48 

 

action as the sharing of stories where ties are made between past and present events and learning 

impacts future practice.   

Reflection should be purposeful as it can lead to deeper understanding and interpretation 

and improve judgment.  Jarvis (1992) discussed reflective practice as the opportunity for 

practitioner/educator to continue educational growth and develop practice.  Reflection can be 

useful in discovering new information for future planning but also facilitates resolution of 

problems uncovered through the process of looking back (Schon, 1987).  This could be 

particularly beneficial when applied to faculty ideas and experiences with IPE.  Reflective 

practice encourages the educator/practitioner to see several perspectives: personal, students, 

colleagues, and pertinent research literature (Shellenbarger, Palmer, Labant, & Kuzneski, 2005).  

McLeod, Barr, and Welch (2015) conducted an integrative literature review which revealed 

improved reflection through verbal discussions versus writing with greater reflection, analysis, 

understanding, evaluation, and problem-solving.  Boud (2010) stressed the importance of 

reflective practice in the preparation of future nurses and teachers.  Applied in nursing, reflective 

practice can improve collaboration and communication among the interprofessional healthcare 

team.  The regular process of reflection may result in adjustments to fundamental beliefs 

(Shellenbarger et al., 2005). 

Reflective practice involves recurrent assessment of beliefs, assumptions, and 

hypotheses, recognizing there is uncertainty created through the reflective process.  According to 

Jarvis (1992) reflective practice is more than just analysis.  It is the opportunity to learn and grow 

from challenging practice situations (Barr, 2013).  Particular characteristics are needed for the 

best results when using reflective practice.  Tolerance, bravery, and the ability to receive and 

respond appropriately to criticism are a few of the characteristics identified (Enuku & Evawoma-
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Enuku, 2015; Oluwatoyin, 2015).  Those who effectively engage in reflective practice are also 

known for taking time to reflect alone, to be problem-solvers, and having the ability to change 

and look at the current situation to explore options (Shellenbarger et al., 2005).  Reflective 

practice is inseparable from the reflective practitioner’s role. 

Schon’s (1987) viewpoint on the reflective practitioner is helpful for studying faculty 

experience with IPE.  The reflective practitioner is the professional well-trained in the scientific 

dimensions of practice, the technical knowledge and skills of the profession, as well as in the 

artistic touches, the art and science of nursing.  The reflective practitioner is able to recognize 

and tolerate the uncertainties, ambiguities, and limitations of actual practice, as well as to 

understand that all knowledge and skill are limited and defined by the boundaries imposed by 

values (Schon, 1987).  Practitioners are seen by Schon as instrumental problem-solvers who 

select the way best suited to the particular purpose.  The ontology of professional practice 

involves the process of naming and framing the problems to address, things needing attention, 

situations to explain, and directions for action.  Beyond this, however, his work also stresses the 

importance of having an understanding of how other professions approach a problem and 

incorporating their perspectives into how each practitioner approaches his or her own definition 

and solution to the problem (Barr, 2013).  Thus, Schon’s theory of the reflective practitioner 

strongly supports the importance of developing sound clinical judgment and experiencing the 

phenomenon of ‘‘having new eyes’’ for seeing the world in the ways in which others see it 

(Clark, 2006, p. 584).  This vision could positively influence nursing faculty working with IPE.   

In 2009, Wackerhausen and Dahlgren expanded Schon’s theory by taking reflective 

practice to a new level by distinguishing between first-order and second-order thinking (Barr, 

2013).  First order thinking or reflection is from a personal perspective; looking through the 
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individual’s personal and professional lens.  This limits the benefits obtained from the reflection. 

Second order thinking or reflection requires stepping back and thinking about thinking or 

metacognition; considering the point of view the individual has and contemplating the stance of 

others who are involved in the event or situation (Barr, 2013).  “Second-order reflection is 

needed before IPE can become transformative” (Barr, 2013, p. 5; Richard et al., 2018). 

Reflection is coupled with open-mindedness and the motivation to improve as a 

professional (Atkins & Murphy, 1993; Bulman et al., 2012; Caldwell & Grobbel, 2013; Gheith & 

Aljaberi, 2018; Jacobs, 2016).  Caldwell and Grobbel (2013) also found the ability to accept and 

act on criticism a common trait in professionals using reflective practice.  Using reflective 

practice on a regular basis increases an individual’s self-awareness thus improving ability to 

connect and collaborate with others which is particularly impactful for interprofessional practice 

(Atkins & Murphy, 1993; Barr, 2013; Cirocco, 2007; Mitchell et al., 2015; Oluwatoyin, 2015; 

Somerville & Keeling, 2004).  In a study by Mitchell et al. in 2015, alumni from three different 

programs found using reflection helped to improve their praxis, the quality of their jobs, and 

advance their abilities.  They were more engaged in the community and in support of social and 

political activities (Mitchell et al., 2015).   

Teachers using reflective practice demonstrated the ability to develop deeper 

understanding of experiences by reflecting before, during, and after a class, and to transfer this 

learning to improve their teaching methods, avoiding repetitive activities in the classroom 

(Gheith & Aljaberi, 2018).  In healthcare, the theory-practice gap is a serious issue as evidence-

based studies often take many years to translate to practice (El Hussein & Osuji, 2017).  

Reflective practice is correlated with better quality of patient care, energizing growth in both 

personal and professional perspectives, and closing the gap between theory and practice (Benner 
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& Tanner, 2009; Caldwell & Grobbel, 2013; El Hussein & Osuji, 2017; Gustafsson, Asp, & 

Fagerberg, 2007; Oluwatoyin, 2015).  Use of reflective practice in nursing links to practitioners 

who exhibit critical thinking, practice autonomously, and are more content in their work 

(Mantzoukas & Jasper, 2004; Olsen, 2014). 

Reflective practice is a broad concept and is very similar to “reflective techniques, 

reflective process, critical thinking, and critical reflection” (Gustafsson et al., 2007, p. 153).  

Most research completed with reflective practice utilizes a qualitative approach to gain a deeper 

insight into the participants’ experiences.  IPE has been studied extensively over the last 40 years 

using numerous approaches.  Reflection and survey methods are primarily utilized with student 

populations to explore their attitudes and experiences in IPE (Abu-Rish et al., 2012; Ateah et al., 

2011; Curran, Sharpe, Flynn, & Button, 2010; Derbyshire & Machin, 2011; Hean, O’Halloran, 

Craddock, Hammick, & Pitt, 2013; Hertweck et al., 2012; Hudson, Lethbridge, Vella, & Caputi, 

2016; Mitchell, Groves, Mitchell, & Batkin, 2010; Park, Hawkins, Hamlin, Hawkins, & Bamdas, 

2014; Reeves et al., 2016).  Faculty teaching in healthcare programs has been assessed over time 

but in more limited numbers (Bennett et al., 2011; Giordano, Umland, & Lyons, 2012; Hoffman 

& Redman-Bentley, 2012; Lee, Celletti, Makino, Matsui, & Watanabe, 2012).   

Naicker and van Rensburg (2018) studied reflective learning and reflective practice 

among 121 nurse educators teaching in South Africa.  They used a quantitative explorative 

descriptive strategy to explore the nurse educators’ experience and perception of reflection in 

their personal lives and in their professional teaching practice.  A questionnaire consisting of 

Likert-type scale, closed- and open-ended questions, was employed to gather data.  

Demographics revealed an older population (57% over 45 years of age) with limited experience 

in teaching (36% with less than 5 years of teaching).  About one-third of the educators practiced 
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daily reflection regularly while the rest use reflection intermittently.  In contrast, 55 of the nurse 

educators pondered what and how they teach.  University-employed nurse educators were more 

likely to practice self-reflection (p=0.01).  Very few (n=16) of the participants use journals as a 

part of their reflective practice (Naicker & van Rensburg, 2018). 

In regard to their students, almost all of the nurse educators (98%) made reflective 

learning and practice a part of their teaching and classroom requirements; 47% on a daily basis.  

The most common interventions were small group discussions but role-playing, problem-solving, 

and case studies were also engaged.  Simulation and oral reports were other reflective learning 

favorites of the participants.  The nurse educators strongly supported the positive impact of 

reflective learning on their students’ success and believed their personal use of reflection 

advanced their teaching skills and abilities to guide and assist students in reflecting (Naicker & 

van Rensburg, 2018). 

In summary, reflective practice comes from the work of Dewey and Schon.  Dewey 

(1910) identified reflective practice in education as the active continuous looking back and 

thoughtful consideration of educational practices.  Schon (1983) extended Dewey’s work by 

focusing on the professional and how reflection on experiences facilitates new ideas and 

understanding.  Reflection can be useful for uncovering new information for future growth but 

also helps resolve problems exposed through the process of looking back (Schon, 1987).  

Reflective practice is an active component of current healthcare education and facilitates the 

growth of critical thinking and professional competence (Mann, Gordon, & MacLeod, 2009).  

The next section looks at IPE and reflective practice together. 
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Interprofessional Education and Reflective Practice 

Using reflective practice to explore IPE can promote responsibility and accountability in 

nurse educators as they examine both positive and negative experiences in practice (Oluwatoyin, 

2015).  Jacobs (2016) believed “reflective practice in nursing correlates to the development of 

critical, autonomous practitioners and is necessary to enhance IPE” (p. 63).  Reflection leads to a 

better understanding of self and others (Gheith & Aljaberi, 2018; Miraglia & Asselin, 2015).  

IPE activities can foster opportunities for students to learn and understand the roles and 

responsibilities of their colleagues from other professions, developing respect, positive reception, 

and the ability to collaborate (Oandasan & Reeves, 2005; Olsen, Bidewell, Dune, & Lessey, 

2016).  Students need to be given the chance to learn with, from, and about each other prior to 

being thrust into the working environment.  Learning from nurse educators about their 

experience, understanding, and integration of IPE heightens the possibility.   

Faculty from the School of Health Sciences at Stockton University (Del Rossi, Kientz, 

Padden, McGinnis, & Pawlowska, 2017) created a unique approach for helping physical therapy, 

occupational therapy, and nursing students gain experience with teamwork while working 

together with infants, toddlers, and their parents.  Students were assigned to IP teams of two or 

three members.  They completed pre-activity work after receiving information on the 

child/family assignment which included personal aims for themselves and the child, explaining 

the developmental level for the age of the child, and identifying suitable activities/toys for 

interacting with the child.  After a 30-minute group meeting, student teams spent 1 hour with 

their child/family.  A debriefing session for all student participants was held after the activity.  

As part of the IPE experience, students completed a reflective writing project guided by 

questions regarding what they learned from the experience, response to the experience, was 



54 

 

teamwork effective and learning from working with another profession, and how could the 

activity be improved.   

Themes from analysis of the reflective writing included communication experience, 

better understanding of developmental markers, value of teamwork, and confidence/comfort.  

Working with a student from another profession helped students experience different approaches 

to communication.  The child’s communication skills varied with age but sharing an interest in 

the child helped with talking with the parents.  The students could visualize the differences in 

when children reach different milestones in their development which was an eye-opener for 

those inexperienced with little ones.  The teamwork was found to be supportive and helped 

students see different perspectives and approaches depending on the professional discipline.  

Although students admitted nervousness prior to the experience, they quickly became 

comfortable in the setting and appreciated the presence of another healthcare professional in the 

interaction.  The reflection through debriefing and the written assignment helped students grasp 

the learning and benefits of the experience (Del Rossi et al., 2017). 

Bussard (2015) used reflective journals with junior nursing students in a qualitative 

interpretive description study to determine their growth in clinical judgment.  Four progressive 

medical-surgical simulations were held across the semester for student participation.  Debriefing 

was held after each scenario.  The students’ scenarios were recorded and students were expected 

to watch the video within 1 week of the experience.  The students then completed the reflective 

journal using faculty-provided guiding questions.  Themes identified from the reflective journals 

included collaboration and interprofessionalism.  Students worked with other professions in the 

scenarios to gather information, clarify understanding, and prevent errors.  The data from the 

third and fourth journals presented increased comments regarding collaboration and 
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interprofessionalism.  The author characterized the usefulness of the reflective journal as aiding 

in identifying students’ strengths and weaknesses and recognizing the need for additional 

learning experiences (Bussard, 2015). 

Using a problem-based learning (PBL) IPE ethics activity, Chou, Kwan, and Hsin (2016) 

worked with medical and nursing students to assess learning across professions and as an IP 

group.  One assessment method was self-reflection which was used across all groups, seeking 

information on learning from the activity, from interactions with other participants, and the value 

of the PBL.  The three groups consisted of one group of medical students, one group of nursing 

students, and one IP group of half medical students and half nursing students.  Only the IP 

group’s self-reflections were analyzed in the study.  The themes identified through the reflections 

included relating to and learning about other professions, acquiring knowledge from other 

participants and thinking about the learning, and taking into consideration the interactions and 

how to work together in the future.  Each theme built on the other with increased insight and 

growth demonstrated by the final theme.  The authors found medical students concentrated on 

data, analysis, and deciding what to do in the situation while nursing students were more focused 

on the patients and meeting their specific needs.  In the IP group, most participants 

acknowledged the diversity of their professions and came together to address the ethical issue.  

The results of the study demonstrated the importance of early introduction to IPE where students 

can identify professional limitations and understand the benefits of considering others’ 

perspectives (Chou et al., 2016). 

Lachmann, Fossum, Johansson, Karlgren, and Ponzer (2014) used clinical experiences on 

an interprofessional training ward (IPTW) to compare randomly assigned IP clinical groups 

consisting of nursing, medical, occupational therapy, and physiotherapy students working with 
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and without the contextual activity sampling system (CASS).  The CASS uses mobile phones to 

distribute questionnaires to and collect information from students before, during, and after 

clinical.  The control group did not use the CASS but were given a similar paper questionnaire at 

the end of the 2-week clinical experience.  After each morning shift, a reflection meeting was 

held with all students in the clinical setting to debrief and talk over teamwork experiences 

(Lachmann et al., 2014).   

The students were interviewed individually at the end of the clinical experience to gain 

information on IP cooperation and working together, team planning, how the team evaluated 

their work, and if the CASS method supplemented learning during the clinical experience.  

Questionnaires administered to evaluate the CASS showed the students in the control group had 

increased emotions of stress and testing compared to the groups using the CASS.  Reflection was 

identified as a benefit of using the CASS questionnaires as the receipt of the CASS 

questionnaires throughout the clinical day stimulated reflection.  Students felt that responding to 

the mobile phone questionnaires helped them to think through what was going to happen 

(before), what was happening (during), and any events occurring during the day (after).  The 

questionnaires were administered five times during the clinical day which may have increased 

student awareness of their situations, emotions, and stimulated self-reflection.  The students 

identified different types of reflection from the group meeting and the use of the CASS 

(Lachmann et al., 2014). 

In summary, reflective practice in IPE encourages contemplation and thought by the 

participants.  Jacobs (2016) believed “reflective practice in nursing correlates to the development 

of critical, autonomous practitioners and is necessary to enhance IPE” (p. 63).  Reflection leads 

to a better understanding of self and others (Gheith & Aljaberi, 2018; Miraglia & Asselin, 2015).  
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Reflective practice in IPE helps the student to review the experience and think about the 

interactions, situations, and outcomes.  Through reflection, connections can be made from 

previous experiences and to future opportunities.  The student sees how results can be changed 

with different input and perspectives.  Reflection helps to cement the learning for the student.  It 

is action-oriented and aids the student in learning about themselves and others (Jacobs, 2016).  

Summary 

 The slow application of IPE in the education of healthcare professionals is not surprising 

considering “scientific knowledge of best care is not applied systematically or expeditiously to 

clinical practice.  An average of about 17 years is required for new knowledge generated by 

randomized control trials to be incorporated into practice” (IOM, 2001, p. 13).  There is a 

shortage of research available on how IPE influences patient outcomes and the transition of IPE 

experiences in healthcare education to practice (Rutherford-Hemming & Lioce, 2018).  The lack 

of conceptual design contributes to the deficiency of studies demonstrating the effectiveness of 

learning with, from, and about other professions during healthcare education programs (IOM, 

2015).   

The literature offers a surplus of positive benefits and outcomes for student participation 

in IPE activities.  Working together as a team positively impacted patient safety and improved 

collaboration, knowledge of other professions, and attitudes toward future colleagues (Dow & 

Thibault, 2017; Murphy & Nimmagadda, 2015; Wang et al., 2015).  Hierarchy and stereotyping 

decreased (Homeyer et al., 2018).  Barriers are a reality and hinder the implementation and 

growth of IPE across healthcare education programs.  How to create IPE experiences with 

diverse age groups, knowledge levels, and clinical experience is a challenge (Dow & Thibault, 

2017; Homeyer et al. 2018; Luebbers et al., 2017).  The lack of rigorous research design in IPE 
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studies continues to hinder the development of a strong foundation to base future IPE growth 

(Reeves et al., 2013).   

Faculty need the opportunity to grow trusting relationships outside of their profession and 

to see administrative verification of IPE through faculty development and investment of time and 

support (Brazeau, 2013).  Nursing programs can be improved with the use of IPE to challenge 

their students.  Accreditation requirements mandate IPE experiences.  Administrative and 

leadership support are vital for success and faculty engagement (Luebbers et al., 2017).  Faculty 

commitment or buy-in is needed from each professional program for the best outcomes (Brazeau, 

2013; Shrader et al., 2015; WHO, 2010).  IPE presents many opportunities and challenges to the 

healthcare field.  The prospects for nursing to grow and develop in this area are immense. 

Jacobs (2016) believed “reflective practice in nursing correlates to the development of 

critical, autonomous practitioners and is necessary to enhance IPE” (p. 63).  Reflection leads to a 

better understanding of self and others (Gheith & Aljaberi, 2018; Miraglia & Asselin, 2015).  

Using reflective practice in IPE activities may enhance critical thinking and contribute to the 

development of better prepared healthcare teams whose collaborative skills enrich patient care 

(Richard et al., 2018).  Staying on the cutting edge of health information is challenging and 

requires engaging with constant change.  The literature clearly presents the value of IPE 

activities when incorporated into the educational process for developing healthcare professionals.    
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CHAPTER III 

METHODS 

 The overarching goal of this study was to improve and increase integration of 

interprofessional education (IPE) in nursing curricula through a clearer understanding of the 

nurse educator’s understanding, integration, and experience with IPE.  To achieve the clearer 

understanding, the nursing educator’s perception, experience, and integration of IPE in 

baccalaureate nursing education (BSN) was investigated through reflective practice with a 

phenomenographic approach.  The methodology employed to test the research questions is 

presented in this chapter.  The chapter is organized into the following sections: (a) setting, (b) 

research positionality, (c) participants, (d) instrumentation, (e) research questions, (f) data 

collection, (g) data analysis, and (h) summary. 

 Primarily used for educational research, phenomenography is an approach that leads to a 

better understanding of the views and experiences of a phenomenon rather than phenomenology, 

which will guide toward a better understanding of the phenomena itself (Marton, 1981).  

Phenomenology is an empirical research tradition designed to answer questions about thinking 

and learning (APFSLT, 2008; Tight, 2016).  The research was not about IPE, it was about how 

the nursing faculty experience IPE.  The goal was “not to find the singular essence, but the 

variation and the architecture of this variation by different aspects that define the phenomena” 

(Walker in APFSLT, 2008, para. 2).  Phenomenographic research has increased in nursing 

education over the last 20 years due to its value in representing the differences in people’s 

experience of a phenomenon (Barry, Ward, & Walter, 2017).  
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The study identified the different conceptions and perspectives nursing faculty have 

related to IPE.  Phenomenographic research requires reflection by the participants on their 

experiences with the phenomena, IPE.  Reflection allows the participant to consider what they 

bring to the table from prior life events.  Skills for reflection include self-awareness, insight, 

critical inquiry, pulling together of previous and new knowledge, and appraisal (Atkins & 

Murphy, 1993).  Nursing faculty’s reflections helped express the nature of nursing’s role in IPE 

and generate new knowledge of nursing faculty’s understanding, experience, and implementation 

of IPE. 

The study was a qualitative interview study employing a phenomenographic method. The 

phenomenon, IPE, has been studied extensively since the 1970s.  Phenomenography looks at the 

individual’s experience with the phenomenon.  Nursing is an interprofessional career path as it is 

necessary to work with other disciplines to provide or promote health.  Exploring nurse 

educators’ understanding, experience, and implementation of IPE included looking back into 

where they have been, at the current situation, and where they want to go in the future. 

Setting of the Study 

The interviews for the study took place in the offices of nurse educators teaching in pre-

licensure baccalaureate nursing education and working with students in IPE activities in the State 

of Texas.  Inclusion criteria included nursing faculty with a masters of nursing (MSN) degree or 

above teaching in pre-licensure baccalaureate nursing programs who are currently working with 

students in IPE activities.  The settings provided privacy and a distraction-free environment.  It is 

important for the interviewee to feel supported during the interview (Miraglia & Asselin, 2015).  

Most interviews occurred at the participant’s workplace whether it was face-to-face or through 

Zoom/Skype.  A recording device was used to secure all information exchanged during the 
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interview.  A copy of the recruiting letter and consent was made available for each of the 

participants.  

Researcher Positionality 

My experience with interprofessionalism began many years ago during my studies to 

become a licensed vocational nurse.  As a nursing student, we spent several shifts working with 

many of the different professions in the hospital.  My perception was not of the nursing student 

observing the respiratory therapist but as the assistant to the respiratory therapist, or dietician, or 

laboratory technician.  I was actively engaged in learning and understanding the role of each of 

these individuals.  Physicians took me under their wing and opened my eyes to surgical 

procedures, laboratory reports confirming diagnoses, and the wonder of birth.  Respect and trust 

developed as part of these relationships.  I understood as a nurse I would be working with 

different professionals to provide the best care for my patients.  

I carried this perspective with me throughout my journey in nursing.  As I worked, 

continued my education, and mentored others, one of my goals was to be a contributing member 

of the interprofessional healthcare team.  As a manager, I collaborated with the physicians 

advising my department to improve services to meet their needs, enhance patient care, and meet 

the aspirations of the healthcare institution.  I encouraged my employees and colleagues to use 

good communication and quality customer service when working with others. 

Becoming a nurse educator allowed me to share my passion of nursing and my respect 

for the healthcare field with nursing students at the BSN and MSN levels.  I quickly became 

involved with the planning and implementation of IPE experiences as a faculty champion in the 

health sciences center where I teach.  Although the research on the outcomes of IPE are limited, I 

have witnessed firsthand the benefits of good communication, reduced medical error and 
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duplication of procedures, and positive patient outcomes related to effective and efficient 

interprofessional teamwork. 

The two most serious validity threats in this study were reactivity and researcher bias.  

Reactivity is “influence of the researcher on the setting or individuals studied” (Maxwell, 2013, 

p. 124).  Reactivity is a validity threat because I (the researcher) am an active advocate for 

interprofessional education (IPE).  I wrote about my feelings, thoughts, and concerns in memos 

before the research began.  The questions used for the interviews are straightforward and open-

ended, allowing the informant to share their thoughts, concerns, feelings, and experiences of IPE.  

I do not have a poker face, so I attempted to use effective listening skills and took detailed notes.  

I was conscious of my thoughts during the interviews and let the informant fully explain their 

responses. 

Researcher bias was a validity threat because as the researcher I was the person reviewing 

the collected data and making the selection of data to include in the report.  Eliminating the 

researcher bias is not possible so it was important for me to know my values and avoid allowing 

what I want to negatively or positively influence my study (Maxwell, 2013). 

 There were many strategies to apply to deal with the possible validity threats.  I was 

conscious of my expectations about the study.  I used memos, beginning early in the process, to 

document what I was thinking and where I was hoping to go with the study.  Identifying my 

perspective, assumptions, and feelings about the topic of study helped to level the groundwork.  I 

serve on two IPE committees at my work.  I had some of the members to be my “community of 

practice” and they reviewed my research on a regular basis to reduce researcher bias (Marshall & 

Rossman, 2016, p. 163).  I enlisted the assistance of a research colleague to talk through my 

process and experiences which stimulated clear analysis and reflection.  I had verbatim 
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transcriptions of the interviews (rich data) and compared the transcripts with any field notes and 

memos I took during the interviews.  Consciously reassessing my values, thoughts, and feelings 

during the research process heightened my awareness and decreased the likelihood of negatively 

influencing the study (bracketing).  I worked with nurse educators for my research.  Respondent 

validation was an excellent means of getting feedback on my results and verifying my 

interpretation of the information the participants shared.  Maxwell (2013) said this is “an 

important way of identifying your biases and misunderstandings” (p. 127).  I took time for 

crosschecking as soon as data from each source were collected which assisted in staying on top 

of the data and reduced speculation.  Triangulation of the different data sources for 

commonalities and differences brought strength to the study and reduced bias from the 

researcher.  I maintained an audit trail of the data collection and strategies. 

Participants 

 The participant selection for the study was a purposive sample of BSN nurse educators 

working with IPE in traditional pre-licensure BSN nursing programs in the State of Texas. The 

population was chosen based on the location of my educational experience and nursing practice.  

I am familiar with the Texas Board of Nursing (TBON) rules and regulations and the standards 

of the Texas Higher Education Coordinating Board.  The researcher consented nine nurse 

educators currently working with IPE in traditional pre-licensure BSN programs.  The number of 

participants was recommended to be 20 or fewer supported in the literature including Tight 

(2016) who recommended 20 or fewer interviews and Abreu Novais, Ruhanen, & Arcodia 

(2018) who suggested 15 to 25. Barry, Ward, and Walter (2017) reviewed nursing research on 

phenomenography and interviewees’ ranges were 5 (considered a small sample), 12, 12, 17, 20, 

24, and 27.  Both Trigwell (2000) and Dunkin (2000) suggested between 15 and 20 interviews be 
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completed as a data management approach.  In phenomenography, one of the aims is to 

interview participants with a range of experiences (Ashworth & Lucas, 2000; Yates, Partridge, & 

Bruce, 2012).  Nurse educators bring their educational path and work history with them to 

academia.  The sample size needed to be appropriate to collect plentiful accounts of the nurse 

educators’ experience with IPE (Yates et al., 2012).  

 After gaining University of Alabama Institutional Review Board (IRB) approval 

(Appendix A) and administrative permission from the Schools of Nursing, recruitment of 

participants began.  Inclusion criteria included nursing faculty with MSN degrees or above who 

were currently working with students in IPE activities.  A definition of IPE activities was not 

given as gaining insight into nurse educator’s perception was a component of the study.  

Programs with restrictions from the Texas Board of Nursing and/or in operation for less than 2 

years were not considered.  The program director or research director of the nursing programs 

was contacted by phone and/or email to explain the research study and to gain permission to 

share with qualified nursing faculty.  The enlisting email was sent to qualified nursing faculty by 

the program director and/or the researcher.  Interested faculty contacted the researcher.  After 

receiving acknowledgement of willingness to participate, the researcher obtained informed 

written consent per IRB protocol.   

The letter of informed consent explained the purpose of the research study and provided 

contact information for additional questions.  Signing and submitting the informed consent was 

voluntary.  Participants could withdraw from the study at any point in time without 

consequences.  No obvious harm came to any participants in the study.  Participants may have 

experienced anxiety, emotional distress, or discomfort when reflecting on past, personal, and 

professional experiences with IPE or with current implementation of IPE.  The interview could 
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be stopped or paused at any time on the participant’s request.  The participants could benefit 

from their involvement in the research study through their reflection and respondent validation.  

Lather (1991) proposed catalytic validity which “represents the degree to which the research 

process re-orients, focuses, and energizes participants toward knowing reality in order to 

transform it” (p. 68).  Nurse educators could develop a better understanding of IPE and ways to 

integrate activities into the curriculum. 

The data collected were de-identified to assure confidentiality of the participant and their 

site of employment.  The data were secured on a password-protected computer, in a locked file 

cabinet, and in the Box at The University of Alabama which only the researcher can access.  The 

data will be destroyed at the appropriate time after the research is complete. 

Instrumentation 

 The main instrument in the study was semi-structured, open-ended interviews with the 

participants (Tight, 2016).  McGrath, Palmgren, and Liljedahl (2018) described the semi-

structured interview as containing only a few prearranged questions permitting the researcher to 

investigate subjects brought forth by the interviewee.  The desired outcome was a discussion 

between the interviewer and the participant rather than a strict question-answer format.  The 

semi-structured interview approach provided a standard of data across participants while 

allowing for flexibility to explore into the information provided by the participant, avoiding 

leading (Yates, Partridge, & Bruce, 2012).  

 Questions used in the interview were structured after input from other published studies 

(Anderson, Willman, Sjostrom-Strand, & Borglin, 2015; Ashworth & Lucas, 2000; Heyman, 

Webster, & Tee, 2015; Yates et al., 2012).  The initial question after obtaining demographic 

information, was, Tell me how you first heard about interprofessional education.  Eliciting more 
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information from the interviewee included the use of prompts such as how? and what more can 

you tell me? (Anderson et al., 2015).  Kuiper (2002) supported the use guiding prompts and 

questions to aid in a higher level of thinking.  Additional open-ended research questions were 

used to help stimulate the conversation (see Appendix B).  The questions circle around the 

phenomenon of investigation to maintain the focus (Webber & Johnston, 2015). 

 The second instrument used in the face-to-face interviews was participant observer.  

Participant observer is recognized as the very act of observing which interposes and affects the 

exchange during the interview (Bulman, Lathlean, & Gobbi, 2012).  As the researcher, I 

interacted with the interviewees during the interviews.  I observed the participants during the 

interviews for any emphasis or voice inflection related to the information.  Any emotional 

response to sharing about IPE was noted. 

Research Questions 

The research questions used to guide the study were as follows: 

1. How do nursing faculty in pre-licensure BSN programs understand/define IPE? 

2. How do nursing faculty in pre-licensure BSN programs implement/integrate IPE? 

3. What are nursing faculty’s experiences/results with integration of IPE? 

4. What are nursing faculty’s goals/desires for future IPE? 

The questions focus on nursing faculty’s understanding, integration, and experience with 

IPE as individuals, practicing nurses, and in their current roles as nurse educators.  Webber and 

Johnston (2015) recommended the interview discussion circles around the main research 

questions.  An emphasis on the issues and concerns related to IPE in nursing education is the 

focus.  The questions have been developed from a review of IPE, reflective practice, and 

phenomenography literature (Ashworth & Lucas, 2000; Koshy, Limb, Gundogan, Whitehurst, & 
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Jafree, 2017; Miraglia & Asselin, 2015; Mitchell, Richard, Battistoni, Rost-Banik, Netz, & 

Zakoske, 2015; Sommerville & Keeling, 2004; Webber & Johnston, 2015).   

Data Collection  

Nurse educators willing to participate in the study were provided with an explanation of 

the researcher’s purpose of the study and the intended goal of the research process.  The 

participants were assured anonymity and that feedback would be confidential.  Written informed 

consent was obtained before any data were collected.  Nurse educator participants were 

interviewed by the researcher face-to-face to establish rapport and increase their level of comfort. 

Face-to-face also included the option to use technological services such as Zoom or Skype.  

Initial interviews lasted for approximately 45-90 minutes.  Observation, field notes, and 

memoing were used during each interview process.  Two additional questions arose during the 

interviews and were shared with each participant either during the interview or as part of a 

follow-up email.  All interviews were taped and transcribed with observations and notes written 

by the researcher.  The semi-structured interview presents the most appropriate method for 

allowing the participant to share their experience with the phenomenon of IPE (Ashworth & 

Lucas, 2000; Yates et al., 2012).  Practice interviews with colleagues were used by the researcher 

to hone my interviewing skills (Ashworth & Lucas, 2000; McGrath, Palmgren & Liljedahl, 

2018). 

Written permission was obtained prior to the start of any interview.  No documents related 

to IPE activities were shared with the researcher.  Interview questions (see Appendix B) were 

open-ended and encouraged reflection.  The questions were directly related to the four research 

questions and focus on the topic IPE.  Additional questions probed depending on the situation 

and response and to clarify understanding.  I wrote my observations of the participant during the 
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interview particularly noting any emphasis placed on words or changes in inflection in their 

voice.  I attempted to be conscientious and strive to prevent any note-taking on my part from 

being a distraction to the interviewee.   

Prior to the data collection, it was important for the researcher to identify and understand 

their values and assumptions about the phenomenon.  Bracketing of preconceived ideas helps the 

researcher delve into the interviewee’s experience and story (Ashworth & Lucas, 2000).  The 

researcher was aware of her personal thoughts and ideas about the research during the interview 

process and avoided allowing these to interfere with the discussion (Ashworth & Lucas, 2000).  

Truly hearing the participant’s experience was the goal of the interview (Ashworth & Lucas, 

2000; Yates et al., 2012).  I wrote my answers to the interview questions prior to beginning the 

interview process.  Selecting an empathetic approach to the interview process improves the 

ability of the researcher to bracket anything which could prevent hearing the interviewee’s story 

(Ashworth & Lucas, 2000).  For each interview, I focused on what the interviewee was sharing 

to hear their story. 

During the interview, it was important to develop rapport with the participant to increase 

their level of comfort and to create a sense of camaraderie (Ashworth & Lucas, 2000; McGrath 

et al., 2018).  The four research questions guided the interview process, utilizing the questions in 

Appendix B to investigate fully.  I listened with focused attention during each interview, allowed 

the participant to speak, and used prompts to draw out additional information (Ashworth & 

Lucas, 2000; Yates et al., 2012).  As the researcher, I worked to be attentive to their thoughts and 

feelings and to guard against the intrusion of thoughts about how the information fit into the 

study (Ashworth & Lucas, 2000; McGrath et al., 2018).  
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Data Analysis 

The inductive approach for data analysis was used.  Memos were written after each 

interview while the memory was fresh to increase retention of details and to promote critical 

thinking. Analysis of collected data, memos, and field notes was ongoing.  Comparing data with 

definitions and information from the literature review as well as to each of the different 

interviews helped with analysis.  The use of phenomenography provided a better understanding 

of faculty conception of IPE.  Interviews were reviewed via the recordings and were transcribed 

verbatim.  Transcripts were compared to the recordings for accuracy.  Data collected from 

transcripts/interviews were coded after extensive review (see Appendix C).  Listening to the 

taped interviews and rereading the transcripts facilitated coding.  Patterns or themes recognized 

through the above methods were placed in matrices for comparison and to identify similarities 

across the different interviews. 

The techniques shared in data collection regarding bracketing and the use of empathy 

were carried over into data analysis (Ashworth & Lucas, 2000; McGrath et al., 2018).  The 

practices helped the researcher to analyze the content of the recording and the transcript within 

the context of the individual situation (Ashworth & Lucas, 2000; McGrath et al., 2018).  

Ashworth and Lucas (2000) believed the researcher should sensitize themselves to the 

information being reviewed to achieve maximum understanding.  “Slow down and dwell on what 

is being said and the manner in which it is being said” (Ashworth & Lucas, 2000, p. 304). 

Listening to the recording several times helped the researcher identify emphasis, 

inflection, and emotion related to the participant’s information (Ashworth & Lucas, 2000; 

McGrath et al., 2018).  Developing a summary for each participant has shown success in other 

studies as it requires the researcher to focus on one interview at a time.  In phenomenography, 
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the initial focus on the individual input moves to a comparison across all of the data obtained 

(Akerlind, 2005; Yates et al., 2012).  Once summaries were created from the transcripts, 

identifying similarities and differences while keeping information in context was efficient 

(Akerlind, 2005).  The summaries helped establish consistency for information provided by each 

participant or as Ashworth and Lucas (2000) described—“internal validity” (p. 305).   

During analysis, the researcher reviewed the data thoroughly without a focus on the 

outcome (Ashworth & Lucas, 2000; Akerlind, 2005).  Sorting data into categories helped the 

researcher recognize consistent and predominant themes.  Categories of description are an aim in 

phenomenographic research.  “A core premise of phenomenography is the assumption that 

different categories of description or ways of experiencing a phenomenon are logically related to 

one another, typically by way of hierarchically inclusive relationships” (Akerlind, 2005, p. 323).  

Themes were identified as a method to recognize similarities (Yates et al., 2012).  Avoidance of 

cause and effect is an important component of analysis in phenomenography.  The method of 

analysis was repetitive, always looking and comparing any significant meaning and related 

structure (Akerlind, 2005).  Bowden (1994) suggested keeping a question in the back of your 

mind during analysis to help gain their perspective: What does this tell me about the way the 

nurse educator understands IPE? What must IPE mean to the nurse educator if they are saying  

. . .?  The researcher’s goal was to find the meaning from the data through identification of a 

limited number of categories, usually five or less (Tight, 2016).  The categories were placed into 

a logical structure, usually hierarchal in phenomenographic research, which demonstrated their 

relationship (Akerlind, 2005; Tight, 2016).  “Ideally, the outcomes represent the full range of 

possible ways of experiencing the phenomenon in question, at this particular point in time, for 

the population represented by the sample group collectively” (Akerlind, 2005, p. 323).  A 
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phenomenographic outcome space is created from the categories of description to represent the 

qualitatively different ways in which the participants experienced the phenomenon (Barnard, 

McCosker, & Gerber, 1999).  

Summary 

 In summary, by interviewing BSN nurse educators through their reflective practice in 

IPE, I was able to generate new knowledge of nurses’ understanding, experience, and integration 

of IPE.  The knowledge can benefit and increase the use of IPE in nursing curricula by sharing 

what is currently being implemented and having a clearer understanding of what IPE means to 

nursing.  Improving communication of nurse educators’ understanding, experience, and 

implementation of IPE may facilitate change to the experiences of nursing students preparing to 

enter the interprofessional environment of healthcare.  Using a phenomenographic methodology 

provides the capacity to discover understandings and experiences of IPE which are key and 

unique to nurse educators.  The approach helps to inspire nursing education to drive forward into 

the next century and improve the excellence of teaching and learning (Barry et al. 2017).  The 

goal is to better prepare future nurses for their roles in healthcare as contributing members of 

interprofessional teams. 
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CHAPTER IV 

PRESENTATION AND ANALYSIS OF DATA 

The purposes of this study were to (a) describe perspectives of nursing faculty in pre-

licensure baccalaureate nursing (BSN) programs regarding teaching IPE, (b) understand faculty 

beliefs about IPE, and (c) provide insight into IPE integration.  The study intended to look at 

nurse educators teaching in baccalaureate nursing programs (BSN) with nursing students in 

interprofessional education (IPE) activities and to describe their understanding of teaching IPE, 

their beliefs about IPE, and gain insight into IPE integration.  The data results presented in this 

chapter come from analysis of semi-structured interviews of nine nurse educators using reflective 

practice technique with a phenomenography approach.  Analysis of the data was guided by the 

four research questions. 

Research Questions 

1. How do nursing faculty in pre-licensure BSN programs understand/define IPE? 

2. How do nursing faculty in pre-licensure BSN programs implement/integrate IPE? 

3. What are nursing faculty’s experiences/results with integration of IPE? 

4. What are nursing faculty’s goals/desires for future IPE? 

The primary goal of the analysis was a phenomenographic outcome space which 

represents the qualitatively different ways in which the nurse educators experienced IPE and 

identified areas specifically related to the group’s IPE experiences.  The outcome space 

illustrates the differences in ways the nurse educators experienced IPE and suggests potential for 

improving implementation, integration, and the outcomes of IPE activities.  
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A phenomenographic approach aims to explore, “the qualitatively different ways in 

which people experience, conceptualize, perceive, and understand various aspect of, and 

phenomena in, the world around them” (Marton, 1986, p. 31).  The seven consecutive steps used 

for analysis were as follows: (a) reading through the verbatim transcripts (familiarization), (b) 

assembling the participants’ answers to each question together, (c) summarizing individual 

answers to find focal points, (d) initial collecting of similar thoughts and responses, (e) grouping 

of participants’ answers to identify categories, (f) distinguishing each category, and (g) 

examining the similarities and differences between the categories of description (Dahlgren & 

Fallsberg, 1991; Sjostrom & Dahlgren, 2002).  Although initial analysis begins with the 

individual recording and transcript, the focus of phenomenographic research is not understanding 

the individual perspective but focuses on recognizing the qualitatively diverse ways in which the 

phenomenon, IPE, was experienced by the participant group of nurse educators participating in 

the study.  The categories of description describe experiences of IPE on a collective level 

(Limberg, 2000).  The set of categories of description form the outcome space.  An explanation 

in each category of description will detail how IPE is experienced within each category of 

description (structures of awareness) and what about IPE is experienced within the category of 

description (dimensions of variation) (Barnard et al., 1999). 

The primary goal of the data analysis was to examine, categorize, and describe the IPE 

experience of the participant group.  The researcher conducted the interviews, compared 

transcripts to recordings to verify accuracy, and shared the reviewed transcripts with the 

participants for their feedback.  This process allowed the researcher to become engrossed in the 

data (Morrow, Rodriguez, & King, 2015).  Throughout the process, the researcher attempted to 

bracket herself by keeping a journal of personal feelings, thought, and ideas about the findings. 
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Demographic and Data Analysis 

In phenomenographic studies the participant group is not large.  In-depth interviews were 

conducted with nine nursing faculty members representing four programs across the State of 

Texas.  Each participant was given a pseudonym representing famous nurses in the history of 

nursing after the data were collected. 

The following section briefly describes the demographics of this set.  All the study 

participants were female with an age range of 32-64 years of age, average age of 45.7 years, 56% 

(n=5) were between the ages of 32 and 60 with 44% (n=4) representing the over-60 age group.  

The study participants have been nurses for a range of 10-42 years, with an average of 27.8 

years.  The areas of expertise in nursing were diverse, including medical-surgical nursing, 

surgery, pediatrics, orthopedics, intensive care, oncology, and mental health.  All participants, at 

the time of the interviews, were actively teaching with traditional undergraduate nursing students 

and working with IPE activities for an average of 9.3 years (range 5-21 years) of nursing 

education experience.  For seven of the participants (77%), their current position was their first 

experience teaching in nursing.  Two of the participants (22%) had taught previously in associate 

degree programs in the State of Texas.  All participants currently teach in face-to-face settings 

with students.  Sixty-six percent (n=6) of the nurse educators had begun their nursing career with 

a bachelor’s degree (BSN), with one (11%) starting as a diploma nurse (RN) and two (22%) as 

licensed vocational nurses (LVNs).  Of the nine participants, five (55%) started their work in 

healthcare through the roles of patient care technician, nurse’s aides, nurse technician, and 

physical therapy (PT) technician.  Four (44%) of the nurse educators in this dissertation study 

had earned a doctoral degree [Doctor of Philosophy (PhD), Doctor of Education (EdD), or 

Doctor of Nursing Practice DNP)].  Four (44%) of the five master’s prepared educators are 
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currently enrolled in or beginning doctoral programs.  None of the faculty interviewed held 

administrative positions.   

Table 4.1 

Participants’ Demographics 

Pseudonym Age Years as a 

nurse 

Years as an 

educator 

Career path 

Florence 62 24 7 Patient care tech, BSN 

Dorothea 58 38 12 Nurse aide, LVN, 

BSN 

Virginia 64 42 9 Nurse aide, BSN 

Callista 64 42 7.5 BSN 

Patricia 53 28 21 BSN 

Madeleine 32 11 6.5 Nurse tech, BSN 

Imogene 37 10 5 PT tech, LVN, ADN, 

BSN 

Nola 63 37 10 RN, BSN 

Clara 41 18 6 BSN 

 

Study participants’ questions regarding the study were answered prior to beginning the 

interviews.  In addition, the data collected have not been shared with anyone except the 

participants themselves and committee members and will remain confidential.  All study 

documents have been stored securely during the study and will be destroyed per protocol.  These 

steps were taken to assure the participants in the study a protected experience. 

 After becoming familiar with the collected data, the researcher identified responses in 

each of the transcripts pertinent to the experience of IPE.  Listing common ideas and statements 

together helped develop the categories.  Each transcript was reviewed several times along with 

listening repetitively to each interview to gain clarity.  The researcher was looking for the 

variation in the ways IPE was experienced across the group.  Data analysis concentrated on 

developing a representation of the qualitative differences and similarities in the nurse educators’ 

interpretation of their experience with IPE.  Phenomenography looks at a research phenomenon 
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from a second order perspective, centering on the ways of experiencing IPE from the 

perspectives of the nurse educators who work with IPE (Marton & Booth, 1997; Limberg, 2000).  

The basic principle was that analyzing the participants’ responses would uncover a limited 

number of qualitatively different ways of experiencing IPE (Marton, 1986; Marton & Booth, 

1997).  The categories of description are explained and validated by illustrative quotes from the 

responses to exemplify the meanings.  Establishing if a logical hierarchy existed that would 

represent the relationship between the determined categories of description was reviewed and is 

a component of the outcome space presented later in the chapter. 

Categories of Description 

 This study identified four different ways in which the participants experienced IPE.  The 

results of a phenomenographic study comprised the diverse ways of experiencing the 

phenomenon under investigation.  The conclusions are shown here as a set of categories of 

description in an outcome space, showing a range of distinctive ways of experiencing IPE.  

Categories of description characterize the different conceptions participants conveyed about the 

research phenomenon: “a conception being a qualitatively distinct manner in which the subjects 

were found to voice the way they thought” about the phenomenon (Marton & Booth, 1997, p. 

36).  The categories of description for the study were identified after thorough analysis of the 

data and are as follows: 

1. Interprofessional education as a method of developing teamwork. 

2. Interprofessional education as a faculty role. 

3. Interprofessional education as something constrained by barriers and limitations.  

4. Interprofessional education as unique to the nursing profession. 
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It should be emphasized that the categories of description in an outcome space do not 

denote the experience of specific individuals but are patterns of characteristics identified in the 

analysis of the data from the participant group as a whole and describe one way of experiencing 

IPE.  The following sections provide a detailed description and demonstration of the four 

categories of description of the nurse educators’ ways of experiencing IPE.  The categories were 

developed from the interview data of nine nursing faculty who participated in this study.  The 

following table shows the outcome space with each of the categories of description and key 

topics from each category (Table 4.2). 

Table 4.2 

Outcome Space 

Developing 

teamwork 

Faculty role Barriers and  

limitations 

Unique to  

nursing 

    

Learning 

opportunity 

Commitment Physical space Hub for 

communication 

Communication Learn together Schedules Responsibility 

Roles and 

responsibilities 

Communication Time Learning about other 

professions 

Reinforcement Personal connection Lack of practice as a 

team 

Glue for team 

 

The transcripts from each interview which provided the participants’ description of their 

experiences as well as their reflection on the experiences were studied during the analysis.  

Although each transcript was analyzed, only certain parts of the transcripts were used as 

evidence to exemplify the categories.   

Category 1: Interprofessional Education as a Method of Developing Teamwork 

 The nurse educators’ responses represented in this category of description spoke of IPE 

as a method of developing teamwork based on their observations of students participating in IPE 
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activities.  The IPE experiences provided learning opportunities for developing teamwork 

through practicing communication skills and learning about other healthcare workers’ roles and 

responsibilities.   

Developing teamwork.  The nurse educators serving as facilitators during IPE 

experiences have the ability to directly observe nursing students interacting with students from 

other professions as they analyze case studies and discuss possible care options and solutions.  

Imogene described the interactions as getting “acquainted with each other as professions.”  

Patricia stated, “Student-to-student contact, makes it more relatable” [for the students].  The 

group of nurse educators were able to watch as teamwork developed. 

Learning opportunity.  When reflecting on IPE, the nurse educators observed the 

experience as providing the opportunity for students of two or more professions to learn together 

about teamwork, other professions, and to cultivate their understanding of providing healthcare 

as a contributing member of an interprofessional healthcare team.  Students are interacting with 

other students in a peer-to-peer experience which levels the ground for learning not only what 

expertise each profession brings to the team but about teamwork itself.  Dorothea observed that 

IPE “gives students the opportunity to learn it, see it, hear it, and do it before they go out in their 

own practice.”  In an IPE experience, Nola noted, “Each of the students are learning how to 

interact with a patient.”  The students begin with a novice perspective which allows them to learn 

from each other through trial and error. 

 The experience needs to challenge but not intimidate the students so they are not afraid to 

participate in the activity and voice their opinions.  The debriefing at the end of an IPE 

experience is where much of the learning occurs as students are guided through the experience, 
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determining what was happening, what went well, and what could be improved.  Virginia stated, 

“There’s a lot that goes on in the debriefing.”  Nola observed the following, 

When you come out of [the activity] and they do the debriefing, whether it be speech or 

nursing, they equally learned a better way to work in the team. And the whole idea is that 

we're a team, and the reason we're a team is because it's best patient outcomes, and 

everyone's being taught that.  It's not just nursing that's trying to get everybody else to go 

that way. It's across the board. 

 

Understanding the desired outcomes of the total IPE activity helps guide the experience. 

Communication.  Communication is a key emphasis of working as part of an effective 

and efficient team and is a primary focus of IPE experiences.  It is important to learn that each 

team members’ voice is valued and important in developing a plan of care for the patient.  Clara 

stated, “IPE can help with teamwork to better care for clients; value each team member.” IPE 

gives the students an opportunity to practice their voice and gain confidence, both strategies 

which lead to quality healthcare team members.  Through their interactions with the healthcare 

team during an IPE activity Imogene observed students “understanding better ways . . . to 

communicate and what they should expect from each other.” Communication skills are 

developed and honed through repetitive practice. 

The nursing faculty guide IPE activities to ensure all participants have a voice and the 

opportunity to speak.  Students are encouraged to “talk to each other” but also to “listen to each 

other” in Virginia’s experience. This is considered one of the challenges as with more experience 

comes more confidence.  There are times when a participant can silence other members of the 

group due to a heightened level of expertise.  The nurse educators described the faculty position 

as working in these learning opportunities to keep all participants safe and an active part of the 

experience. 
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Roles and responsibilities.  When participating in an IPE activity, students have the 

opportunity to learn about other healthcare providers’ roles and responsibilities.  IPE gives 

students opportunities to learn who will be working next to them in the patient care environment 

and what each profession’s roles and responsibilities entail.  Learning the similarities in different 

professional roles can seem threatening to some or as Dorothea stated, “Meshing together of 

what we do without the threat that you would lose your role or whatever.”  Students experience 

where some responsibilities intersect or are completely diverse.  Dorothea and Patricia both 

commented that students “saw overlap and they saw separation—they grew.”  IPE offers a safe 

space where questions can be asked and explored.   

IPE is a learning environment which allows students to practice their skills among their 

peers without endangering themselves or a patient.  “Practice; if they can’t practice, they can’t 

improve,” voiced Florence.  The nursing faculty are certain it is important to have opportunities 

where students from different professions learn at the same time without the pressure of 

professional practice.  Patricia supported that faculty should “nurture and encourage students.”  

In an IPE experience, students are frequently given a challenging patient situation to examine.  

The data detailing lab work, diagnostic test results, and patient history and physical are provided 

to support the learning experience.  Faculty from different professions are on hand to provide the 

cushion of safety which encourages students to explore their options in the scenario.  In 

Dorothea’s words, “already having it under your belt improves patient safety.”  Through the IPE 

experience students learn more about their profession’s roles and responsibilities as well as the 

professions they are with on the team. 

Learning to function as part of a team encourages the student to think outside of task-

driven roles to the bigger picture.  Patricia stressed that IPE can “thrust people out into an 
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uncomfortable zone—a little more stressful that it really needs to be” while Clara stated it “can 

be intimidating.”  The nursing faculty serve as facilitators to help students feel safe during the 

experience.  Clara urged students to be “courageous.”  Dorothea and Madeleine reassured 

students to have “confidence.”  IPE helps students to grow in their professional roles and 

responsibilities while they are learning about their future colleagues. 

Reinforcement.  Providing IPE learning activities early and often throughout healthcare 

education students’ programs encourages active engagement in teamwork and reinforces the 

importance of working as part of a healthcare team.  Patricia stated, “If you put them together 

really fast, then they grow together and it’s totally normal.  They don’t have to learn the hard 

way on the job once they are out.”  Increased time as part of team can uncover some of the 

hidden aspects of healthcare, like dietary, social work, and billing.  Florence observed, “Every 

single person touches the patient . . . don’t negate the participation of these people the patients 

never see because they are keeping all of us working.”  IPE provides a way for students to be 

exposed to the other important work supporting patients, as Imogene observed, “So much 

[teamwork] happens behind the scenes that students just don’t see.”  This additional knowledge 

is important for students to acknowledge as the patient’s care depends on smooth functioning of 

all these separate but integrated parts, as Callista, Dorothea, and Florence described, “of a team 

for safe, effective patient care.” 

Patricia stated it “makes sense to learn with and from each other simultaneously.” 

Students experience learning topics in the same place at the same time.  This should result in a 

clearer picture of teamwork in healthcare.  Imogene observed, it “takes repetitive effort and 

constant reinforcement that it is important for them to learn.”  IPE must occur regularly to 

reinforce its importance to students—one and done does not work.   
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Students participating in IPE activities seem to develop a camaraderie that strengthens 

that sense of working as a team.  Patricia noted “excitement in the room” as students gathered to 

debrief.  Through the activities Clara observed, the students were provided “tools which help 

students” function more effectively as part of the team—"[they] don’t have to flounder so 

much.”  Nola stated, “We all work together as a team and if we don’t know what each other 

does, then it’s kind of hard to be a team.”  Florence enjoyed, “seeing the light bulbs go off” as 

students interacted.  IPE provides a method for developing teamwork across professions while 

students are learning to be healthcare professionals. 

 In summary, being able to work with others was observed as critically important to the 

nurse educators in preparing future healthcare providers.  Even though some experiences were 

challenging, the outcome of teamwork is worth the effort for the nurse educators.  The goal is 

better prepared nurses for the interprofessional healthcare environment. 

Category 2: Interprofessional Education as a Faculty Role 

 Through their observations and experiences as faculty teaching nursing students, the 

nurse educators described what their faculty role in IPE involved and how IPE was experienced 

with faculty from other professions.  While faculty in any profession recognize the specific 

knowledge necessary for students preparing for a career, IPE should apply across all healthcare 

professions as all healthcare professions must interact with other healthcare providers to offer the 

best care and possible outcomes to their patients. 

As a faculty role.  The nurse educators taught about interprofessionalism throughout the 

nursing curriculum because they interpreted the nursing role as interprofessional.  They strove to 

help nursing students see how teamwork is necessary regardless of the environment or situation.  

Callista and Patricia found one area of learning easier to adapt for IPE than other areas as noted 
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in their comment, “I looked at IPE from a simulation standpoint.”  Dorothea stated, “Every time 

I lecture, I try to have the ‘how do you, how do the rest of the people of the team work like on 

sepsis?’ Who else is involved in that?”  Helping students understand interprofessionalism is an 

integral part of their faculty role. 

Commitment.  Finding faculty from other healthcare professions who are dedicated to 

IPE and to preparing their students to work as part of an interprofessional healthcare team is 

important to the nurse educators.  Virginia acknowledged, you “have to have other individuals 

that are equally passionate about IPE and they have to want it as badly as you, willing to 

commit.”  In the healthcare setting, different professions interact and work side-by-side 

providing patient care, clarifying physicians’ orders, and updating other providers on the 

patients’ condition.  In academia, the majority of professions are taught in siloes.   

 Finding faculty from other professions to work together in IPE activities was approached 

in different ways by the nurse educators.  Patricia said from her experience, “You get a lot of 

things done by just reaching out to your peer.  You find your friend and then you say, let’s do 

this together, because it really should be done.”  You are looking for someone willing to put in 

the time and effort for the students’ learning.  She added that, “You find some believers who 

subscribe to that same belief as you.”  This approach can be successful if the nurse educator is 

able to reach out to other healthcare professions and gain support. 

When IPE activities are planned by faculty who trust and support the process and are 

committed to the task, Virginia expressed her thought that, “the experience is better for 

everyone.”  The planning is supported by the interprofessional faculty and each profession is 

represented.  This type of commitment results in a quality experience for the students.  However, 

Dorothea had experienced IPE planning which was challenging due to “this kind of jockeying for 
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the, the power, the prestige” by some professions.  She also commented, “I don’t know.  It was 

this ownership, even down to which building we were going to have it, it was weird.”  Respect 

and trust between professions is essential for good working relationships. 

Learning together.  The nurse educators found working together to plan IPE activities 

helped strengthen relationships and develop respect between professions.  One of the difficulties 

was finding the time to develop and grow relationships with professions outside of your own 

profession.  This was occasionally addressed by working through committees.  Dorothea 

commented that, “Working together in the planning from the beginning; the committee creating 

the case [with] everybody’s input, everybody’s viewpoint considered.”  Nola considered it is 

important to “come to the table equally, have as much to offer as the next profession.”  Through 

IPE planning, the nurse educators have experienced some of the lessons about teamwork which 

they would like for their students to learn. 

 Similar to the students’ learning together in an IPE event, faculty from different 

professions must learn to work together for the best outcomes.  Patricia’s experience was, “so we 

learned beside each other, and with each other, and then debriefed together.”  The IPE 

experience was more successful for Patricia when “disciplines got together, planned what we 

were gonna do, and ran the [event].”  Dorothea remarked that working with other faculty in 

planning IPE, “broadened my thinking.” 

 Developing relationships with other professions was valued by the nurse educators and 

they experienced positive outcomes from these associations.  Virginia shared, we “met as 

interprofessional faculty and really learned from each other.”  They enjoyed the teamwork they 

experienced in planning and creating events and activities for two or more professions.  Virginia 

gained an “appreciation of how other professions interact with the patient [or student] and the 
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healthcare team.”  When different professions worked together with all the students, it increased 

the trust and improved communications across the healthcare education field.  Patricia observed 

“small clusters of individuals from all the silos that believe we should breakdown those silos to 

put our students together.” 

 The group of nurse educators trust that other professions want IPE for their students as 

much as nursing wants it for nursing students.  Florence reasoned that interprofessional faculty 

“do our best work when we share with each other, anticipate each other’s needs, always with the 

patient or student in mind.”  The nurse educators enjoyed opportunities to work with faculty 

from different healthcare professions.  Dorothea observed different professions “worked in 

tandem, side by side to benefit the patient [student].”  In IPE activities, it is important for 

students to watch faculty role modeling the relationships they will experience in the healthcare 

environment, working as colleagues.   

 Communication.  Just as IPE activities help students grow and develop their 

communication skills, it does much the same for faculty.  When faculty work together to plan 

and organize an IPE experience, they communicate more.  This increased communication helps 

faculty to develop relationships and connections across professions.  Faculty participate by 

sharing their experiences, how interprofessional work has impacted their careers and their patient 

care.  Imogene has experienced faculty “model some of that communication” in her IPE 

experiences.  The nursing faculty have observed that this makes IPE more engaging as the 

faculty are expressing more personal involvement by, as Imogene shared, “giving students that 

personal connection and the experience faculty have had with it.”  Communication between 

faculty members provides an example and improves the student experience in IPE activities. 
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 In IPE events, Clara commented that nursing students grow when “other professions [are] 

open to students’ questions, really invaluable to help indoctrinate the students into this culture of 

let’s be a team.”  The communication increases the students’ comfort with other professions and 

promotes the vision of teamwork.  Clara has also observed “the more that nurses and just 

everybody sees themselves as part of a team, it empowers each role to do their role well and to 

do it for the patient [or student].”  Communicating through the planning, development, and 

integration of IPE activities strengthens relationships across professions in academia. 

 Personal connection.  Through IPE experiences, the nurse educators have found some 

professions more available to participate while, as Callista stated, “Not every profession wants to 

play.”  The educational philosophy of each individual in their particular profession was 

“considered a possible deterrent” by Dorothea.  She also considered not exposing your students 

to IPE as part of the faculty role is “limiting the student’s potential and potentially harming 

patients.”  Teamwork is critical to quality patient care.  Students need the opportunity to learn to 

work as part of a team before they are in their professional practice. 

 The nurse educators voiced the opinion that teamwork in academia needs work.  Patricia 

expressed, “We are on a team, but we don’t practice as a team until we get on the team—you’re 

on the team before you’re learning to be the team.  So, let’s learn as a team.”  Frequently in 

healthcare education students from different professions never have the opportunity to learn 

beside their future colleagues.  Their first experience is in their professional role after graduation.  

To improve students’ ability to transition to practice, Callista declared we “really need our 

students to have that experience because once they graduate, they have to do it.”  By 

experiencing the challenge of developing as a healthcare team member both as nurses and as 
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faculty, the nurse educators claimed they could more comfortably and confidently help nursing 

student learn to face the challenge to become an effective team member. 

 The nursing faculty acknowledged that IPE requires commitment to be part of the 

planning, implementation, and debriefing.  Each faculty member’s learning experience impacts 

what and how they teach.  Nola expressed she doesn’t “feel adequate” in her training to 

implement IPE activities.  None of the nurse educators were educated in IPE during their nursing 

program experiences.  Clara maintained that integrating IPE into each student’s learning 

experience “is on all our minds.”  Madeleine observed that nursing faculty recognize the need to 

“reach out to build IPE opportunities for students.”  Personal connections are made across 

professions and within professions as faculty work to plan, develop, and implement IPE 

experiences for their students. 

 In summary, the nurse educators considered the planning of IPE activities to be an 

interprofessional faculty responsibility.  They value the relationships they develop with other 

professions when they share in planning, developing, and implementing IPE.  From the 

experiences they have had, they observed the positive outcomes and treasured the importance of 

working with other healthcare educators. 

Category 3: Interprofessional Education as Something Constrained by Barriers and 

Limitations  

 

 The nurse educators described barriers and limitations that constrained the enactment of 

IPE as an educational requirement and how they impacted the implementation of IPE activities.  

Barriers are identified as difficulties that prevent people from working together and/or 

communicating clearly.  Limitations are boundaries or rules which restrict an individual, 

program, or institution.  Institutional, programmatic, and curricular barriers prevented effective 

implementation of IPE, as did faculty personal and/or professional limitations in commitment, 
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understanding, and practice with IPE.  However, the nurse educators observed that identifying 

and addressing the barriers and limitations provided opportunities for personal and professional 

growth that benefited not only each healthcare program but the individual team members and the 

students. 

Barriers and limitations.  The four major barriers and limitations identified by the nurse 

educators were time, space, scheduling, and lack of practice.  Seldom was there only one barrier 

or limitation impacting the scheduling, developing, and integration of an IPE event. 

Physical space.  The nurse educators identified physical space as a problem due to the 

number of students participating.  Even though students could be placed in groups in different 

locations or rooms, this was seen as a compromise on the outcomes of the event.  Florence 

remarked, “It would be nice for us to be all in one room because the group dynamic is different.”  

Some of the excitement and momentum seems to be lost when the students are too spread out or 

separated into different locations.   

Schedules.  Scheduling was described as a two-fold problem.  Imogene discussed the 

difficulties associated with finding a “place to fit IPE into the curriculum without overloading 

students and continuing to meet accreditation standards.”  Madeleine and Imogene both 

remarked, “Can’t add one more thing to the curriculum.”  Imogene observed the conflict between 

“being able to provide IPE and not missing something else.”  Part of scheduling is finding a time 

in two or more different professions’ schedules which allows the time for an IPE experience.  

While faculty value IPE for preparing students for the future, navigating didactic, simulation, and 

clinical schedules is a challenge. 

The second problem with scheduling is finding the right mix of students.  Florence 

commented that, “life balance impacts the group experience.”  If one profession’s students have 
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had more experience and/or education than another profession’s, the atmosphere can be 

threatening.  Virginia and Imogene described an IPE event as offering “a safe experience which 

challenges but doesn’t overwhelm or intimidate” students.  Some healthcare education programs 

are shorter in duration (twelve months) while others are longer (up to four years).  The lengths of 

time students have been in a program are not necessarily a good indication of a good 

combination.  In Imogene’s experience, looking at the educational programs and “matching 

where they are in their programs for the best experience” had resulted in good outcomes.  

Nursing students begin clinical exposure early in their nursing programs while medical students 

have limited clinical experiences until their 3rd year.  Imogene recalled one occasion where 

faculty worked with “how the students fit in, so played with what levels [of students] were 

involved.”  Nursing faculty want the best learning encounter for students. 

Time.  Time is a barrier and limitation which is similar to scheduling but poses some 

variance.  Time is related to growing relationships with other professions and finding individuals 

from other professions who want to be involved in IPE activities.  Time is also linked to the 

frequency with which IPE occurs in programs.  Imogene observed that IPE required “consistent 

application.”  Callista stated that when it is “not done consistently it gets forgotten.”  Increasing 

the frequency was a steady message voiced by the study participants.  Patricia added “one and 

done” is considered a limitation for IPE.  Callista has found many programs are “tight on their 

time” but their students are valued as participants in IPE activities.  This creates a time problem.  

Anytime students are participating in an IPE-related activity, lots of information is shared which 

can positively influence their future as a member of a healthcare team.  Florence is concerned 

about just “how much we can take in during a period of time.”  IPE is not done in most programs 
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on a monthly or regular basis so too much information during an event could certainly be a 

barrier/limitation when frequency of the IPE activities is an issue.   

Lack of practice as a team.  Working with other disciplines to integrate IPE helps the 

nurse educators to recognize the barriers and limitations of uncommon ground. Patricia said she 

has heard the frequent question of “who is paying or footing the bill” when trying to enlist other 

professions.  Dorothea and Florence have encountered “resistance to change” or “resistance to 

new ideas.”  Some disciplines simply do not want things to change; Patricia remarked that some 

professions “just [want to] follow the status quo—it’s easier to just keep ‘doing it the way we’ve 

always done it.’”  Change is an adjustment for everyone involved in IPE implementation.  

Learning to collaborate and compromise leads to better outcomes. 

There are power struggles as Dorothea has witnessed professions “defend their turf or 

jockey for power.”  She wondered if this may be related to “lack of confidence in your 

profession” or “fear of sharing.”  “Working through administration to gain permission” is 

another issue Dorothea has encountered in trying to start using IPE in an institution.  Florence 

talked about how “hierarchy is certainly alive” in some of her experiences.  Virginia mentioned 

“bullying” from a faculty member was experienced by some of the students in an IPE activity.  It 

is important for each profession to value IPE to have successful implementation. 

Apathy, a lack of interest, is detrimental for a productive and flourishing IPE program.  

Florence clearly stated you “cannot be apathetic and be good caregivers.”  IPE is a tool used in 

healthcare education programs to prepare future healthcare providers to work as a contributing 

member of the interprofessional team.  She went on to say, “If we leave the tool in the toolbox, 

the students don’t benefit, the patients don’t benefit.”  The nurse educators voice a passion for 

providing all students with the IPE experience. 
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To summarize, barriers and limitations exist in how IPE is included in healthcare 

education programs, who is involved in IPE planning and preparation, and what needs to be 

included to produce the best outcomes.  Some barriers and limitations are institutional, such as 

the building size and space available for IPE activities.  Other barriers and limitations are related 

to programmatic policies and accreditation.  Curricular issues can arise when working to find the 

time to include IPE experiences.  Personal and professional barriers and limitations are 

experienced when some of the faculty are not supportive and/or committed to the project.  In 

most IPE planning situations, more than one barrier and limitation are faced.  Tackling the issues 

with sensitivity, understanding, and the desire to have a positive outcome helps each 

participating faculty member have a voice.  The nurse educators described the barriers and 

limitations as something which can be worked through as a team.  

Category 4: Interprofessional Education as Unique to the Nursing Profession 

 The nurse educators described how the nursing profession experienced IPE as part of 

their nursing education, nursing experience, and nurse educator role.  They found the nursing 

professions’ experience with IPE unique to the profession.  Although the nurse educators did not 

experience what they understand now as IPE during their nursing education, they recognized 

their clinical involvement in their nursing student role as interprofessional.   

Unique to the nursing profession.  None of the nurse educators remembered IPE as a 

part of their initial nursing education, but in looking back clearly remembered interprofessional 

experiences in the clinical setting.  Patricia recalled “working side by side with other professions; 

how to function as a team; learned by accident, never structured.”  Clara described her 

experience as though she was “thrown into the interprofessional experience” while in nursing 

school and when she graduated.  Patricia said she experienced “learning by mistake in the team 
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environment, learned alongside.”  Clinical was a challenge as nursing students were not prepared 

for their role on the team.   

Hub for communication.  An important part of nursing education is communication, but 

Clara “didn’t feel empowered to talk to other professions—nobody ever encouraged me to do 

that.”  Working as a nurse in the hospital environment exposed the group of nurse educators to 

interprofessionalism on a day-by-day, minute-by-minute basis.  Florence observed nursing’s role 

as care providers put nurses in the “unique position at the side of the patient 24/7.”  Madeleine 

shared that as a new nurse she “learned more working on the floor” even though she was “scared 

to communicate.”  Clara, reflecting on her experience, expressed her belief that she “could have 

been better prepared for the conversations” with other healthcare providers.  When 

communicating changes in the patient’s condition, nurses need to share vital information with 

other healthcare providers.  Florence commented on nursing as the hub; “We are the middle, 

communicate with everyone.”  Dorothea expressed the nurses’ role in interaction as “hub for 

communication for the interprofessional team in my nursing experience.”  It is critical for the 

nurse to be able to communicate clearly and with confidence with other members of the 

healthcare team. 

Responsibility: The nurse as the lynchpin.  Nurses care for the patient 24 hours a day, 

7 days a week in the hospital environment.  Florence remarked that nursing’s “unique” position 

“gives us opportunity to see what other providers have no opportunity to see.”  The nurse cares 

for the patient, holistically, in all circumstances and instances.  She elaborated, “Whether they 

are suffering physically, mentally, or spiritually; the nurse’s scope covers their needs.”  Clara 

went on to say, “When you are a nurse, you feel, of course you are responsible for all the pieces; 

it seems much harder to navigate as a nurse.”  Regardless of the diagnosis for the patient’s 
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admission, the nurse cares for the whole person and sometimes their families and significant 

others. 

 Florence observed that as nurses coordinate the patient’s care, they have “relationships 

with everyone.”  It is “vital that we understand what each profession has to offer the patient in 

order to best coordinate care,” voiced Virginia.  Knowledge of other professions improves the 

nurse’s ability to advocate for the patient, improving the patient’s care and experience.  Dorothea 

explained, “Nurses’ view IPE and, generally, interprofessional collaboration as a high need for 

patient care and recovery.”  Virginia described nursing as the “lynchpin in the team.” 

Learning about other professions.   The nurse educators did not have IPE as part of 

their undergraduate nursing education, but their career roles required them to interact, 

collaborate, and coordinate with other professions as soon as they began work.  Clara stated, 

“Hasn’t IPE been my whole nursing career?  That’s all we do is work with other professions; we 

do that all the time.”  Patricia agreed and commented, “We are really good across the board 

working together.”  Madeleine stressed one of the benefits of IPE is “not only to teach me about 

other disciplines but to teach other disciplines about nursing.”  

 Teaching students about IPE is a vital part of being a nurse educator.  In lectures, 

simulation, clinical, and debriefing, Dorothea claimed that nurse educators strive to help students 

recognize the need for the interprofessional team; “to be more well-rounded students.”  She said 

that she utilized questions like, “‘who else is involved in that?’ ‘how does the rest of the team 

work in that regard?’ [and] ‘how are we going to communicate with them?’” to stimulate nursing 

students to consider the needs of the patient and the situation.  Florence observed that, “Nurses 

practice in a position where their knowledge of the skill sets of other professions is imperative.”  

Nursing students are encouraged to stay in the patient’s room when other professions are 
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working with the patient.  The nurse educators’ motive is simple according to Nola: “You need 

to know what they’re teaching your patient because you’re going to be there after they leave and 

the patient’s going to have questions.”  The nurse educators value the IPE experience for the 

opportunities to learn about other professions.  

Glue for team.  The nurse educators grasped the need to bring other professions into 

their nursing students’ educational experience.  Patricia has experienced “when you don’t do 

IPE, someone gotta play the provider or the pharmacist—I’m not either one.”  When other 

professions participate with nursing in IPE experiences, nursing professionals and nursing 

students learn other perspectives and are exposed to the diversity of other professions’ education 

and training. 

Although the nurse educators recognize that “nursing is not the be-all, end-all” as Callista 

and Florence admonished, they consider nursing critical to safe, efficient, and effective patient 

care.  Dorothea described “the nurse as the hub of patient care.”  Madeleine, Callista, and 

Dorothea all agreed “nursing is the glue that holds a team together.”  Working together as a team 

is a significant accomplishment for any diverse group, but in healthcare it is particularly 

challenging as patients’ lives hang in the balance.  Clara reflected on teamwork and stated, “I 

think we’re just trying to survive in our own role—if we understood other people’s roles better, 

maybe we could capitalize on that even more instead of weighing that burden on our shoulders 

all the time.”  The nurse educators are committed to the important role nursing plays in the 

coordination of the patient’s care. 

 In summary, the nurse educators credited nursing’s position at the patient’s bedside as 

increasing their responsibility toward the patient and toward other healthcare providers.  Nursing 

needs to be well-versed in the roles and responsibilities of other healthcare providers to provide 



95 

 

the best patient care.  IPE, early and often, helps nursing students gain this understanding and 

understand the responsibility. 

Summary 

 Using semi-structured interviews with the nurse educators with a phenomenographic 

approach and use of reflective practice, the understanding, integration, and experiences of IPE 

were investigated.  Four categories of description were identified during analysis of the data.  

The categories represent the findings of the study and are specific for the participants at the time 

of the study.  Developing teamwork with healthcare education students through IPE had the 

highest priority for the nurse educators.  The faculty role in integrating IPE was identified as the 

second priority.  The faculty role in IPE incorporated the importance of teamwork across faculty 

from other professions.  Barriers and limitations were pinpointed as the third category of 

description.  The barriers and limitations impact each of the other categories in many ways.  

Lack of adequate space can limit the number of participants from different professions and can 

be due to the physical size of the facility and/or competition for space for general classes to be 

held.  Another example is two groups of students from different professions are available to 

participate in an IPE event but none of the faculty from one profession are available to help with 

the planning, development, and implementation.  The lack of availability could be due to 

conflicts with teaching and/or professional responsibilities or lack of interest in and commitment 

to IPE.  These drawbacks in IPE demonstrated a negative impact on teamwork sought in 

Categories 1 and 2.  The fourth category of description looked at the unique position of nursing 

as seen by the nurse educators in IPE.   

 Understanding the nursing perspective, understanding, experience, and integration of IPE 

is important for the advancement of nursing education and IPE.  Studying the variations of the 
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experience contributes to knowledge of the phenomenon, IPE.  The next chapter provides a 

discussion of the findings with the relevant literature. 
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CHAPTER V 

DISCUSSION 

In the previous chapter, the presentation and analysis of data through the outcome space 

and categories of description have been reported.  Chapter V comprises a summary of the study, 

discussion of the findings, implications for practice, recommendations for future research, and 

the conclusion.  The purpose of the sections is to detail the findings of the phenomenographic 

qualitative research study of nurse educators who are currently teaching in pre-licensure 

baccalaureate nursing (BSN) education programs, understanding, integration, and experience 

with interprofessional education (IPE) and to present suggestions for further research targeting 

the use of IPE in the preparation of future healthcare providers particularly in nursing.   

Summary of the Study 

 This chapter begins with a summary of the purpose and structure of the study and 

includes the major findings related to nurse educators and their understanding, experience, and 

integration of IPE in relation to discoveries in the literature and current research.  The intention 

of the study was to explore traditional undergraduate (BSN) nursing faculty’s perceptions, 

experiences, and implementations of IPE using a phenomenographic qualitative approach with 

reflective practice.  The purposes of this study were to (a) describe perspectives of nursing 

faculty in pre-licensure baccalaureate nursing (BSN) programs regarding teaching IPE, (b) 

understand faculty beliefs about IPE, and (c) provide insight into IPE integration. 

 The following research questions were used to guide the study: 

1. How do nursing faculty in pre-licensure BSN programs understand/define IPE? 
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2. How do nursing faculty in pre-licensure BSN programs implement/integrate IPE? 

3. What are nursing faculty’s experiences/results with integration of IPE? 

4. What are nursing faculty’s goals/desires for future IPE? 

Nine nurse educators participated in semi-structured, face-to-face interviews which were 

audio-recorded.  Three interviews occurred over Zoom technology.  Each participant had 

consented to participate and all questions regarding the study were answered prior to beginning 

the interviews.  The interviews lasted between 45 and 90 minutes.  Demographic information 

was collected initially along with each nurse educator sharing a brief summary of their career 

path.  Twelve open-ended questions were developed as a method to investigate the research 

questions and were used to stimulate discussion during the interviews.  Two additional questions 

arose during the interviews and were shared with each participant either during the interview or 

as part of a follow-up email. 

 The semi-structured interviews were guided by questions which circled around the four 

research questions.  The findings answered the research questions as detailed below: 

1. How do Nursing Faculty in Pre-licensure BSN Programs Understand/Define IPE? 

The nurse educators supported IPE as an opportunity for students from different 

professions to learn together.  IPE helps students understand who makes up the healthcare team 

and how they work together.  IPE guides their communication development and helps students 

learn the importance of listening and using your voice.  IPE increases students’ awareness of the 

value of each member of the healthcare team.  Teamwork is developed through IPE experiences.  

Students gain confidence and the opportunity to practice in a safe setting.  IPE helps the student 

to watch interprofessionalism at work, to learn how to be a part of the healthcare team, to hear 
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communication as part of the team, and to participate in interprofessional activities before it is 

their job. 

2. How do Nursing Faculty in Pre-licensure BSN Programs Implement/Integrate IPE? 

The nurse educators expressed the desire for their nursing students to participate in IPE 

activities.  With this goal in mind, nursing faculty sought out opportunities to work with other 

professions to organize, plan, and implement IPE experiences.  They stressed the need for IPE 

experiences to be regularly scheduled throughout the curriculum.  To ensure their students 

recognized the importance of the interprofessional healthcare team, the nurse educators brought 

interprofessionalism into many nursing education activities including simulation, clinical, 

classroom lectures, case studies, and debriefing.  Other healthcare profession students do not 

participate, but the nursing students still learn about how teams work together.  Students are 

asked what other professions should be involved in the patient’s care.  Identifying who is missing 

from patient care challenges students to think what would enhance the patient safety and 

outcomes.  Students are asked to name possible sources of referrals for patients in case studies 

and clinical.  The simulation environment allows students to reach out to other healthcare 

providers in a simulated situation for assistance with medications, changes in the patient’s 

condition, and to address questions with physician’s orders.  The nurse educators keep IPE as an 

active and continual component of nursing education. 

3. What are Nursing Faculty’s Experiences/Results With Integration of IPE? 

Overall, these nurse educators’ experiences with integration of IPE were very positive.  

Frequently they experienced the excitement the students encountered when working with 

students from other professions.  They heard the students communicating with other students 

about their roles and responsibilities, asking questions and seeking clarification from peers of 
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different professions.  The nursing faculty frequently have not been able to review the 

evaluations from the IPE activities they facilitate but they hear the students asking for more 

opportunities “like this.”  The nurse educators have watched students developing friendships and 

a camaraderie with other professions.  When the nurse educators have received feedback, they 

use students’ comments to improve the next IPE opportunity.  Some of the nurse educators have 

heard from graduates about interprofessional rounds in the graduates’ new roles as nurses and 

other positive feedback.  The nurse educators recognize planning and implementing IPE 

activities is an investment of time and energy on the part of faculty.  It can also be challenging to 

find faculty who want to make the commitment to plan an IPE event.  When faculty from 

different professions work together to create IPE experiences, new relationships are developed 

and opportunities for personal and professional growth are recognized.  Research opportunities 

with other professions have occurred. 

4. What are Nursing Faculty’s Goals/Desires for Future IPE? 

The nursing faculty expressed hope that IPE experiences would occur regularly 

throughout the nursing program’s curriculum.  Each nurse educator spoke of the need for 

increased frequency of IPE opportunities.  This helps the student recognize the value of IPE and 

the interprofessional healthcare team.  The concept of “one and done” for IPE was not supported.  

Nurse educators supported regular experiences in IPE to help produce well-prepared graduate 

nurses as well as better prepared graduates from other healthcare education programs.  They also 

maintained that regularly scheduled IPE throughout the curriculum will increase patient safety 

and improve patient outcomes.   

 The findings of the interviews with the nurse educators correlates with the WHO (1988) 

publication from an interprofessional group of international healthcare providers.  The focus of 
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both was on undergraduate healthcare education.  The similarities in the findings are very 

interesting.  The goals identified in 1988 match many of the comments made by the participants 

in the interviews.  The barriers and limitations were very similar.  Both groups identified the 

need for increased IPE/MPE activities throughout healthcare education (WHO, 1988).  In over 

30 years, though much has changed in healthcare, some things stay the same.  The nurse 

educators experienced barriers and limitations which limited IPE in nursing education.  They 

also repeatedly voiced the value of IPE and the need for an increase in IPE opportunities.   

Discussion of the Findings 

 The interviews provided great information about the experiences of the participating 

nurse educators with IPE.  Their reflection over their career paths was informative and provided 

substantial data.  The interviews were conversational and reflective steered by the research 

questions and supplemental interview questions (Appendix B).  Each interview was guided by 

the participant’s understanding and experience with the phenomena IPE.  The discussions 

involved reflection-on-action, after the fact reflection on what each nurse educator had 

experienced (Schon, 1987).  There was also reflection-beyond-action which resulted in the 

sharing of their personal stories with IPE (Edwards 2017).  Reflection on IPE experiences 

stimulated reflection-for-action, what could be done to improve IPE opportunities in the future 

(Ruth-Sahd, 2003).   

The nurse educators in the study were not familiar with the terms interprofessional 

education (IPE) prior to their teaching roles and/or participating in graduate education.  Once 

they grasped the meaning of IPE during their careers, they quickly associated IPE with clinical 

experiences they had as they worked as aides and/or nurses.  Other participants could identify 

mentors they had worked with from other professions who broadened their thinking about patient 
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care and helped them consider different perspectives.  They maintain that positive working 

experiences with healthcare providers from other professions stimulated their interest, 

commitment, and belief in the benefits of interprofessional teamwork.  The nurse educators were 

concerned that the varying terminology used to describe experiences of what is now designated 

as IPE has had an effect on the understanding and implementation of IPE in healthcare 

environment as well as in healthcare education programs.  This is consistent with the literature 

identifying multiprofessional education, interdisciplinary education, and other terms for what is 

now called IPE (Baldwin, 2007; IOM, 2015). 

 The majority of the participants’ experiences with IPE were positive.  The nurse 

educators valued the experience of working with other healthcare educators to plan, implement, 

and evaluate IPE events.  It is essential for faculty to decide on common objectives and outcomes 

as planning takes place and to help guide the implementation of the event (Brashers et al., 2016).  

The group of nursing faculty each spoke about the need to listen and hear other faculty’s 

perspectives on patient care, interact with the patient, and work to achieve patient goals.  

Commitment to IPE was emphasized repeatedly.  Commitment meant more than just saying you 

wanted to be involved.  Commitment included showing up to meetings, seeking out opportunities 

to participate and collaborate, and coming equally to the table.  When faculty from different 

professions worked together to create IPE experiences the nurse educators stressed and the 

literature supported, this generates an opportunity to role model interprofessional relationships 

and communication (LeGros et al., 2015; Loversidge & Demb, 2015).  The nurse educators saw 

faculty from all professions communicating their experiences as a way to make IPE more 

personal and show how it improved patient outcomes in specific situations.   
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In discussions about working with other professions, the nurse educators used the term 

interprofessional collaboration to describe the teamwork they experienced and desired.  When 

faculty from different professions worked together on IPE planning and integration, the nurse 

educators observed that they learned from the other faculty about other professions (Chappell et 

al., 2018; Chou et al, 2011; Fransworth et al., 2015; Poirer & Wilhelm, 2014; WHO, 1988).  

They had the opportunity to watch the different approaches used by different people and 

professions, thus expanding their understanding and ability to teach their nursing students.  Dow 

and Thibault (2017) claimed this type of activity stimulated teamwork.  IPE activities were 

observed by the nurse educators and the literature to expand all professions’ understanding of 

other professions’ education, roles, and responsibilities (Dow & Thibault, 2017; Frenk et al, 

2010; Poirer & Wilhelm, 2014).   

The nurse educators observed, as supported in the literature, that we still teach in silos 

despite knowing we must work together on teams to provide the best patient care (Baldwin, 

2007; Gilbert, 2005; Hall & Zierler, 2015; Hermann et al., 2016; Jakubowski & Perron, 2018; 

Meleis, 2016).  Their experiences have varied working with other professions.  Negative 

experiences have included guarding your turf, power struggles, and perhaps fear of losing your 

professional identity or individuality (Angelini, 2011).  Hierarchy was directly mentioned once 

and alluded to in a few of the interviews (Homeyer et al., 2018).  The nurse educators felt some 

professions were definitely not as supportive of IPE as others through their personal professional 

experience with attempts at integration (Thibault, 2013).  This line of discussion lead to 

considering some of the limitations and barriers for IPE.   

Time was a significant limitation with all professions teaching toward the specifics of 

their field and having little flexibility in the curricula (Bennett et al., 2011; Homeyer et al., 2018; 
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LeGros et al., 2015; Loversidge & Demb, 2015; & Luebbers et al., 2017).  The group of nurses 

also felt there was limited time available to developing relationships outside of your career path 

especially once you are in education (Brazeau, 2013).  This was identified as lack of faculty 

collaboration which is frequently mentioned in the literature (Bennett et al., 2011, Chappell et 

al., 2018; LeGros et al., 2015; Loversidge & Demb, 2015; Robben et al., 2012).  As commonly 

noted throughout the literature, funding issues were considered limiting and could result in a lack 

of participation by other professions (Bennett et al., 2011; Homeyer et al., 2018; LeGros et al., 

2015; Poirer & Wilhelm, 2014; Robben et al., 2012; Shrader et al., 2016).  Having an event 

already planned with an appropriate location, supplies, and support was considered a great way 

to get other professions to join in an IPE activity.   

The length and level of clinical exposure of different healthcare education programs vary 

drastically and this was considered a barrier to IPE by the nurse educators.  A 1st semester 

student from one program may have no clinical exposure while a 1st semester student from 

another program is already experienced with interacting with patients.  The nurse educators have 

discovered good communication across all faculty involved in planning, developing, and 

implementing an IPE event has a positive impact on finding the right mix of students so that 

intimidation among students from different programs is minimized and students experience 

growth (Bennett et al., 2011, Chappell et al., 2018; Dow & Thibault, 2017; Homeyer et al., 2018; 

Loversidge & Demb, 2015; Luebbers et al., 2017).  Some of the nurse educators expressed the 

concern that they lacked the preparation to plan and implement IPE activities.  The literature 

recognized this as one of the barriers to increasing the use of IPE in healthcare education (Dow 

& Thibault, 2017; Hall & Zierler, 2015; Homeyer et al., 2018; Thibault, 2013; WHO, 1988).   
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 Those who previously had negative experiences with IPE marveled when they 

participated in IPE activities which were developed, integrated, and debriefed well.  They had 

seen professions struggling for power and ownership over the development of IPE activities, 

such as location of the event and required layers of permission from administration.  One 

educator wondered if a lack of confidence in the professional role contributed to problems with 

participation in IPE experiences.  Resistance to new ideas and change were considered 

significant barriers to integration of IPE activities in healthcare education.  It was mentioned 

some professions prefer that all professions to understand their own professional role and stay 

there as stated by Dorothea, “Here is where you sit; this is where you stay.” 

 Frequency of IPE activities was an important topic for the nurse educators.  One and 

done was considered not enough to help students understand and value the importance of 

working as part of an interprofessional healthcare team.  The participants spoke of the need to 

reinforce interprofessional teamwork on a regular basis.  In the nursing experience. reinforcing 

IPE was done during lecture, simulation, clinical, and debriefing by asking students Who needs 

to be involved in the patient’s care? and What other resources would you consider for the 

patient?  Some of the participants have experienced students from other professions volunteering 

for IPE activities because they enjoyed them and had heard about the experience from other 

students.  The nurse educators supported that increasing the exposure of students from different 

professions to each other will increase their comfort in working together, improve 

communication across professions, and enhance patient-centered care. 

 IPE helps students and faculty become acquainted with other professions and learn about 

the roles and responsibilities each profession brings to a healthcare situation.  The opportunity to 

communicate in a safe environment increases students’ confidence and helps them recognize the 
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need for input from other professions in the patients’ care.  The nurse educators have seen 

students comprehend the overlap of professional roles and recognize there are gaps which need 

to be filled.  In their experience, IPE helps minimize the barriers which exist due to education in 

silos.  During IPE activities, each student has a voice and can understand their input is valued.  In 

practice, this could encourage a new graduate to speak up when they identify something missed 

or left out.  The participants supported physical presence in the IPE activities as it improved the 

student learning with increased opportunities to communicate and learn with, from, and about 

each other. 

 Teamwork is enhanced by IPE activities.  The old adage practice make perfect applies as 

the nurse educators discussed how students need opportunities to practice, practice, practice 

before they enter the real world of healthcare.  The participants could vividly recall their 

experiences learning to work as part of the healthcare team when they had no previous guidance.  

The nurse educators overall maintained they were not encouraged to communicate with other 

healthcare providers during their education but were “thrown into” the teamwork environment.  

Many of the participants, through personal or family healthcare issues, had both positive and 

negative experiences with interprofessional teams and/or the lack of interprofessional teamwork.  

These nurse educators want their graduates to start their careers with better preparation.   

 The nurse educators commented that IPE participation increased respect between 

professions in both students and faculty.  The literature reported increased respect as an IPE 

outcome (Homeyer et al., 2018; Oandasan & Reeves, 2005; Olsen et al., 2016; WHO, 1988).  

Improved attitudes of students regarding working as part of a team is also an outcome identified 

by both the participants of the study and the literature (Murphy & Nimmagadda, 2015; Wang et 

al., 2015).  Nursing faculty stressed students were able to provide more patient-centered care as a 
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result of IPE participation.  Simulation IPE experiences were particularly supportive of patient-

centered care.  Literature supported IPE as the opportunity to focus care on the patient (Lawrence 

et al., 2015; Murphy & Nimmagadda, 2015).   

Information about evaluation of IPE activities was less well known by the participants of 

the study.  Most of the nurse educators had never received a report on the evaluation of IPE 

experiences in which they participated.  Some participants had sought feedback from students 

after IPE events through surveys or questionnaires, asking how the event went and what could be 

improved.  The feedback was used to improve future events and enhance student engagement.  A 

few of the nurse educators had used the RIPLS survey as an evaluation tool but were 

investigating other options.   

The nurse educators maintained that the nurse at the bedside needs to collaborate with 

other professions while they work with the patient.  This collaboration allows the nurse to answer 

the patient’s questions when they arise later and to contact other healthcare providers for 

additional concerns.  IPE experiences introduce students to the wide variety of healthcare 

providers potentially involved in the patient’s care and allows them to develop a camaraderie 

which enriches their professional practice. 

The group of nurse educators described nursing as the “lynchpin” or “glue” of the 

interprofessional healthcare team and/or of the patient’s care.  Most participants had heard other 

professions use the term glue to describe nursing’s involvement in teamwork and patient 

management.  A lynchpin is fundamental to an organization or team.  The participants saw the 

nurse’s role in caring for the patient as unique from other professions.  The nurse’s role at the 

bedside allows them to know the patient more holistically as they are responsible for assessing 

the patient’s physical state while being cognizant of the patient’s emotional, mental, and spiritual 
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needs.  The nurse needs to know the roles and responsibilities of other professions to provide the 

best care for their patients.  

A phrase repeated several times during the interviews was “nursing is not the be-all, end-

all.”  The need to work as part of an effective and efficient healthcare team is evident.  The nurse 

educators truly value other professions and want the opportunity to work with faculty from other 

professions and show other professions to nursing students. 

The nurse educators discussed how the recognition and requirements for IPE in 

healthcare education by accrediting bodies and nursing organizations has increased its 

importance.  Imogene described the effect of increased recognition of IPE as it was “pushed up 

the to-do list.”  They felt they were more conscious of the need to integrate how the 

interprofessional team impacts healthcare at every opportunity.  They really did not want to be 

educating future nursing students in silos anymore.  They know the value of IPE from both their 

personal nursing career and nursing education experiences.  

Implications for Practice 

 The nurse educators shared both positive and negative occurrences related to their 

experiences planning and integrating IPE into the educational preparation of future nursing 

students.  They readily shared how they have grown in their professional relationships and 

development by working with faculty from different professions.  Some of the nurse educators 

voluntarily admitted they lack the skills to implement IPE activities and the time to get to know 

faculty outside the nursing profession.  When they were in their nursing practice, they interacted 

with other healthcare providers on a regular basis.  Based on the findings from the study, 

implementing IPE for healthcare educators could provide the opportunity for an interprofessional 

group of faculty to learn and grow together in their understanding of IPE and to develop 
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relationships across professions, not a one and done type of event but regularly occurring IPE for 

faculty which provides information about small group education, recent research findings, and 

evaluation method updates.  This could also provide the opportunity to engage the practice 

sector.  Their input could assist in keeping IPE activities up-to-date and applicable to current 

practices.   

Partnerships between education and practice is encouraged and may help with assessment 

of transition to practice (IOM, 2015; Rutherford-Hemming & Lioce, 2018; Sherwood, 2011; 

WHO, 1988).  The nurse educators stated that IPE activities help students prepare for the 

workplace environment.  They were unsure how IPE transitions to practice but had observed that 

it was better to have experienced teamwork in a safe environment than to be introduced in your 

first professional role.  They also expressed the view that IPE improves patient outcomes as the 

new nurse has a better idea of who should or could be involved in the patient’s care.  The 

literature is supportive of IPE’s influence on positive patient outcomes and preparation for 

teamwork (Ateah et al., 2011; Gilligan et al., 2014; Kramer et al., 2012; Reeves et al., 2011; Wee 

et al., 2011). 

 Community involvement and focus was another area the nurse educators identified as 

influenced by IPE activities.  Stand-alone nursing programs have reached out to other healthcare 

programs in the community to gain an interprofessional student mix.  This promoted 

collaboration and learning between programs.  IPE events have been planned with the 

involvement of first responders and social work students to facilitate realistic scenarios.  Other 

IPE activities involve students providing health assessments in a community setting which 

engages members of the community.  The activities helped students recognize resources needed 
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and available in the community (WHO, 1988).  The community participation helped the 

programs gain support and develop a bond with the community (WHO, 1988). 

Faculty development has been investigated throughout the literature with positive results 

but limited application across programs (Brazeau, 2013; Chappell et al., 2018; Frenk et al., 2010; 

LeGros et al., 2015; Shrader et al., 2015; WHO, 2010).  Faculty development for IPE is a method 

for preparing faculty to work together and is mentioned frequently in the literature but the nurse 

educators did not use this terminology (Brazeau, 2013; Chappell et al., 2018; Shrader et al., 

2015).  When faculty from different professions worked together on IPE planning and 

integration, the nurse educators observed that they learned from the other faculty about other 

professions (Chappell et al., 2018; Chou et al, 2011; Fransworth et al., 2015; Poirer & Wilhelm, 

2014; WHO, 1988).  They had the opportunity to watch the different approaches used by 

different people and professions, thus expanding their understanding and ability to teach their 

nursing students.  Dow and Thibault (2017) claimed this type of activity stimulated teamwork.  

IPE activities were observed by the nurse educators and the literature to expand all professions’ 

understanding of other professions’ education, roles, and responsibilities (Dow & Thibault, 2017; 

Frenk et al., 2010; Poirer & Wilhelm, 2014).   

 Increasing the frequency of IPE activities in the education of future healthcare providers 

is vital if students are to understand they must work as part of an interprofessional healthcare 

team to provide the best patient-centered care and to improve patient outcomes.  Although the 

nurse educators did not have data or evaluation results to support their beliefs, all participants 

spoke of students’ positive reactions to the experiences and their requests for Can we do this 

more?  The nursing faculty experienced and felt the excitement students brought to the 

debriefing time after an IPE event.  They heard students discussing the things they had learned.  
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The literature also demonstrated students’ and graduates’ support for increased IPE opportunities 

(Brashers et al., 2016; Curran et al., 2007; Dow & Thibault, 2017; Gilligan et al., 2014; Wang et 

al., 2015; WHO, 1988).  Simulation offers a great opportunity for bring different professions 

together to experience IPE.  Incorporating IPE so it is a natural and regular part of each 

profession’s curriculum would be beneficial to student development and preparation for the real 

world of healthcare. 

 Reflective practice as described by Dewey and Schon provides the opportunity for 

growth and insight.  Debriefing allows students revisit an experience in a safe environment under 

the guidance of a faculty member.  A component of debriefing is reflection over the experience 

whether simulation or clinical.  Using reflective practice as a writing assignment also encourages 

the student to spend time considering the experience and thinking through what happened during 

the experience, how it could be improved, and what could be done differently (Dreifuerst, 2009).  

Evaluation of IPE experiences could be enhanced by the use of reflective practice by both 

students and faculty. 

 There are significant concerns about turnover rates in newly graduated registered nurses 

(RN) (Beecroft, Dorey, & Wenten, 2008; Dewanto & Wardhani, 2018; Djukic, Kovner, Brewer, 

Fatehi, & Greene, 2014).  A 10-year study supported by the Robert Wood Johnson Foundation 

(RN Work Project, 2015) found approximate 18% of newly graduated RNs were leaving their 

first jobs within 1 year of starting and 60% left their first jobs within 8 years.  Workgroup 

structure and relationships between nurses and other healthcare providers were contributors to 

nurses’ lack of job satisfaction (Djukic et al., 2014).  If nursing students had the opportunity to 

learn about the roles and responsibilities of other healthcare providers and participate in IPE 

activities to advance communication, skill development, and teamwork perhaps, the transition to 
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practice would be smoother and result in less turnover.  This implication directly ties with the 

previous implications described. 

Limitations 

 There were several limitations to the study.  The population was a small purposive 

sample of nurse educators teaching in BSN programs in the State of Texas and involved with IPE 

activities.  Their involvement in the activities suggested a better understanding and increased 

support for IPE in healthcare education.  Only four programs were represented in the study.  

Audio-recorded interviews were used as the data collection method.  This is a limitation as the 

information obtained is dependent on the participants’ ability to accurately share their memories, 

thoughts, and opinions about IPE.  As a researcher with limited experience, my role in the study 

was also considered a limitation.  Reflective practice is not natural for all individuals, which may 

have limited the information obtained.  Despite the limitations, IPE has a position in healthcare 

education but increased integration across all professions is necessary before students can grasp 

the importance of their role on the interprofessional team and graduates can transfer the learning 

into their practice.  These implications are ideas for improved planning and implementation of 

IPE into healthcare education.   

Recommendations for Future Research 

 Nursing research is committed to facilitate nurses in providing the best quality of care for 

patients and to advocate for healthy lifestyles in the community (AACN, 2019).  IPE has been 

investigated over 40 years and continues to lack incorporation in healthcare education on a 

widespread basis.  In this study, interviews using reflective practice with a phenomenographic 

approach were used with a limited population of nurse educators in BSN education to learn more 

about their understanding, integration, and experience with IPE.  Using a larger population and 
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including programs in other states would have augmented the amount of information obtained 

and possibly increased the number of categories of description.  Specific skills have been 

identified for people who use reflection well (Atkins & Murphy, 1993).  Providing interview 

participants with a survey of skills related to reflective practice to identify in themselves prior to 

the interviews would have offered insight into the participants.  Interviewing the participants 

initially and then following up with additional questions later may have improved their reflection 

on IPE and/or recall of experiences.  Seeking specific insight into the barriers and limitations 

experienced by faculty would shed light on the resistance and negativity continuing to limit IPE 

implementation.  The study could also be replicated with a variety of healthcare educators 

instead of just nursing. 

Using a mixed-methods approach for investigating IPE and nursing would combine the 

best of quantitative and qualitative research methods and offer new insight into the phenomena 

of IPE (Ingham-Broomfield, 2015; IOM, 2015).  An investigation into available survey tools for 

IPE evaluation could be used as a component of quantitative studies and would benefit future 

research by capturing greater amounts of data and obtaining a larger sample.  The literature 

supported research into the influence of IPE on graduates’ professional practice or transition to 

practice (Homeyer et al., 2018; Rutherford-Hemming & Lioce, 2018; Sherwood, 2011).   

Research studies into the types of IPE activities and interventions currently implemented 

would be informational for healthcare educators working with IPE.  The wide variety of events 

makes it difficult to compare and contrast for best outcomes.  The IOM (2015) has recommended 

the development of a conceptual framework which would guide IPE practices and aid in 

determining consistency in outcomes.  A conceptual framework guiding IPE would need to take 
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a team-based approach for both the preparation of future healthcare providers and for the faculty 

facilitators working in the development, integration, and evaluation of IPE experiences. 

The IOM (2015) identified principal needs for improved research in IPE implementation 

in their publication, Measuring the Impact of Interprofessional Education on Collaborative 

Practice and Patient Outcomes.  The four principal needs included 

(1) constructing well-designed mixed-methods studies that utilize robust qualitative data 

as well as validated tools for evaluating IPE outcomes, (2) developing a consistent 

framework for reporting the methodological details of IPE studies, (3) examining the cost 

and cost-effectiveness of IPE interventions, and (4) linking IPE with changes in 

collaborative behavior. (IOM, 2015, p. 44) 

 

The shortage of strong research designs endangers the influence of future studies.   

Final Summary 

 The results of the research study demonstrated the group of nurse educators’ 

understanding, integration, and experiences with IPE across their personal lives and professional 

practice both in patient care and in nursing education.  IPE is an educational process that 

improves communication, trust, respect, and the ability to work in the provision of patient care as 

a member of an effective and efficient healthcare team (Bachynsky, 2019; IPEC, 2016).  The 

nurse educators value their colleagues on the interprofessional healthcare team in healthcare 

education as well as in practice.  They want future nurses as well as other future healthcare 

providers to be prepared for the chaotic fast-paced world of healthcare which exists beyond 

graduation.  Collaborating across professions to develop IPE activities which stimulate 

communication, respect, trust, and healthy relationships could enhance the students’ educational 

experience, the healthcare educators’ teaching experience, and, most of all, improve patient care.  

Nursing faculty have the motivation to promote IPE throughout healthcare education.  
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Demographic information will be collected at the beginning of the interview process to include 

age, gender, education level, years as a nurse, years as a nurse educator, career path from prior to 

nursing school to present, specialty, courses currently teaching, and current rank.  Each of the 

questions below link into the four research questions. 

1) Please tell me how did you first hear about interprofessional education?    Can you 

elaborate? 

2) How would you describe your first interprofessional experience? 

3) Tell me about your experience with IPE as a nursing student.  As a nurse working in a 

healthcare facility.  As a patient or a family member of a patient. 

4) Do you think your past nursing experience as a _____ has an impact on how you see 

IPE?  Can you explain? 

5) What role do you have in the implementation of IPE in your program, courses, or 

institution? 

6) Tell me about your experience with implementation of IPE as a nurse educator.  Can you 

elaborate? 

7) Describe your best experience with IPE.  What were the outcomes? 

8) How do you evaluate the effectiveness of an IPE activity? 

9) Tell me about your experiences with other professions in IPE? 

10) Do you think the nursing profession sees IPE any differently than other professions? 

11) How is student participation in IPE handled in your courses, program, or institution? 

12) What do you perceive as the benefits to using IPE in nursing education? 

13) Have you experienced any limits to your ability to implement IPE?  What stands in the 

way? Can you elaborate? 

14) The World Health Organization (2010) provides this as the definition of IPE, “when 

students from two or more professions learn about, from, and with each other to enable 

effective collaboration and improve health outcomes” (p. 7).  How does this influence 

what you have shared with me in our discussion? 
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Recruiting letter 

 

Nursing faculty, 

 

I am writing to tell you about a research study exploring nursing education in the pre-licensure 

baccalaureate nursing programs and interprofessional education (IPE).  My name is Ann 

Hagstrom, MSN, RN, CNE and I am conducting this study for my doctoral dissertation in 

instructional leadership in nursing education through the University of Alabama in Tuscaloosa. 

The purpose of the study is to explore the nurse educator’s understanding, experience, and use of 

interprofessional education (IPE).  The main goal of this study is to increase the use of IPE in 

nursing programs through a clearer understanding of the nurse educator’s perspective.  

 

You may be eligible to participate in this study if you are teaching in an accredited pre-licensure 

bachelor of nursing program in the State of Texas and are currently or actively working with 

students in IPE activities.  Any activity your nursing program qualifies as an interprofessional 

education activity would be suitable.  

 

If you are interested in learning more about the study or are willing to serve as a participant for 

the study, please email kahagstrom@crimson.ua.edu.   Please reference ‘research study’ in the 

subject line of the email.  All research study communication will be sent to the email address you 

provide. 

 

This letter is not intended to tell you or force you to join this study.  Your participation is 

voluntary and you may choose if you would like to participate.  You may withdraw from the 

study at any time without consequences. 

 

If you are not interested in participating in the study, you do not need to respond or do anything 

further.  Unless you contact the researcher as an interested participant, no one will contact you 

again in regards to participating in the study.  Please also share the study information with other 

nursing faculty contacts from accredited pre-licensure nursing programs. 

 

Thank you for your time and consideration.  I look forward to hearing from you. 

 

 

Sincerely, 

K. Ann Hagstrom, MSN, RN, CNE, principal investigator 

 

 

 

 

 

 

mailto:kahagstrom@crimson.ua.edu
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Research 
Questions: 
What do I want 
to know? 

Why do I need to 
know this? 

Sampling 
decisions: 
Where 
will I find 
this data? 

Data 
collection 
methods 
– what 
will 
answer 
the 
questions
? 

Whom do I 
contact for 
access? 

Data 
analysis 

How do nursing 
faculty in pre-
licensure BSN 
programs 
understand/defi
ne IPE? 

IPE is improves 
patient outcomes, 
job satisfaction, and 
teamwork in the 
healthcare setting.  I 
want to know what 
IPE means to the 
nursing faculty. 

Nursing 
faculty 
 

Interview
s 
Field 
notes 
Memos 

Program 
directors/ga
te 
keepers 

Audio 
taping, re-
listening to 
tapes, 
transcriptio
ns, re-
reading, 
coding 

How do nursing 
faculty in pre-
licensure BSN 
programs 
implement IPE? 

Some research 
shows IPE 
implemented more 
often, nurses have 
always been 
interprofessional in 
their roles. I want to 
know how they are 
imparting this 
knowledge/informat
ion to their 
students. 

Nursing 
faculty 
Program 
descriptio
ns 
Course 
syllabi 

Interview
s 
Field 
notes 
Memos 
Review of 
documen
ts 

Program 
directors/ga
te 
keepers 

Audio 
taping, re-
listening to 
tapes, 
transcriptio
ns, re-
reading, 
coding 

What are 
nursing faculty’s 
experiences or 
results with 
integration of 
IPE?  

Nursing faculty are 
creative and 
implement activities 
but frequently 
never get to share. I 
hope to gather 
some great 
instances of IPE 
implementation to 
share with others. 

Nursing 
faculty 

Interview
s 
(Maxwell 
encourag
es the 
use of 
specific 
past-
tense 
questions 
to stir the 
episodic 
memory). 
Field 
notes 

Program 
directors/ga
te 
keepers 

Audio 
taping, re-
listening to 
tapes, 
transcriptio
ns, re-
reading, 
coding 
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Memos 

What are the 
nursing faculty’s 
goals or desires 
for future IPE? 

Nursing faculty 
understand the 
need to work as an 
interprofessional 
team in the 
healthcare setting. 
They are a great 
resource for what 
they want or wish 
the future holds. 
Their insight is 
invaluable. 

Nursing 
faculty 

Interview
s 
Field 
notes 
Memos 

Program 
directors/ga
te 
keepers 

Audio 
taping, re-
listening to 
tapes, 
transcriptio
ns, re-
reading, 
coding 


